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The  Search  for  Solutions 


In  the  pell-mell  race  to  find  a magic  bullet  that  will 
put  to  rest  all  the  sudden  goblins  in  the  medical  market- 
place, some  entrepreneurs  may  be  deluding  themselves 
into  believing  that  there  is  one  final  solution. 

There  may  be,  but  none  has  so  far  been  proven.  The 
few  who  listened  to  Dr.  Wohl  at  annual  session  heard 
him  say  that  the  profusion  of  health  care  systems  has 
produced  not  one  that  has  demonstrated  proof  of  long- 
term savings. 

That  may  be  overstating  it  a bit,  but  others  have  said 
the  same.  Free-standing  surgical  centers,  for  example, 
were  cited  by  a medical  authority  writing  in  the  Har- 
vard Business  Review  as  an  idea  that  promised  near- 
term  savings  all  right,  but,  at  least  in  the  Northeast, 
went  on  to  increase  a community’s  total  surgical  bill 
after  a few  years.  They  served  only  to  expand  the 
system,  it  was  argued. 

The  former  President  of  the  California  Medical 
Association,  looking  at  the  myriad  systems  out  there, 
recently  said  that  the  physician,  like  the  public,  can’t 
really  tell  what  the  effects  will  be  until  they  both  see 
what  will  happen  in  Year  Three  or  Year  Five. 


Everybody  is  looking  for  one  simple  formula  that 
will  solve  the  equation  of  continued  high  quality  at 
reduced  costs  over  the  long  haul.  Some  formulae  prom- 
ise economies  but  compromise  quality.  Some  retain 
quality  but  make  only  token  swipes  at  costcutting. 

Sitting  where  I do  here  at  19  South  Jackson,  I am 
constantly  buttonholed  by  exponents  of  this  or  that 
concept  with  assurances  that  THIS  one  truly  is  the 
magic  bullet  we  have  all  been  looking  for.  At  this  point 
I have  come  to  regard  each  new  excited  presentation  as 
I do  those  hardy  perennial  stories  about  perpetual  mo- 
tion machines.  They  may  be  possible,  but  I have  my 
doubts. 

For  years,  physicians  and  research  scientists  have 
scorned  the  public’s  expectation  of  a single  solution  to 
cancer,  arguing  that  cures  will  be  many  and  varied 
since  cancer  itself  takes  many  forms.  But  the  public 
hunger  for  a simple  and  singular  solution  is  shared  by 
all  of  us  in  most  of  the  things  that  trouble  us.  We  seek 
order,  certitude,  simplicity. 

Even  the  greatest  of  scientific  minds  have  been  frus- 
trated in  their  quest  for  the  neat,  unifying  solution. 
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Giant  that  he  was,  Einstein  went  to  his  grave  deprived 
of  the  unified  field  theory  he  thought  would  bring  it  all 
together. 

He  was  outraged  by  the  injection  into  his  cosmos  of 
the  Uncertainty  Principle  of  Werner  Heisenburg,  be- 
cause that  principle,  accepted  now  by  most  theoretical 
physicists,  holds  (loosely  translated)  that  it  is  impossi- 
ble to  observe  something  without  the  very  act  of 
observation  changing  the  observed  event. 

The  Uncertainty  Principle  as  applied  metaphorically 
to  the  current  attempts  to  manipulate  the  health  delivery 
system  in  the  United  States  might  be  something  like 
this: 

It  is  impossible  to  change  one  aspect  of  the  system 
without  changing  all  of  it,  at  least  in  some  degree. 

When  mortal  man  seeks  to  bring  order  out  of  chaos, 
as  Einstein  did  in  his  famous  comment  that  God  does 
not  shoot  dice  with  the  universe,  he  is  doing  his  best  to 
justify  his  existence  and  his  humanity.  The  whole  his- 
tory of  the  life  sciences  is  one  of  endless  search  for  final 
solutions.  More  often  than  not  the  quest  has  ended  in 
frustration,  as  in  the  physical  sciences. 

The  great  mathematician  Norbert  Weiner  was 
searching  for  certainty  at  M.I.T.  when,  almost  50  years 
ago,  he  hypothecated  a logic  machine  that  would  mini- 
mize human  error.  Such  a machine,  he  wrote,  would  be 
binary  rather  than  decimal  arithmetic,  electronic  rather 
than  mechanical,  and  capable  of  copious,  flexible  data 
storage. 

That  hypothesis,  of  course,  became  the  modem  com- 
puter. But  he  was  at  the  time  more  interested  in  de- 
veloping the  mathematics  of  anti-aircraft  gunnery  for 
his  country  and  he  left  computer  theorizing  to  others, 
like  John  von  Neumann. 

Weiner’s  approach  to  bringing  all  the  gunnery  vari- 
ables together  in  a coherent  formula  was  typical  of  the 
immemorial  search  for  certainty.  Some  of  his  thinking 
as  he  approached  this  problem  bear,  I think,  on  the 
current  agonizing  over  alternative  health  systems. 
While  these  ideas  evolve,  the  subject  is  itself  changing. 
The  problem  then  becomes  that  of  plotting  curves  of 
intersection. 

Horace  Freeland  Judson,  in  his  splendid  book  on 
modem  science.  The  Search  for  Solutions,  quotes 
Weiner  as  musing,  “To  predict  the  future  of  a curve  is 
to  carry  out  a certain  operation  on  its  past.” 

To  predict  the  future  position  of  an  object  we  must 
first  consider  its  history.  Weiner  knew  that  one  of  the 
great  problems  was  that  of  overshooting,  overcontrol- 
ling. This  would  be  aggravated  by  the  fact  that  the 
target  itself  would  be  taking  evasive  action.  His  inquir- 
ing mind  even  went  back  to  Maxwell’s  thought  on  ship 
guidance  systems  and  what  Maxwell  had  to  say  about 
overgoveming.  Weiner  wrote  in  1948  of  his  thought 
processes  in  1940: 

“A  feedback  that  is  too  bmsque  will  make  the  rudder 
overshoot,  and  will  be  followed  by  a feedback  in  the 


opposite  direction,  which  makes  the  mdder  overshoot 
even  more,  until  the  steering  mechanism  goes  into  a 
wild  oscillation,  or  hunting,  and  breaks  down  com- 
pletely.” 

What  he  is  saying  is  that  the  search  for  order  in 
systems  can  produce  chaos  by  the  very  fact  of  the 
search  itself. 

Weiner  saw  the  overshoots,  which  he  had  to  elimi- 
nate in  plotting  the  aiming  of  anti-aircraft  guns,  as  a 
kind  of  pathology  of  a system.  This  led  him  to  seek  the 
counsel  of  a physician  friend  to  see  if  there  existed  in 
human  physiology  a nervous  disorder  in  which  the 
patient,  trying  to  do  something  like  picking  up  a pencil, 
overreaches  and  goes  into  uncontrollable  oscillation, 
wild  hunting  swings. 

His  doctor  friend  quickly  replied  that  the  disorder 
was  well  known  in  medicine.  It  is  called  a purpose 
tremor,  the  physician  said,  and  is  often  found  in  cases 
of  damage  to  the  cerebellum,  the  part  of  the  brain  that 
coordinates  movement  and  maintains  muscle  tone,  he 
explained. 

Early  in  1 943 , Weiner  published  a paper  on  feedback 
in  man  and  machine.  To  him  feedback  and  control 
made  sense  of  the  idea  of  choice  in  human  behavior.  It 
reconciled  determinism  and  choice.  Soon  he  was  to 
combine  the  feedback  theory  with  communications 
theory,  creating  the  famous  word  cybernetics  which  he 
coined  from  the  Greek  word  for  Steersman. 

In  his  1948  book.  Cybernetics:  Or  Control  and  Com- 
munications In  The  Animal  and  The  Machine,  he  pro- 
claimed the  unity  of  feedback  and  communication 
theory.  Soon  biologists  were  observing  that  entire 
ecologial  systems  are  self-regulating  by  feedback. 
Economists  saw  that  wild  oscillation  in  commodities 
like  grain  and  beef  were  the  result  of  overswinging: 
higher  prices  encouraged  overproduction,  which  re- 
sulted in  surpluses  that  drove  prices  down,  creating 
shortages  and  consequent  higher  prices,  and  so  on,  ad 
infinitum. 

This  is  all  pretty  far  out  in  left  field,  but  maybe  it 
explains  my  apprehensions  about  too  much  being  done 
too  rapidly  to  the  medical  system. 

I fear  overshooting,  oscillations,  and  the  chaos  that 
can  come  when  wild  overcorrections  are  not  only  toler- 
ated but  encouraged  by  government  and  industry  in 
their  quest  for  order  and  certainty. 
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The  Golden  Age  Is  Now 


The  following  brief  address  was  given  by  Dr. 
Michaelson  to  the  1985  graduating  class  of  the 
UAB  School  of  Medicine,  at  ceremonies  in  Birm- 
ingham May  19. 


I am  the  President  of  the  Medical  Association  of  the 
State  of  Alabama.  I am  a Family  Physician. 

It  has  been  more  than  40  years  since  I sat  where  you 
do  today,  forced  to  listen  to  the  wisdom  of  your  elders 
in  medicine. 

It  is  one  of  those  obligatory  rites  of  passage,  I sup- 
pose. In  sympathy  with  your  suffering,  I shall  be  brief. 

You  could  not  have  completed  your  medical  school 
requirements  without  hearing  how  awful  it  is  out  there 
now;  How  the  once  great  profession  of  medicine  has 
been  traduced  by  the  bureaucrats  of  government,  the 
captains  of  industry,  and  the  merchants  of  greed. 

Don’t  believe  it.  Our  profession  is  older,  stronger 
and  more  adaptive  than  all  its  enemies,  today  as  in  ages 
past.  More  than  a century  ago,  one  of  our  country’s 
greatest  literary  figures,  Ralph  Waldo  Emerson,  said  in 


a Boston  lecture  on  education: 

“These  times  of  ours  are  serious  and  full  of  calamity. 
But  all  times  are  essentially  alike.’’ 

I believe  that,  and  I ask  you  to  consider  the  thought. 
The  more  things  change  the  more  they  are  the  same,  the 
French  say.  All  times  are  essentially  alike.  Only  the 
shapes  of  the  calamities  change. 

There  will  be  older  physicians  who  may  tell  you  that 
you  were  bom  20,  30  or  40  years  too  late.  The  golden 
age  of  medicine  is  past,  they  will  say. 

They  told  me  that  40  years  ago.  I didn’t  believe  it 
then,  and  I don’t  believe  it  now.  Our  profession  is 
fortunate  beyond  all  human  accounting.  Every  age  in 
medicine  is  the  golden  age,  always  has  been  and  always 
will  be.  If  you  doubt  that  yours  is,  let  me  put  a few 
questions  to  you: 

Would  you  rather  have  begun  your  practice  when 
you  had  no  effective  weapons  against  polio,  diphtheria, 
tuberculosis  and  all  the  old  cripplers  and  killers  of 
children  and  adults? 

Would  you  rather  have  gone  forth  to  minister  to 
suffering  humanity  in  the  times  of  the  founders  of  the 
Medical  Association  more  than  a century  ago?  ...  A 
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time  when  our  physician  antecedents  stood  helplessly 
by  and  watched  thousands  die  wretchedly  from  the 
likes  of  yellow  fever?  . . . Having  no  earthly  idea  of  the 
cause,  to  say  nothing  of  the  cure? 

Would  you  rather  have  begun  your  practice  in  the 
depths  of  the  Great  Depression  50  years  ago,  as  many 
physicians  now  living  did?  . . . When  you  might  re- 
ceive a chicken  or  some  eggs  for  a house  call,  because 
your  patients  had  nothing  more  to  offer? 

All  of  us  tend  to  embellish  our  past,  painting  it  in 
brighter  colors  than  the  past  possessed  when  it  was  the 
present.  You  will  do  that  too.  In  a few  years,  some  of 
you  may  be  standing  here  telling  your  juniors  how 
grand  it  was  back  in  the  late  1980s.  Surely,  that  was  the 
golden  age  of  medicine,  you  may  be  tempted  to  say. 

It  was  ever  thus.  A proverb  almost  as  old  as  medicine 
says  it  all:  “When  a man  is  young,  he  writes  songs. 
Grown  up,  he  speaks  in  proverbs.  In  old  age,  he 
preaches  pessimism.” 

Ignore  the  pessimists.  They  have  been  with  us  al- 
ways. Instead,  try  to  believe  this:  Every  age  of  medi- 
cine since  Hippocrates  has  been,  for  those  living  in  it, 
the  golden  age.  In  no  other  profession  of  man  has 
progress  been  so  persistent  or  its  fruits  so  precious. 

To  quote  a line  from  a recent  Broadway  hit.  La  Cage 
aux  Folles: 

“The  best  of  times  is  now.  Live,  love  and  hold  on  to 
the  moment.” 

The  Medical  Association  of  the  State  of  Alabama 
was  founded  on  a Latin  motto  that  freely  translates: 
“We  dare  to  hope  for  better  times.” 

That  has  always  proven  true.  It  has  for  me.  I am 
confident  it  will  for  you.  I welcome  you  to  membership 
in  an  Association  committed  to  that  belief. 

Thank  you. 


Ready  to  start 
your  practice? 

Need  a partner 
or  associate? 

Know  a community 
in  need  of  physicians? 


Use  MASA's  Physician  Piacement 
Register.  A public  service  of  the 
Medical  Association  of  the  State  of 
Alabama  conducted  for  physicians 
seeking  new  professional  positions 
and  Alabama  communities  that  are 
seeking  the  services  of  a physician. 

For  more  information  and  assist- 
ance, contact  the  MASA  Physician 
Placement  Service: 


19  S.  Jackson  street 
P.O.  BOX  1900-C 
Montgomery,  AL  36197 
(205)  263-6441 


One  More  Service  of  MASA 
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Brief  Summary  of  Prescribing  Information 

NORLESTRIN'  ■ . reihi'  ilicne  arfiate  and  ethinyl  esiradiol  tablets.  USP) 

. ndei  Special  Notes  on  Administration  and  HOW  SUPPLIED. 

■ i ■ ; lescnb'ng  please  see  lull  piescnbmg  information  A Bnel  Summary  follows 

DESCRIPTION 

\ t'  Pr  jcis  are  prcoeslogen-estrogen  combinations 

INDICATIONS  AND  USAGE 

\c.  lies'  ► I.  are  ndicaled  lor  the  prevention  of  pregnancy  in  women  who  elect  to  use 
.1  iiaceplives  as  a method  ol  contraception 

* ■ icai  III.  ils  with  Ncriesirin  1/50  involving  25.983  therapy  cycles,  there  was  a preg- 
a'  . ..  rate  o'  0 05  per  toe  woman-years,  in  clinical  Inals  with  Norleslnn  2 5/50  involving 
96  iSSivdes  'heie  w.as  a pregnancy  rale  of  0 22  !>t  i too  woman-years 
Dose-Related  Risk  of  Thromboembolism  from  Oral  Contraceptives:  Studies  have 
suowi  a positive  association  between  the  dose  ol  estrogens  m oral  contraceptives  and  the 
r,t  thromboembolism  It  is  prudent  and  in  keeping  with  good  principles  of  therapeutics  to 
— ..rr.ye  exposure  to  estrogen  The  oral  contraceptive  prescribed  for  any  given  patient 
shr  ..Id  be  that  product  which  contains  the  least  amount  of  estrogen  that  is  compatible  with 
an  acceptable  preonar  i v rate  and  patient  acceptance 
CONTRAINDICATIONS 

• Thrombophlebitis  or  thromboembolic  disorders 
A past  '“istory  ol  deep-vein  thrombophlebitis  or  thromboembolic  disorders 

3 Cerebral  vascular  or  coronary  artery  disease 

4 Known  or  suspected  carcinoma  of  the  breast 

5 Known  or  suspected  estrogen-dependent  neoplasia 

6 undiagnosed  abnormal  genital  bleeding 

7 Known  or  suspected  pregnancy  (See  WARNING  No.  5) 

8 Benign  or  malignant  liver  tumor  which  developed  during  the  use  of  oral  contraceptives 
or  other  estrogen-conlaining  products 

WARNINGS 

Cigarette  smoking  Increases  the  risk  of  serious  cardiovascular  side  effects  from 
oral  contraceptive  use.  The  risk  increases  with  age  and  with  heavy  smoking  (15  or 
more  cigarettes  per  day)  and  is  quite  marked  in  women  over  35  years  of  age. 

Women  who  use  oral  contraceptives  should  be  strongly  advised  not  to  smoke. 

The  use  of  oral  contraceptives  is  associated  with  increased  risk  of  several  serious 
conditions  including  thromboembolism,  stroke,  myocardial  infarction,  hepatic  ade- 
noma. gallbladder  disease,  and  hypertension  Practitioners  prescribing  oral  conlracep- 
tives  should  be  familiar  with  the  following  information  relating  to  these  risks 

1 Thromboembolic  Disorders  and  Other  Vascular  Problems  An  increased  risk  of  throm- 
boembolic and  thrombotic  disease  associated  with  the  use  of  oral  contraceptives  is  well- 
established  Studies  have  demonstrated  an  increased  risk  of  fatal  and  nonfatal  venous 
thromboembolism  and  stroke,  both  hemorrhagic  and  thrombotic 

Cerebrovascular  Disorders:  In  a collaborative  study  in  women  with  and  without  predispos- 
ing causes,  it  was  estimated  that  the  risk  of  hemorrhagic  stroke  was  2 0 limes  greater  in 
users  than  nonusers,  and  the  risk  of  thrombotic  stroke  was  4 0 to  9 5 times  greater. 
Myocardial  Infarction:  An  increased  risk  of  myocardial  infarction  associated  with  oral 
contraceptives  has  been  reported  confirming  a previously  suspected  association  These 
studies  found  that  the  greater  the  number  of  underlying  risk  factors  (cigarette  smoking, 
hypertension,  hypercholesterolemia,  obesity,  diabetes,  history  of  preeclamptic  toxemia)  for 
coronary  artery  disease,  the  higher  the  risk  of  developing  myocardial  infarction,  regardless 
of  whether  the  patient  was  an  oral  contraceptive  user  or  not  Oral  contraceptives,  however, 
were  found  to  be  a clear  additional  risk  factor. 

It  has  been  estimated  that  users  who  do  not  smoke  (smoking  is  considered  a mapr  pre- 
disposing condition  to  myocardial  infarction)  are  about  twice  as  likely  to  have  a fatal  myo- 
cardial infarction  as  nonusers  who  do  not  smoke  Oral  contraceptive  users  who  are  smokers 
have  about  a fivefold  increased  risk  of  fatal  infarction  compared  to  users  who  do  not  smoke, 
but  about  a tenfold  to  twelvefold  increased  risk  compared  to  nonusers  who  do  not  smoke 
The  amount  of  smoking  is  also  an  important  factor 

Risk  of  Dose:  In  an  analysis  of  data,  British  investigators  concluded  that  the  risk  of  throm- 
boembolism, including  coronary  thrombosis,  is  directly  related  to  the  dose  of  estrogen  used 
in  oral  contraceptives,  however,  the  quantity  of  estrogen  may  not  be  the  sole  factor  involved 
Persistence  of  Risk:  Two  studies  have  suggested  that  an  increased  risk  may  persist  for  as 
long  as  6 years  after  discontinuation  of  oral  contraceptive  use  for  cerebrovascular  disease 
and  9 years  for  myocardial  infarction  In  addition,  a prospective  study  suggested  the  per- 
sistence of  risk  tor  subarachnoid  hemorrhage 

Estimate  of  Excess  Mortality  from  Circulatory  Diseases:  The  risk  ol  diseases  of  the  cir- 
culatory system  is  concentrated  in  older  women,  in  those  with  a long  duration  of  use,  and  in 
cigarette  smokers 

A study  of  available  data  from  a variety  of  sources  concluded  that  the  mortality  associated 
with  all  methods  of  birth  control  is  low  and  below  that  associated  with  childbirth,  with  the 
exception  of  oral  contraceptives  m women  over  40  who  smoke 
The  risk  of  thromboembolic  and  thrombotic  diseases  associated  with  oral  contraceptives 
increases  with  age  after  approximately  age  30  and,  for  myocardial  infarction,  is  further 
increased  by  hypertension,  hypercholesterolemia,  obesity  diabetes,  or  history  of  pre- 
eclamptic toxemia,  and  especially  by  cigarette  smoking 
The  physician  and  the  patient  should  be  alert  to  the  earliest  manifestations  of  thromboem- 
bolic and  thrombotic  disorders  Should  any  occur  or  be  suspected,  the  drug  should  be  dis- 
continued immediately 

A fourfold  to  sixfold  increased  risk  of  postsurgery  thromboembolic  complications  has 
been  reported  in  users  If  feasible,  oral  contraceptives  should  be  discontinued  at  least  four 
weeks  before  surgery  of  a type  associated  with  an  increased  risk  of  thromboembolism  or 
prolonged  immobilization 

2 Ocular  Lesions.  Neuro-ocular  lesions,  such  as  optic  neuritis  or  retinal  thrombosis,  have 
been  associated  with  the  use  of  oral  contraceptives  Discontinue  the  oral  contraceptive  if 
there  IS  unexplained  sudden  or  gradual,  partial  or  complete  loss  of  vision,  onset  of  propto- 
sis  or  diplopia,  papilledema,  or  retinal  vascular  lesions 

3 Carcinoma  Long-term  continuous  administration  of  estrogen  in  certain  animal  species 
increases  the  frequency  of  carcinoma  of  the  breast,  cervix,  vagina,  and  liver 

In  humans,  an  increased  risk  of  endometrial  carcinoma  associated  with  the  prolonged 
use  of  exogenous  estrogen  in  postmenopausal  women  has  been  reported  However,  there 
IS  no  evidence  suggesting  increased  risk  of  endometrial  cancer  in  users  of  conventional 
combination  or  progestogen-only  oral  contraceptives 
Studies  found  no  evidence  of  increase  in  breast  cancer  in  women  taking  oral  contracep- 
tives. however,  an  excess  risk  m users  with  documented  benign  breast  disease  was 
reported 

There  is  no  confirmed  evidence  of  an  increased  risk  of  cancer  associated  with  oral  contra- 
ceptives Close  clinical  surveillance  of  users  is.  nevertheless,  essential  In  cases  of  undiag- 
nosed persistent  or  recurrent  abnormal  vaginal  bleeding,  appropriate  diagnostic  measures 
should  be  taken  to  rule  out  malignancy  Women  with  a strong  family  history  of  breast  cancer, 
or  who  have  breast  nodules,  fibrocystic  disease  or  abnormal  mammograms,  should  be 
monitored  with  particular  care 

4 Hepatic  Tumors  Benign  hepatic  adenomas  have  been  found  to  be  associated  with  oral 
contraceptives  Because  hepatic  adenomas  may  rupture  and  may  cause  death  through 
intra-abdominal  hemorrhage,  they  should  be  considered  in  women  presenting  abdominal 
pain  and  tenderness,  abdominal  mass,  or  shock 

A few  cases  of  hepatocellular  carcinoma  have  been  reported  in  women  taking  oral  contra- 
ceptives The  relationship  of  these  drugs  to  this  type  of  malignancy  is  not  known  at  this  time 

5 Usage  m or  Immediately  Preceding  Pregnancy.  Birth  Delects  in  Offspring,  and  Mafig- 
nancy  in  Female  Offspring  During  early  pregnancy,  female  sex  hormones  may  seriously 
damage  the  offspring 

An  increased  risk  of  congenital  anomalies,  including  heart  delects  and  limb  defects,  has 
been  reported  with  the  use  of  oral  contraceptives  m pregnancy 
There  is  some  evidence  that  iriploidy  and  possible  other  types  ol  polyploidy  are  increased 
among  abortuses  from  women  who  become  pregnant  soon  alter  ceasing  oral 
contraceptives 

Pregnancy  should  be  ruled  out  before  continuing  an  oral  contraceptive  in  any  patient  who 
has  mi  ,sed  two  consecutive  menstrual  periods  If  the  patient  has  not  adhered  to  the  sched- 


ule, the  possibility  ol  pregnancy  should  be  considered  at  the  lime  of  the  first  missed  period, 
and  oral  contraceptives  should  be  withheld  until  pregnancy  has  been  ruled  out  If  preg- 
nancy IS  confirmed  the  patient  should  be  apprised  ol  the  potential  risks  to  the  lelus  arid  the 
advisability  ol  continuation  ol  Ihe  pregnancy  should  be  discussed 
Women  who  discontinue  oral  contraceptives  with  the  intent  of  becoming  pregnant  should 
use  an  alternate  forrn  of  conlraceplion  lor  a period  ol  lime  before  attempting  to  conceive 
Administration  ol  progestogen  only  or  progestogen-estrogen  combinations  to  induce 
witfidrawal  bleeding  should  not  be  used  as  a lest  of  pregnancy 

6 Gallbladder  Disease  Studies  report  an  increased  risk  ol  surgically  confirmed  gallblad- 
der disease  in  users  ol  oral  contraceptives 

7 Carbohydrate  and  L ipid  Metabolic  E fleets  Because  decreased  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients,  prediabetic  and  diabetic  patients 
should  be  carefully  observed  while  receiving  oral  contraceptives 

An  increase  in  triglycerides  and  total  phospholipids  has  been  observed 

8 Elevated  Blood  Pressure  An  increase  in  blood  pressure  has  been  reported  m patients 
receiving  oral  contraceptives  The  prevalence  in  users  increases  with  longer  exposure  Age 
IS  also  strongly  correlated  with  development  of  hypertension  Women  who  previously  have 
had  hypertension  during  pregnancy  may  be  more  likely  to  develop  elevation  of  blood 
pressure 

9 Headache  Onset  or  exacerbation  of  migraine  or  development  of  headache  of  a new 
pattern  which  is  recurrent  persistent  or  severe,  requires  discontinuation  of  oral 
contraceptives 

10  Bleeding  Irregularities  Breakthrough  bleeding,  spotting,  and  amenorrhea  are  fre- 
quent reasons  for  patients  discontinuing  oral  contraceptives  In  breakthrough  bleeding, 
nonfunctional  causes  should  be  borne  m mind  In  undiagnosed  abnormal  bleeding  from  the 
vagina,  adequate  diagnostic  measures  are  indicated  to  rule  out  pregnancy  or  malignancy 

Women  with  a past  history  of  oligomenorrhea  or  secondary  amenorrhea,  or  young  women 
without  regular  cycles  should  be  advised  that  they  may  have  a tendency  to  remain  anovula- 
tory or  to  become  amenorrheic  alter  discontinuation  of  oral  contraceptives 

11  Ectopic  Pregnancy  Ectopic  as  well  as  intrauterine  pregnancy  may  occur  in  contracep- 
tive failures 

12  Breast-Feeding.  Oral  contraceptives  may  interfere  with  lactation  Furthermore,  a small 
fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identified  in  Ihe  milk  of  moth- 
ers receiving  these  drugs, 

PRECAUTIONS 

1 A complete  medical  and  family  history  should  be  taken  prior  to  Ihe  initiation  of  oral  con- 
traceptives The  pretrealmeni  and  periodic  physical  examinations  should  include  special 
reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs,  including  Papanicolaou 
smear  and  relevant  laboratory  tests  As  a general  rule,  oral  contraceptives  should  not  be 
prescribed  lor  longer  than  one  year  without  another  examination 

2 Preexisting  uterine  leiomyomata  may  increase  in  size 

3 Patients  with  a history  of  psychic  depressioh  should  be  carefully  observed  and  Ihe  drug 
discontinued  if  depression  recurs  to  a serious  degree 

4 Oral  contraceptives  may  cause  fluid  retention  and  should  be  prescribed  with  caution, 
and  only  with  careful  monitoring,  in  patients  with  conditions  which  might  be  aggravated 

5 Patients  with  a past  history  of  jaundice  during  pregnancy  have  an  increased  risk  of 
recurrence  of  jaundice  If  jaundice  develops,  the  medication  should  be  discontinued 

6 Steroid  hormones  may  be  poorly  metabolized  and  should  be  administered  with  caution 
in  patients  with  impaired  liver  function 

7 Users  may  have  disturbances  in  normal  tryptophan  metabolism,  which  may  result  m a 
relative  pyridoxine  deficiency 

8 Serum  folate  levels  may  be  depressed 

9 The  pathologist  should  be  advised  of  oral  contraceptive  therapy  when  relevant  speci- 
mens are  submitted 

10  Certain  endocrine  and  liver  function  tests  and  blood  components  may  be  affected 
(a)  Increased  sulfobromophthalein  retention  (b)  Increased  prothrombin  and  factors  VII. 

VIII,  IX,  and  X:  decreased  antilhrombin  3;  increased  norepinephnne-induced  platelet  aggre- 
gability  (c)  increased  thyroid-binding  globulin  (TBG)  leading  to  increased  circulating  total 
thyroid  hormone  (d)  Decreased  pregnanediol  excretion  (e)  Reduced  response  to  metyra- 
pone  lest 

Drug  Interactions:  Reduced  efficacy  and  increased  incidence  of  breakthrough  bleeding 
have  been  associated  with  concomitant  use  of  rifampin  A similar  association  has  been  sug- 
gested with  barbiturates,  phenylbutazone,  phenytoin  sodium,  tetracycline,  and  ampicillin 

ADVERSE  REACTIONS 

An  increased  risk  of  the  following  serious  adverse  reactions  has  been  associated  with  oral 
contraceptives  thrombophlebitis,  pulmonary  embolism,  coronary  thrombosis,  cerebral 
thrombosis,  cerebral  hemorrhage,  hypertension,  gallbladder  disease,  benign  hepatomas, 
congenital  anomalies. 

There  is  evidence  of  an  association  between  the  following  conditions  and  Ihe  use  of  oral 
contraceptives,  although  additional  confirmatory  studies  are  needed  mesenteric  thrombo- 
sis, neuro-ocular  lesions,  eg.  retinal  thrombosis  and  optic  neuritis 
The  following  adverse  reactions  have  been  reported  in  patients  receiving  oral  contracep- 
tives and  are  believed  to  be  drug  related  nausea  and/or  vomiting,  usually  Ihe  most  com- 
mon adverse  reactions,  occur  in  approximately  10%  or  less  of  patients  during  Ihe  first  cycle 
Other  reactions,  as  a general  rule,  are  seen  much  less  frequently  or  only  occasionally 
gastrointestinal  symptoms,  breakthrough  bleeding:  spotting,  change  in  menstrual  flow, 
dysmenorrhea  amenorrhea  during  and  after  treatment,  temporary  infertility  alter  discon- 
tinuance of  treatment,  edema,  chloasma  or  melasma,  breast  changes,  change  in  weight, 
change  in  cervical  erosion  and  cervical  secretion;  possible  diminution  in  lactation  when 
given  irr.mediately  postpartum,  cholestatic  jaundice,  migraine;  increase  in  size  of  uterine 
leiomyomata,  rash  (allergic),  mental  depression,  reduced  tolerance  to  carbohydrates, 
vagihal  candidiasis,  change  in  corneal  curvature,  intolerance  to  contact  lenses 
The  following  adverse  reactions  have  been  reported  and  the  association  has  been  neither 
confirmed  nor  refuted  premensirual-like  syndrome,  cataracts,  changes  in  libido,  chorea, 
changes  in  appetite,  cystilis-iike  syndrome,  headache,  nervousness,  dizziness,  hirsutisrh, 
loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum,  hemorrhagic  eruption,  vaginitis, 
porphyria 

Special  Notes  on  Administration 

Menstruation  usually  begins  two  or  three  days,  but  may  begin  as  late  as  the  fourth  or  fifth 
day  after  discontinuing  medication 

After  several  months  on  treatment,  bleeding  may  be  reduced  to  a point  of  virtual  absence, 
reduced  flow  may  be  a result  of  medication  and  not  indicative  of  pregnancy 

HOW  SUPPLIED 

Norlestrin  [ST]  1/50  is  available  in  compacts  each  containing  21  tablets  Each  tablet  contains 
1 mg  of  norelhindrone  acetate  and  50  meg  of  ethinyl  estradiol  Available  in  packages  of  five 
compacts  and  packages  of  five  refills 

Norlestrin  [2]]  2 5/50  is  available  in  compacts  each  containing  21  tablets  Each  tablet 
contains  2 5 mg  of  norelhindrone  acetate  and  50  meg  of  ethinyl  estradiol  Available  in  pack- 
ages ol  five  compacts  and  packages  ol  five  refills 
Norlestrin  [Fi]  1/50  is  available  in  compacts  each  containing  21  yellow  tablets  and  7 
brown  tablets  Each  yellow  tablet  contains  1 mg  of  norelhindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Each  brown  tablet  contains  75  mg  of  ferrous  fumarate,  USP  Available  in 
packages  of  five  compacts  and  packages  ol  five  refills 
Norlestrin  [Flj  2 5/50  is  available  in  compacts  each  containing  21  pink  tablets  and  7 
brown  tablets  Each  pink  tablet  contains  2 5 mg  of  norelhindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Each  brown  tablet  contains  75  mg  of  ferrous  fumarate.  USP  Available  in 
packages  of  five  compacts  and  packages  of  five  refills 
Norlestrin  [28]  1/50  is  available  in  compacts  each  containing  21  yellow  tablets  and  7 while 
inert  tablets  Each  yellow  tablet  contains  1 mg  of  norelhindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Available  in  packages  of  five  compacts  and  packages  of  five  refills 
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Health  Policy  in  1985  and 

Beyond 

William  L.  Roper,  M.D.* 


This  is  the  prepared  text  of  Dr.  Roper’s  Jerome 
Cochran  lecture,  which  was  to  have  been  given  at 
annual  session  in  Mobile  on  Friday,  April  19, 
1985.  Dr.  Roper,  an  Alabama  physician  now 
serving  in  Washington,  was  forced  to  cancel  his 
appearance  because  of  the  death  of  his  mother . 


I am  grateful  to  the  Medical  Association  of  the  State  of 
Alabama  and  especially  to  Dr.  Hyman  for  the  in- 
vitation to  speak  to  the  Annual  Meeting. 

The  year  1985  is  a challenging  one  for  American 
medicine.  Although  it  is  almost  a cliche,  it  bears  repeat- 
ing that  we  are  in  the  middle  of  a fundamental  revolu- 
tion of  the  American  health  care  system. 

Someone  else  recently  put  it  another  way  by  saying 
“The  revolution  is  on.  It  may  not  have  reached  your 
area  yet,  but  if  you  haven’t  heard  the  shouting  you  are 
not  listening.” 

1 was  asked  to  give  the  Federal  government  view  of 
health  policy  and  I welcome  that  opportunity.  It  is 


important  to  put  all  of  this  in  context.  In  recent  weeks 
much  of  the  attention  of  Washington  and  the  rest  of  the 
country  has  been  focused  on  the  Federal  government 
budget  for  next  year.  The  President’s  proposal  for  Fis- 
cal Year  1986  calls  for  more  than  50  billion  dollars  in 
savings  from  what  would  otherwise  be  spent.  As  is 
rightly  the  case,  health  programs  are  included  in  these 
spending  reduction  proposals.  The  fundamental  policy 
decision  about  this  budget  is  “freeze.”  In  an  almost 
across  the  board  fashion,  an  effort  is  being  made  to  hold 
the  line  on  spending  in  Fiscal  Year  86  at  the  level  it  is  in 
Fiscal  Year  85.  Much  more  will  happen  on  the  budget 
later  this  year  and  1 am  certain  that  all  of  you  will  be 
interested  in  specific  items  such  as  the  proposal  to 
exclude  the  physician  fee  freeze  under  Medicare  for 
another  twelve  months. 

But  there  is  life  beyond  the  1986  budget.  Despite  all 
of  the  discussions  now  and  in  the  future  about  budget 
matters,  we  need  to  continue  to  focus  on  the  kind  of 
health  care  system  we  want  to  shape  for  the  future.  We 
in  America  have  the  finest  health  care  system  in  the 
world  today.  More  of  our  citizens  receive  better  health 
care  services  than  is  the  case  anywhere  else.  But  that 
system  does  have  problems  and  we  need  to  address 
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those  problems  directly.  However,  it  is  important  to 
point  out,  as  the  President  continually  does,  that  those 
problems  need  to  be  solved  in  a way  that  builds  on  the 
fundamental  strengths  of  our  health  care  system,  not 
such  radical  change  as  to  destroy  those  strengths. 

During  the  past  year  I have  served  as  Chairman  of  a 
White  House  Working  Group  on  Health  Policy  and 
Economics.  This  group  includes  representatives  of  the 
White  House,  the  Treasury,  the  Department  of  De- 
fense, the  Department  of  Health  and  Human  Services, 
the  Office  of  Management  and  Budget,  the  Council  of 
Economic  Advisors,  the  Office  of  Science  and  Tech- 
nology Policy,  and  the  Veterans  Administration.  We 
have  undertaken  a fundamental  review  of  health  policy 
issues  and  are  making  recommendations  for  the  Presi- 
dent’s second  term  agenda  in  health  matters.  This  re- 
view of  health  policy  issues  has  presented  an  opportu- 
nity to  look  carefully  at  basic  issues  in  health  policy  in 
America.  I would  like  to  discuss  three  of  those  in  my 
remarks. 

The  overarching  issue  in  health  care  today  continues 
to  be  the  cost  of  health  care.  You  are  probably  quite 
familiar  with  the  numbers  — but  we  are  devoting  about 
10.5  percent  of  our  gross  national  product,  more  than  1 
billion  dollars  per  day,  to  health  care.  It  is  hard  to  turn 
on  a television  or  radio  or  read  a newspaper  or  maga- 
zine without  being  confronted  with  the  health  care  cost 
issue.  Indeed  it  is  hard  to  say  the  words  “health  care” 
without  following  them  with  “costs.  ’ ’ The  three  words 
are  used  together  so  often  these  days. 

In  the  middle  of  all  this  media  attention  on  health 
care  costs,  today’s  message  is  changing.  In  the  past,  all 
discussions  about  health  care  costs  focused  on  what  a 
terrible  problem  it  was  and  how  it  was  apparently 
beyond  any  sort  of  solution.  Today’s  news  coverage, 
however,  presents  a different  story,  one  that  is  much 
more  encouraging.  The  recent  stories  talk  about  what  is 
being  done  to  control  health  care  spending  increases, 
what  is  being  done  by  business  and  industry,  by  doctors 
and  hospitals,  by  state,  local  and  federal  governments. 
The  rate  of  increase  in  health  costs  has  fallen  dramati- 
cally, to  being  only  slightly  more  than  the  general 
inflation  rate. 

The  Reagan  Administration’s  position  has  been  and 
continues  to  be  that  the  fundamental  problem  that  has 
led  to  such  rapid  increases  in  spending  in  health  care  is 
that  incentives  in  the  system  have  been  backwards. 
Incentives  — to  patients,  to  families,  doctors  and  hos- 
pitals, to  the  payors  for  health  care  services  — the 
incentives  have  all  been  in  the  direction  of  increasing 
spending  and  almost  no  incentives  in  the  direction  of 
restraining  spending. 

There  continue  to  be  a number  of  myths  that  abound 
in  the  health  care  cost  debate: 

• One  myth  is  that  inflation  is  the  problem.  When  we 

look  carefully,  it  is  not  inflation  and  certainly  not 


health-specific  inflation  that  has  led  to  such  rapid 
increases  in  health  care  spending.  Rather  it  is  in- 
creases in  the  intensity  and  sophistication  of  the  ser- 
vices that  are  provided.  In  other  words,  we  are  doing 
more  and  doing  it  better.  After  all,  that  is  what  has 
given  us  this  world  class  health  care  system. 

• Another  myth  is  that  evil  providers,  such  as  greedy 
doctors  or  rip-off  hospitals,  have  created  this  prob- 
lem. Obviously  you  know  that  this  is  not  the  truth. 
We  all  have  wanted  this  top  quality  system;  we  are 
now  coming  to  understand  how  expensive  it  is. 

• Another  myth  is  that  if  anything  is  changed  in  the 
health  care  system,  quality  will  immediately  suffer. 
Quality  is  extremely  important,  and  you  and  we  need 
to  do  everything  within  our  power  to  insure  that 
quality  continues.  However,  quality  should  not  be 
used  as  simply  an  argument  to  maintain  the  status 
quo.  If  the  Japanese  have  taught  us  anything  in  their 
manufacturing  experience,  it  is  that  quality  and  pro- 
ductivity go  hand-in-hand.  You  can  increase  produc- 
tivity, increase  efficiency,  and  at  the  same  time  in- 
crease quality.  Many  of  you  are  demonstrating  this  in 
your  practices  today. 

• Another  myth  is  that  it  would  be  easy  to  control 
health  care  spending  if  only  we  had  the  will  to  do  so. 
We  need  to  be  truthful  with  the  American  people  on 
this  score.  The  health  care  industry  is  a major  em- 
ployer. If  we  were  to  cut  large  amounts  of  health  care 
spending,  institutions  would  close,  people  would 
lose  their  jobs.  In  addition,  we  need  to  be  truthful  and 
explain  that  a large  amount  of  the  spending  in  the 
health  care  system  is  for  people  who  are  near  the  last 
days  of  their  life.  Productivity  gains  are  important, 
but  there  are  ethical  issues  to  face  as  well.  We  are 
having  a debate  as  a nation  on  these  sorts  of  ques- 
tions, and  I think  we  are  headed  toward  some  solu- 
tions. But  we  need  to  be  clear  that  this  Administra- 
tion is  quite  opposed  to  government  being  the  arbiter 
as  to  who  can  have  what  kind  of  health  care  services. 

• A final  myth  is  that  consumers  of  health  care  services 
are  powerless  to  influence  the  system.  The  picture  is 
often  painted  of  powerless  patients  who  cower  at  the 
feet  of  sovereign  physicians.  Perhaps  that  was  the 
case  some  years  ago,  but  it  is  certainly  not  the  case 
now.  Patients  and  families  are  demanding  more  in- 
formation on  which  they  can  make  decisions  about 
their  health  care. 

To  borrow  a phrase  from  Ben  Wattenburg,  the  good 
news  is  that  the  bad  news  is  not  true.  The  bad  news 
about  run  away  health  care  spending  is  wrong,  because 
health  care  professionals  and  others  all  across  the  coun- 
try are  working  to  make  our  health  care  system  more 
cost  efficient  while  focusing  on  quality. 

The  second  fundamental  health  policy  issue  is  a 
continuing  debate  over  appropriate  strategy  for  con- 
trolling health  care  costs.  For  ease  of  discussion,  it  is  a 
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debate  between  competition  and  regulation.  This 
Administration  is  convinced  that  the  better  way  to  have 
increased  cost  efficiency  in  our  health  care  system  is 
through  greater  competition,  not  through  increased 
government  regulation.  We  feel  that  we  have  had  en- 
tirely too  much  government  intrusion  in  the  health  care 
system  in  the  past. 

Here  again,  I would  point  to  a changing  message 
from  the  news  media  on  this  issue.  Only  a few  years  ago 
news  stories  about  competition  in  the  health  care  indus- 
try said  we  can  not  have  competition  in  health  care. 
They  said  that  health  care  was  different,  that  it  was  not 
possible  to  have  true  market  forces  in  health  care.  Now, 
however,  the  debate  in  the  news  media  is  over  whether 
we  like  the  competition  that  we  now  have.  As  you  well 
know  there  is  greatly  enhanced  competition  out  there, 
but  I would  point  you  to  the  news  coverage  of  the  recent 
artificial  heart  transplants  by  Dr.  DeVries  in  Louisville 
at  Humana,  as  symptomatic  of  the  news  media’s  debate 
over  whether  competition  is  a “good”  thing. 

Whether  we  like  it  or  not,  and  I like  it,  I am  con- 
vinced we  are  going  to  have  much  more  competition  in 
health  care.  This  comes  about  not  because  of  what 
government  has  done  or  will  do,  but  because  the  driv- 
ing engine  for  change  in  health  care  is  the  private 


sector,  business  and  industry.  We  have  come  a long 
way  in  the  last  four  years  under  President  Reagan 
towards  a much  more  competitive  health  care  system. 
The  prospective  payment  system  is  an  important  step  in 
that  evolution. 

But  we  must  be  truthful,  and  say  that  the  prospective 
payment  system  is  not  a truely  competitive,  market 
place  solution  to  the  health  care  cost  problem.  It  is  a 
nationally  administered  price  system  that  has  too  much 
government  involvement  in  Medicare  operations. 

I believe  that  this  Administration  should  view  the 
prospective  payment  system  as  an  important  step  away 
from  cost  reimbursement,  but  that  we  need  to  move 
even  further  toward  a truly  competitive  system.  I be- 
lieve that  one  of  the  things  that  should  be  considered  is 
capitation.  Under  capitation.  Medicare  beneficiaries 
would  be  able  to  enroll  in  a variety  of  competitive 
health  care  plans,  and  government  would  make  pay- 
ments to  those  plans  on  their  behalf.  Rather  than  trying 
to  further  constrain  the  system  by  adding  physician 
services  or  skilled  nursing  facilities  to  the  prospective 
payment  system,  under  capitation  the  incentives  would 
be  given  to  doctors  and  hospitals  for  them  to  make 
cost-effective  decisions  about  the  most  appropriate  way 
to  treat  patients  over  the  long  term. 
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Despite  our  having  moved  substantially  along  the 
road  toward  competition,  there  will  be  some  effort 
toward  greater  government  regulation  of  health  care: 

• Many  members  of  Congress  continue  to  push  for 
government  regulation.  This  comes  about  because 
they  have  a fundamentally  different  view  of  govern- 
ment’s role  in  soceity  than  does  this  Administration. 

• The  long  term  solvency  of  the  Medicare  program, 
while  improved,  is  a concern.  If  Medicare’s  financial 
condition  should  worsen,  I believe  we  would  see 
many  people  urging  that  the  system  be  regulated  in 
order  to  preserve  Medicare. 

• Under  competition,  the  issue  of  indigent  care  is  a 
much  more  prominent  one.  Competition  is  forcing 
prices  down,  with  less  possibility  of  cross- 
subsidization from  one  group  of  patients  to  another. 
A debate  is  underway  on  how  society  should  deal 
with  the  indigent  care  issue.  It  is  important  that  this 
issue  be  resolved  so  that  the  health  care  system  can 
move  toward  more  competition.  Many  people  have 
urged  that  the  federal  government  step  in  to  solve  the 
indigent  care  problem.  But  in  the  time  of  very  high 
federal  budget  deficits,  it  is  certainly  not  possible. 
Many  states  are  looking  to  regulatory  means  of  solv- 
ing the  indigent  care  problem.  Just  as  we  have 
opposed  regulation  at  the  federal  level  in  health  care 
we  would  urge  states  not  to  consider  regulatory 
means  of  solving  the  problems  at  that  level. 

• Another  push  we  are  beginning  to  see  toward  regula- 
tion of  the  health  care  system  comes  from  providers. 
Many  people  in  the  airline  industry  are  looking  nos- 
talgically back  to  the  days  when  the  Civil  Aeronau- 
tics Board  regulated  their  industry.  Similarly,  some 
doctors  and  some  hospitals  are  feeling  the  stress  of 
competition  and  are  beginning  to  suggest  that  we 
should  go  back  to  more  regulation  rather  than  more 
competition  in  health  care  in  order  to  preserve  their 
status  quo. 

The  third  fundamental  health  policy  issue  that  we 
confront  is  the  future  of  the  Medicare  program.  The 
President  has  repeatedly  said  that  Medicare  is  at  the 
bedrock  of  the  nation’s  commitment  to  the  elderly  and 
disabled  and  that  we  need  to  strengthen  and  preserve  it. 

The  prospective  payment  system  for  hospitals  under 
Medicare  is  the  most  significant  change  since  the  incep- 
tion of  the  program  twenty  years  ago.  The  recent 
Trustees’  report  tells  us  that  under  intermediate 
assumptions  of  Hospital  Insurance  Trust  Fund  will  be 
solvent  until  1998.  This  gives  us  time  to  study  and 
evaluate  alternatives  for  ensuring  that  the  program  will 
be  fiscally  sound  long  into  the  future.  As  I have  men- 
tioned, one  of  the  approaches  that  seems  particularly 
fruitful  is  capitation.  Capitation  is  not  an  idea  that  only 
a few  of  us  idealogues  are  pushing.  A recent  policy 
statement  of  the  Chamber  of  Commerce  of  the  United 
States  urged  that  Medicare  go  to  a capitated  arrange- 


ment, which  they  described  as  “a  defined  and  portable 
federal  contribution”  on  behalf  of  each  beneficiary.  A 
recent  article  in  Fortune  magazine  said  “Vouchers  . . . 
are  the  best  long-term  prescription  for  the  rise  in  health 
bills.”  Vouchers,  of  course,  are  another  way  of  de- 
scribing capitation. 

But  capitation  is  a long  term  solution  to  the  Medicare 
solvency  question.  In  the  meantime,  there  are  a number 
of  short  term  Medicare  issues  and  questions.  It  is  im- 
portant that  these  shorter  term  issues  be  discussed  with 
a view  toward  where  they  are  taking  us  with  the  Medi- 
care program.  The  following  are  some  of  these  ques- 
tions: 

• Capital.  The  Administration  is  required  to  submit  a 
report  to  the  Congress  on  how  Medicare’s  payment 
for  capital  should  be  handled  under  the  prospective 
payment  system.  The  Administration  would  like  to 
establish  a capital  payment  program  that  insures 
prospectivity  and  cost  reimbursement.  We  feel  that 
this  would  give  hospital  management  the  discretion 
to  make  such  decisions.  Some  of  these  will  be  wise 
and  some  of  them  will  be  unwise  decisions. 

• Medical  Education.  In  Fiscal  Year  1986  budget,  we 
have  proposed  a freeze  on  the  direct  medical  educa- 
tion payment  and  halving  of  the  indirect  medical 
education  add-on  for  Medicare.  This  has  stimulated  a 
great  deal  of  discussion  about  the  training  of  future 
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physicians  and  other  health  professionals,  and  rightly 
so.  In  the  time  of  excess  numbers  of  physicians,  and 
high  federal  deficits,  it  is  difficult  to  continue  an 
open-ended  federal  subsidy  for  the  training  of  per- 
sons for  careers  that  are  generally  very  well  paying. 

• Physician  Payment.  This  summer,  the  Administra- 
tion will  report  to  the  Congress  on  the  advisability 
and  feasibility  of  paying  for  inpatient  physician  ser- 
vices using  a diagnosis  related  group  methodology.  I 
know  that  this  issue  has  stimulated  a great  deal  of 
discussion  and  concern  among  physicians.  We  are  in 
general  agreement  that  the  usual,  customary  and 
reasonable  methodology  no  longer  makes  good 
sense.  There  is  not  agreement  on  how  we  should  go 
in  the  future.  I have  heard  from  many  physicians 
about  their  opposition  to  “physician-DRGs.”  As 
you  can  tell  from  my  remarks,  I am  interested  in 
moving  us  more  toward  capitation,  and  I feel  physi- 
cian DRGs  would  tend  to  take  us  away  from  that 
goal. 

• Professional  liability.  An  issue  of  great  importance  to 
the  physician  community  is  the  growing  cost  of  pro- 
fessional liability.  Hardly  a day  goes  by  that  I am  not 
asked  what  the  Federal  government  is  going  to  do  to 
solve  the  medical  malpractice  problem.  The  AM  A 
has  a task  force  that  has  been  studying  the  profession- 
al liability  question  and  I am  anxious  to  discuss 
further  with  the  physician  community  the  proposal 
that  they  will  put  forward. 

As  I said  in  the  beginning,  and  we  are  in  a time  of 
fundamental  change  in  the  health  care  system.  The 
issue  is  not  whether  there  will  be  a revolution,  but 
whether  it  will  be  a good  or  bad  one.  The  challenge  that 
I put  before  you  is  as  physicians  is  to  do  all  in  your 
power  to  ensure  that  it  will  be  a good  revolution.  This 


will  be  difficult,  because  we  as  physicians  are  no  longer 
in  the  driver’s  seat;  control  has  shifted  from  physicians 
to  the  purchasers  of  health  care  services. 

What  you  as  physicians  need  to  do  in  this  crucial  time 
is  to  teach  your  patients,  your  purchasers  if  you  will,  to 
buy  right.  If  they  buy  right,  they  will  focus  on  efficient 
providers  of  quality  health  care  services.  If  they  do  not, 
they  will  focus  on  cheap,  shoddy  providers.  The  only 
real  alternative  to  teaching  purchasers  to  buy  right  is 
government  regulation.  For  all  the  reasons  I have  out- 
lined above,  the  Administration  is  opposed  to  that  as  an 
alternative.  Beyond  being  simply  opposed,  we  are  con- 
vinced that  government  regulation  will  not  work. 

What  you  as  providers  of  health  care  services  should 
do  is  work  to  define  what  quality  health  care  means.  It 
is  no  longer  sufficient  to  say  “I  know  it  when  I see  it.  ” 
Together  we  should  develop  quantitative  ways  of 
measuring  quality  so  that  these  techniques  can  be  used 
to  assist  purchasers  in  buying  better  services. 

Additionally  I would  encourage  good  physicians  to 
do  everything  they  can  to  take  charge  of  the  new  pro- 
vider and  payment  arrangements  that  are  being  put 
together.  I say  do  that  now,  while  you  still  have  lever- 
age. If  you  do  not  and  the  health  care  system  revolution 
continues  without  you,  the  good  physicians  will  be  the 
last  to  know.  However,  fundamental  change  is  under- 
way and  I think  good  physicians  must  be  at  the  forefront 
of  leading  that  change. 

Finally,  I would  urge  that  you  remain  fundamentally 
committed  to  delivering  good  health  care  services  to 
your  patients.  Despite  all  of  this  discussion  of  cost 
efficiency  and  economics,  the  basic  principle  is  de- 
livering quality  health  care  services  to  help  patients. 
Please  do  not  ever  forget  that.  0 
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You  know  it's  not  your 
everyday  patient  problem. 
Alcoholism  is  far  different 
from  most  other  diseases. 
Patients  try  to  hide  it  from 
you.  They  resist  treatment. 
They  deny  they  have  the 
disease  at  all. 

Such  a complex  physical 
and  emotional  problem 
usually  requires  extensive 
evaluation.  And  interven- 


tion counseling  is  frequently 
needed. 

If  you  are  a specialist  in 
addiction  treatment,  you're 
equipped  to  deal  with  these 
problems.  If  not,  consider 
Brookwood  Recovery  Cen- 
ter as  your  specialist  and 
partner  in  the  treatment  of 
alcoholism  and  drug  abuse. 
We're  a specialized  facility 
staffed  to  serve  both  your 


patient  and  patient's  family. 
Our  nation^y  recognized 
treatment  proCTams  have 
given  us  one  of  the  best  re- 
covery rates  m the  country. 
And  once  recovered,  your 
patients  and  their  families 
return  to  being  the  kind  of 
patients  that  let  you  help 
them  once  again. 

For  further  information  on 
how  a Brookwood  Recovery 


Center  can  help  you  effec- 
tively treat  this  problem, 
call  our  treatment  center  in 
Birmingham  (205/877-1740) 
or  Mobile  (205/633-0900) 
i,  oa' 


anytime,  day  or  night. 


Brookwood 
Recovery  Centers 

A health  care  service  of 
American  Medical  International 


Dental  Implications  of  Fluorides 
in  Medical  Practice 

Naseeb  L.  Shory,  D.D.S.,  F.I.C.D.* 


Background 

A recent  survey  has  shown  a significant  interest  by 
physicians  in  dental  caries  prevention.  This  study 
also  revealed  that  physicians  are  receptive  and  desire 
more  detailed  and  definitive  information  on  flourides. ' 

Studies  within  the  past  few  years  have  revealed  some 
rather  significant  findings  about  oral  health,  particular- 
ly dental  caries.  After  decades  of  continually  increasing 
prevalence,  we  are  now  seeing  dramatic  decreases  in 
the  prevalence  and  incidence  of  dental  caries. 

Of  particular  interest  is  the  consistently  decreasing 
decay  rates  in  the  industrialized  countries  and  a steady 
increase  in  developing  third  world  countries.^  Up  until 
the  1970’s,  dental  epidemiological  studies  had  shown 
that  primitive  cultures  had  consistently  experienced 
less  caries  than  more  advanced  or  developed  popula- 
tions. This  difference  was  often  explained  as  resulting 
from  a more  sugar-laden  diet  in  industrialized  coun- 
tires; while  people  in  poorer  regions  usually  eat  more 
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basic  foods.  The  reversal  of  the  diet-caries  situation  is 
now  considered  to  be  a result  of  more  movement  to 
cities  and  large  metropolitan  areas  from  rural  areas  by 
inhabitants  of  developing  countries  — and  thus  very 
significant  changes  in  dietary  patterns. 

But,  while  more  advanced  cultures  have  done  little  to 
reduce  the  consumption  of  readily-fermentable  car- 
bohydrates in  their  diets,  there  has  been  a significant 
drop  in  caries.  This  decrease  has  been  repeatedly  re- 
ported by  studies  in  Scandinavia,'^’  ^ the  British 
Isles, ^ North  America,^’  and  New  Zealand." 
The  overwhelming  concensus  is  that  use  of  fluorides  is 
the  most  contributory  factor  in  this  decline. 

With  the  rapidly  accumulating  data  on  caries  de- 
crease in  the  United  States,  it  is  certainly  appropriate 
that  the  health  professions  be  thoroughly  advised  of  the 
situation  and  be  encouraged  to  act  accordingly  as  to  the 
use  of  fluorides. 

In  the  early  days  of  fluoridation  promotion  in  the 
1950’s  and  1960’s,  it  could  be  accurately  reported  that 
fluoridation  of  public  water  supplies  would  result  in 


July  1985  / 17 


60-70%  reduction  of  caries.  This  means  that  a com- 
munity with  optimally  adjusted  or  natural  fluoride 
could  expect  two-thirds  less  caries  than  a community 
without  fluoridation.  These  findings  were  properly 
based  on  the  fact  that  residents  of  the  non-fluoridated 
community  were  receiving  almost  no  fluoride  from  any 
source . 

However,  the  rapid  advent  and  acceptance  of  numer- 
ous other  modes  of  fluoride  use  — toothpaste,  mouth- 
rinses,  prescribed  supplements,  and  professional  ap- 
plications — along  with  use  of  food  and  beverages 
processed  in  fluroidated  cities,  has  resulted  in  a notice- 
able decrease  of  caries  in  non-fluoridated  commu- 
nities.' ' Although  much  data  remains  to  be  collected,  it 
is  estimated  that  the  difference  in  caries  between  fluori- 
dated and  non-fluoridated  cities  may  now  be  in  the 
range  of  35-50%.'^ 

It  should  be  observed  at  this  point,  however,  that 
although  the  differences  have  been  narrowed,  con- 
trolled fluoridation  is  still  the  best  and  most  economical 
method  — even  if  the  caries  decrease  is  not  as  great  as  it 
has  been  in  the  past. 

Alabama  Status 

The  need  for  this  article  at  this  time  is  to  alert  medical 
and  dental  practitioners  to  the  latest  status  of  fluoride 
therapy  in  order  that  they  may  be  better  informed  so  as 
to  provide  the  most  appropriate  therapy  for  their 
patients.'"'’ 

Because  over  2.6  million  Alabamians  are  now  using 
fluoridated  water,  it  is  necessary  that  all  physicians  and 
dentists  know  which  public  water  supplies  in  Alabama 
are  fluoridated.  The  Fluoridation  Map,  Figure  1 , shows 
the  communities  which  are  presently  fluoridating  with- 
in an  acceptable  range  approximating  the  optimal  level 
of  1.0  part  per  million  of  fluoride  ion.  Although  some 
systems  sometimes  fall  below  the  optimal  level,  there 
has  never  been  a problem  of  excessive  levels  in  Ala- 
bama, according  to  careful  records  required  by  the 
Alabama  Department  of  Environmental  Management. 

Cities  shown  on  the  map  with  an  asterisk  (*)  have 
completed  the  administrative  process,  but  have  not  yet 
met  technical  requirements;  and  therefore,  have  not  yet 
installed  the  equipment  nor  begun  the  addition  of 
fluorides.  Because  of  various  degrees  of  technical  com- 
pliance, it  is  not  possible  to  generalize  as  to  when  these 
cities  will  begin  to  fluoridate.  Interested  persons  in 
those  communities  should  obtain  the  latest  information 
from  local  water  officials. 

Communities  with  names  underlined  (Demopolis, 
for  example)  have  concentrations  of  0.7  ppm  or  more  of 
fluoride  occurring  naturally  in  their  water,  and  hence, 
have  no  need  for  regulation  by  water  authorities.  More 
specific  data  on  natural  fluoride  communities  is  shown 
in  Table  1. 

All  other  cities  on  the  map  (those  not  underlined  nor 
marked  with  an  asterisk)  should  be  maintaining  the  near 
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optimal  levels  daily.  However,  it  is  always  advisable 
that  local  dentists  and  physicians  check  with  local  water 
officials  regularly  about  the  status  of  fluoridation.  This 
is  important  because  the  prescription  of  fluoride  sup- 
plements, particularly  ingested  tablets  and  drops 
should  be  governed  by  the  level  of  fluorides  in  local 
water  supplies. 

Professional  Responsibility 

In  the  matter  of  prescribed  supplements,  it  would  be 
well  to  review  dosages  recommended  by  the  American 
Dental  Association.  Table  2 shows  the  concentrations 
which  should  be  prescribed  for  children  of  different 
ages  based  on  community  water  fluoride  levels. 

Although  the  map.  Figure  1,  may  appear  to  be  a 
simple  guide  to  a community’s  fluoridation  status, 
there  could  be  difficulties  in  the  matter  of  determining 
service  from  water  systems  which  cover  wide  geo- 
graphic areas  and  serve  many  smalt,  scattered  com- 
munities. The  approximately  225  communities  shown 
on  the  map  are  served  by  only  89  water  producers 
(water  plant  sites  where  the  fluoride  is  actually  added). 
Table  3 shows  a listing  of  producers,  some  of  which  are 
followed  by  (indented)  purchasers  who  buy  and  then 
resell  the  water  to  individual  households.  The  best  way 
to  determine  if  a particular  family  is  using  fluoridated 
water  is  to  verify  (from  the  water  bill)  the  name  of  the 
supplier  and  check  it  by  referring  to  Table  3 . Physicians 
and  dentists  have  an  obligation  to  adequately  inform 
themselves  of  a family’s  fluoride  sources  before  pre- 
scribing fluorides  for  ingestion.'"'’  '^’ 

The  question  often  arises  about  the  fluoride  levels  of 
private  wells.  Many  wells  in  a particular  area  of  Ala- 
bama known  as  the  “Black  Belt’’  have  moderate  to 
high  fluoride  levels.  This  region  comprises  a “band’’ 
from  Pickens  County  on  the  western  border  in  a south- 
easterly direction  as  far  as  Pike  and  Geneva  Counties. 
Referral  to  the  underlined  communities  on  the  map 
(Figure  1,  Table  1)  will  give  a rough  estimate  of  the 
natural  fluoride  tract  boundaries. 

Anyone  desiring  an  analysis  of  a private  water  sup- 
ply should  contact  their  county  health  department. 
Another  convenient  way  is  to  locate  a nearby  city  on  the 
map  which  has  controlled  fluoridation  and  take  a sam- 
ple to  that  city’s  water  plant.  Every  water  plant  adding 
fluoride  has  fluoride  testing  equipment  in  use  con- 
tinually. 

As  was  stated  earlier,  increasing  fluoride  from  the 
environment  should  make  us  more  aware  of  closer 
attention  to  prescribing  tablets  and  drops  because  of  the 
possibility  of  mottled  enamel.'^  Public  water  fluorida- 
tion alone,  at  the  proper  level  of  one  part  per  million, 
has  not  been  shown  to  increase  the  incidence  of  objec- 
tionable mottling.  However,  personal  overuse  of  other 
fluorides  in  addition  to  fluoridated  water  could  cause 
mottling.  A particular  situation  is  that  of  overzealous 
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Right  from  the  start 
in  hypertension... 
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Once-daily  INDERAL  LA 
(propranolol  HCI)  for 
smooth  blood  pressure 
control  without  the 
potassium  problems 
of  diuretics 

Once-daily  INDERAL  LA  (propranolol  HCI) 
avoids  the  risk  of  diuretic-induced  ECG  ab- 
normalities due  to  hypokalemia.'  - In  addi- 
tion, INDERAL  LA  preserves  potassium 
balance  without  additive  agents  or  supple- 
ments while  providing  simple,  well-tolerated 
therapy  with  broad  cardiovascular  benefits. 


Once-daily  INDERAL  LA 
for  the  cardiovascular 
benefits  of  the  world's 
leading  beta  blocker 

Simply  start  with  80  mg  once  daily.  Dosage 
may  be  increased  to  1 20  mg  to  1 60  mg  once 
daily  as  needed  to  achieve  additional  control. 


Like  conventional  INDERAL  tablets, 
INDERAL  LA  should  not  be  used  in  the 


presence  of  congestive  heart  failure,  sinus 
bradycardia,  heart  block  greater  than  first 
degree,  and  bronchial  asthma 


Please  see  brief  summary  of  prescribing  mformalion 
on  the  next  page  for  further  details 


Once-daily 

^'‘^^■^l^^flNDERAL  LA 

(PROPRANOLOLHCI)  ^CAPSUi.£S° 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 
INDERAL'  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  ot  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg.  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocKing  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites.  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL.  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80. 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of 
fNDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  tor  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rale  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihyperlensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output.  (2)  inhibition  ot  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  read|usts  to  or  below  the  pretreatment  level  with  chronic 
use  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients 

in  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at 
any  given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate, 
systolic  blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraclion  Propranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic 
pressure  and  systolic  ejection  period  The  net  physiologic  effect  of  beta-adrenergic  blockade 
IS  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and 
increased  work  capacity 

In  dosages  greater  than  required  for  beta  blockade.  INDERAL  also  exerts  a quinidine-like 
or  anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  signifi- 
cance of  the  membrane  action  in  the  treatment  ot  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  ot  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patient  But  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital  For  example,  in  patients  with  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympafhetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm 
Prooranolol  is  not  significantly  diaiyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma.  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  Sign  or  symptom  ot  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  ot 
INIDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
fhe  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthe- 
sia and  surgical  procedures 
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INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta- 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g . 
dobutamine  or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe 
hypotension  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with 
botd  tDlock0rs 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acufe  hyooglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more 
difficult  to  adjust  the  dosage  ot  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-VVHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  ot 
hypertensive  emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis.  Mutagenesis.  Impairment  ol Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150mg/kg/day,  there  was  no  evidence  of  significant 
drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  ot  the  dosage 
levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  IS  administered  to  a nursing  woman 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have 
rarely  required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension. paresthesia  ol  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence, and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivas  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  IS  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  ot  the  24-hour  dosing  interval 
HYPERTENSION— Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood  pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  tor  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 

ANGINA  PECTORIS — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  inten/als  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a tew  weeks 
(see  WARNINGS) 

MIGRAINE— Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose.  INDERAL  LA  therajdy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 
several  weeks 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE— At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 

REFERENCES 

1.  Holland  OB,  Nixon  JV,  Kuhnert  L:  Diuretic-induced  ventricular  ectopic 
activity.  /Am  J /Wed  1981,70:762-768  2.  Holme  I,  Helgeland  A,  Hjermann 
I,  et  al:  Treatment  of  mild  hypertension  with  diuretics.  The  importance  of  ECG 
abnormalities  in  the  Oslo  study  and  in  MRFIT  JAMA  1984:251, 1298-1299. 


AYERST  LABORATORIES 
New  York,  N Y 10017 


Ayerste 


Copyright  © 1984  AYERST  LABORATORIES 

Division  ot  AMERICAN  HOME  PRODUCTS  CORPORATION 


Shory,  D.D.S.  continued  from  page  18 

parents  who  give  their  children  fluoride  supplements  in 
excess  of  the  prescribed  amounts;  particularly  those 
who  believe  that  “if  one  drop  (or  tablet)  is  good,  then 
two  or  three  should  be  better.”  Parents  should  be 
strongly  advised  to  precisely  follow  their  prescriptions. 

Ingested  fluoride  supplements  are  not  to  be  confused 
with  topical  applications.  Fluorides  applied  to  tooth 
surfaces  by  dental  personnel  and  those  recommended 
as  dentifrices  and  mouthrinses  will  not  contribute  to  the 
possibility  of  mottled  enamel  as  long  as  they  are  not 
swallowed  during  the  tooth  forming  years.  This  is  an 
important  point,  because  it  has  been  claimed  that 
younger  children  swallow  a significant  amount  of 
fluoride  when  using  fluoride  toothpaste  or 
mouthrinse . ‘ ^ Therefore , it  should  be  recommended 

that  parents  be  advised  to  teach  their  children  to  use 
much  smaller  amounts  of  toothpaste  when  brushing. 
Table  4 outlines  the  modes  of  fluoride  administration. 

Also,  some  dentists  prescribe  the  daily  or  weekly  use 
of  fluoride  gel  in  a tray.  Again,  these  patients  should  be 
instructed  to  swallow  as  little  of  the  gel  as  possible 
because  the  gels  have  a rather  high  fluoride  concentra- 
tion. 


Future  of  Fluoridation  in  Alabama 

Of  the  3.9  million  population  of  Alabama,  approx- 
imately 3.3  million,  or  85%  are  on  public  water  sup- 
plies. Considering  that  2,600,000  Albamians  are  pres- 
ently benefitting  from  fluoridation,  it  can  be  seen  that 
approximately  700,000  people,  served  by  almost  300 
separate,  small  water  systems,  do  not  yet  receive  fluori- 
dated water.  Therein  lies  a considerable  dilemma,  be- 
cause most  of  the  remaining  small  systems  cannot  meet 
the  technical  requirements  of  the  Alabama  Department 
of  Environmental  Management. 

However,  several  rather  large  water  systems  with 
excellent  facilities  and  personnel  are  not  yet  fluoridat- 
ing. In  most  instances  this  has  been  due  to  either  a lack 
of  interest  or  failure  to  convince  local  officials  to  initi- 
ate the  measure.  Some  of  these  systems  are  shown  in 
Table  5.  Health  professionals  and  concerned  citizens  in 
these  areas  are  encouraged  to  contact  the  Bureau  of 
Dental  Health  for  assistance  in  obtaining  fluoridation. 

Another  serious  problem  is  that  the  success  in  most 
larger  cities  (the  40  largest  in  Alabama  are  fluoridating) 
has  led  to  a passive  attitude  by  those  favoring  fluorida- 
tion; while  opponents  are  still  quite  active  and  vocifer- 
ous. Fervent  anti-fluoridationists  persist  in  their 
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Georgia 


TABLE  1 

Fluoride  Concentration  in  Alabama  Water  Systems 
Containing  Natural  Fluoride 


April  1985 

System 

ppm 

Andalusia 

.8 

Heath 

Gantt 

Libertyville 

Arley 

.8 

Bakerhill 

.8 

Belk 

.7 

Brundidge 

1.0 

Banks 

Camden 

1.4 

Chapman 

.8 

Demopolis 

1.2 

Eutaw 

1.3 

Forkland 

.8 

Geiger 

1.2 

Georgiana 

1.4 

Greenville 

.7 

Hillsboro 

1.3 

Linden 

3.2 

South  Marengo 

Meadowbrooke  1 & 2 

1.8 

Montgomery  KOA 

.7 

Orrville 

1.1 

Pineapple 

1.9 

Pintlala 

2.6 

Ramer 

1.4 

Sellers 

2.0 

Shady  Acre  Sub. 

1.5 

Starmont  Sub. 

1.3 

Thomaston 

3.4 

Wilcox  County 

1.6 

TABLE  2 

Supplemental  Fluoride  Dosage  Schedule 
(in  mg  F/day*)  According  to 
Fluoride  Concentration  of  Drinking  Water 


Concentration  of 
Fluoride  in  Water  (ppm) 


Age  (Years) 

Less 

Than  0.3 

0.3  to  0.7 

Greater 
Than  0.7 

Birth  to  2 

0.25 

0 

0 

2 to  3 

0.50 

0.25 

0 

3 to  13 

1.00 

0.50 

0 

* 2.2  mg.  sodium  fluoride  contain  1 mg.  fluoride. 


attempts  to  have  fluoridation  stopped  in  some  com- 
munities. Opponents  were  able  to  achieve  discontinua- 
tion in  one  city  in  1982  — a first,  for  Alabama  since 
fluoridation  began  in  1952.  There  will  undoubtedly  be 
other  attempts. 

Because  fluoridation  has  been  proven  to  be  effective, 
safe,  and  beneficial,  almost  all  reputable  health  orga- 


I'D  LIKE  TO  MAKE 


AN  APPOINTMENT 


Be  prepared,  Doctor.  More  patients 
will  be  asking  about  colorectal  cancer. 
According  to  a survey*  conducted  by  the 
American  Cancer  Society',  many  people 
would  like  to  receive  more  information 
about  colorectal  cancer,  and  83%  said 
they  would  want  to  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer 
can  be  detected  before  symptoms  appear. 
The  present  cure  rate  is  44%.  The  cure 
rate  could  be  as  high  as  75%,  with  early 
detection  and  appropriate  management. 

For  asymptomatic  persons  the  Society' 
recommends  annual  digital  rectal  exam- 
ination at  age  40  and  over;  at  age  50  and 
over,  an  annual  stool  blood  test,  as  well  as 
sigmoidoscopy  every'  three  to  hve  years, 
following  two  initial  annual  negative 
sigmoidoscopies. 

We’re  here  to  help.  You  can  reach  us  at 
your  local  American  Cancer  Society  ofhce 
or  write  to  our  Professional  Education 
Department  at  National  I (eadquarters, 

90  Park  Avenue,  New  York,  N.Y  10016. 

Ask  about  the  Society’s  Colorectal  Check 
program  of  professional  and  public 
education  for  the  early  detection  of 
colorectal  cancer. 


AMERICAN 
CANCER 
f SOCIETY* 


‘"Cancer  of  ihe  Colon  and  Reaum:  SummarA'  of  Public 
Altitude  .Surve\’,"  Ca  33  359-365,  1983  (Nov  IX-c  ) 


TABLE  3 


Fluoridated  Communities  in  Alabama, 
Showing  Producers  and  Purchasers/Distributors 
April  1985 


Abbeville 

Bethleham 

Capps 

Will’s  Crossroads 
Albertville 
Boaz 
Crems 
New  Union 
Sardis  City 
Douglas 

Marshall-Blount 
Alexander  City 
Cedar  Grove 
Daviston 
Kellyton 
New  Site 
Ray  Community 
Rockford 
South  Tallapoosa 
Aliceville 
Anniston 

Anniston  Army  Depot 
Ft.  McClellan 
Hobson  City 
Oxford 
Arab 

Joppa,  Hulaco,  Ryan 
Union  Grove 
Athens 

Limestone  Co. 

Atmore 
Auburn 
Bay  Minette 
Pine  Grove 
Rock  Hill 
White  House 
Birmingham 
Bessemer 

Pleasant  Grove 
Brookside 
Graysville 

West  Jefferson 
Mulga 
Brantley 
Butler 
Centre 

Cedar  Bluff 
Cherokee 
Barton 
White  Pike 
Clay  County 
Ashland 
Millerville 
Lineville 
Cullman 

East  Cullman 
Cullman  Co.  Comm. 
Johnson’s  Crossing 
Southland  Water 


VAW 
Walter 
Dadeville 
Jackson  Gap 
Walnut  Hill 
Daleville 
Daphne 
Belforest 
Park  City 
Decatur 
Trinity 
W.  Morgan 
Dothan 

Napier  Field 
Enterprise 
Bethany 
Eufaula 
Fair  hope 
Fayette 

Cain’s  Ridge 

Florence 

Chisholm  Heights 
East  Lauderdale 
West  Lauderdale 
Waterloo 

Foley 

Fort  Deposit 
Logan 
Fort  Payne 
Mentone 
N.E.  Alabama 
Fort  Rucker 
Freeman  ville 
Gadsden 
Attalla 
Highland 
Rainbow  City 
Tillison  Bend 
West  Etowah 
Big  Will’s 

Gordo 
Grand  Bay 
Guin 

Gulf  Shores 
Guntersville 
Ashbury 
Hartselle 
Falkville 
Headland 
Heflin 

Edwardsville 

Hoitville 

Huntsville 

Irondale 

Jackson 

McVay 


Salitpa 
Jacksonville 
Jasper 
Boldo 
Cordova 
Curry-Thach 
Oakman 
Parrish 
Providence 
Townley 
LaFayette 
Livingston 
Luverne 
Macedonia 
Madison  County 
Bentley  S.D. 

Mobile 

Monroeville 

Mexia 

Peterman 

Montevallo 

Montgomery 

East  Montgomery 
Elmore  Co.  Trans. 

Redland 
Maxwell  AFB 
Montgomery  North 
Red  Eagle  H.F. 
Wallsboro-Santuck 
Wetumpka 
Moulton 
Courtland 
W.  Lawrence 
Muscle  Shoals 
Colbert  County 
Spring  Valley 
LaGrange  Mtn. 
North  Marshall 
Swearengin 
Valley 

Northeast  Morgan 
Sherbrooke 
Oneonta 
Opelika 
Orange  Beach 
Ozark 
Pell  City 
Perdido  Bay 
Ono  Island 
Phenix  City 
Smith’s  Station 
Pine  Hill 
Thomasville 
Prattville 
Prichard 

Citronelle-Semmes 
Redstone  Arsenal 


Russellville 

Isbell 

Rockwood 

Siloam 

Waco 

Scottsboro 
Cumberland 
Section-Dutton 
North  Jackson 
Sand  Mountain 
Selma 
Sheffield 
Silverhill 
Southside 
Summerdale 
Sylacauga 
Stewartville 
Talladega 
Tallassee 
Eclectic 
Friendship 
Wall  Street 
Tri-Community 
Millbrook 
Coosada 

Robinson  Springs 
Troy 

Pike  County 
Trussville 
Argo 

Tuscaloosa 

Coaling 

Englewood  Hull 
Fosters-Ralph 
Mitchell 
Northport 
Sandsprings 
Peterson 
Tuscumbia 
Littleville 
Tuskegee 

Macon  County 
Franklin 
Notasulga 
Loachapoka 
Star-Mingingal 
Upper  Bear  Creek 
Bear  Creek 
Phil  Campbell 
Haleyville 

Double  Springs 
Vernon 

Lamar  County 
Warrior 

Warrior  River  Auth. 
West  Point  Peppered 
East  Alabama 
Huguley 


Lanett 

Lee-Chambers 

Winfield 

York 

Cuba 

Sumter  County 
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The  Secret  Of  Success 


There  are  Gulf  front  condominiums,  and  then  there  is  SeaChase,  The  Great  One,  on  Romar  Beach  between  Gulf  Shores, 
Alabama,  and  Perdido  Key,  Florida. 

Where  high,  rolling  windswept  dunes  and  700  feet  of  sun-bleached  white  sand  meet  the  aquamarine  surf  of  the  Gulf. 

World  class  in  amenities,  which  include  a manned  gate  house,  skylit  porte  cochere  entrances,  open  & sheltered 
parking,  grand  lobbies,  indoor  and  outdoor  pools,  fitness  center  and  lighted  tennis  courts. 

With  views  of  sea,  surf  and  dunes  from  within  each  home  so  vast,  so  spectacular,  that  SeaChase  sets  a new  standard  by 
which  Gulf  front  condominiums  will  be  measured  for  years. 

In  ease  of  access  by  Interstate  highways,  air  and  water,  as  well  as  in  consummate  luxury,  a vacation  home  quite  simply 
beyond  comparison. 

And  if  success  may  speak  for  itself,  consider  this:  SeaChase  Phase  I is  sold  out.  Phase  II  is  selling  rapidly— one  year  ahead 
of  schedule.  Phase  III  will  be  available  soon. 

So  the  secret  is  out;  there  has  never  before  been  an  opportunity  such  as  SeaChase,  and  we  urge  you  to  act  now.  Inspect 
a model  home,  or  call  collect  (205)  981-6922  for  additional  information  and  a color  brochure. 


THE  GREAT  ONE  • ROMAR  BEACH 

Post  Office  Drawer  2868,  Department  E,  Gulf  Shores, 

Alabama  36542.  (205)  981-6922. 

An  Aronov  Realty  Company  development 


nizations  in  the  world  have  offered  favorable  endorse- 
ments."^ 

If  assistance  or  additional  information  is  desired, 
write  or  call  the  Bureau  of  Dental  Health;  Alabama 
Department  of  Public  Health;  434  Monroe  Street; 
Montgomery,  AL  36130.  Telephone:  (205)  261-5657. 

TABLE  4 

Modes  of  Fluoride  Administration 


Ingested  (Swallowed) 


A.  Drinking  water 

or 

B.  Tablets  & drops 

(If  not  in  drinking  water) 
BOTH  “A”  and  “B”  should 
be  avoided  if  daily  intake  ex- 
ceeds 1 mg. /day  over  a long 
period  of  time  while  perma- 
nent teeth  are  forming  (before 
age  6),  staining  may  result. 

1.  Incorporated  into  tooth 
enamel  during  formation 
(calciHcation)  before  tooth 
erupts. 

2.  Continually  in  saliva  — 
bathing  the  teeth  (topical 
effect). 


Non-lngested  (not  swallowed) 


C.  On  tooth  surface  (topical) 

1.  Toothpaste 

2.  Mouthrinses 

3.  By  dentist 

4.  Saliva  (from  ingested 
fluoride) 

5.  Gel  (in  trays) 


Swallowing  is  not  harmful  for 
general  health,  but  there  is  a 
chance  for  staining  if  large 
quantities  of  toothpaste  or 
mouthrinse  are  swallowed 
over  a long  period  of  time  dur- 
ing tooth  formation 
No  limit  to  use  of  fluorides  as 
listed  in  “C,”  even  in  com- 
bination with  “A”  or  “B” 


TABLE  5 


Large  Water  Systems  in  Alabama 
Not  Yet  Planned  For  Fluoridation 


April,  1985 

Alabaster 

Lake  Forest 

Bayou  La  Batre 

Leeds 

Beauregard 

Opp 

Brent 

Pickens  County 

Brewton 

Robertsdale 

Calhoun  County 

Smiths  Water  Authority 

Chilton  County 

Spanish  Fort 

Clanton 

Union  Springs 
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TEST 

YOURSELF 


Given  more  time,  will  most  debtors 
eventually  pay? 


NO  A debtor’s  compulsion  to  pay  a past- 
due  account  decreases  with  every  passing 
day.  Time  has  a way  of  dulling  the  value  of 
the  debtor’s  purchase  to  the  point  where 
they  no  longer  feel  obligated  to  pay  for 
goods  or  services  they  bought  in  the 
“distant"  past.  A prompt  and  regular 
procedure  for  handling  past-due  accounts  is 
your  best  bet  for  collecting  the  money  that  is 
owed  to  you. 


TEST  YOfKSELF  is  one  of  a series  provided 
by  I.C.  System,  the  company  offering  the 
collection  program  approved  for  use  by 
our  membership.  __ 

I.C.  SYSTEM,  INC. 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work  by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Princ) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30 345 


Magnetic  Resonance  Imaging; 
Early  Experience  with  High  Field 
Strength  Superconducting 

Magnet* 

Robert  S.  Naftel,  M.D.t 


Magnetic  resonance  imaging  (MRI)  has  become  the 
newest  and  most  exciting  imaging  method  in 
radiology.  We  review  our  early  experience  in  MRI 
using  a high  field  strength,  1.5  Tesla,  superconducting 
magnet. 

Conventional  X-ray  and  CT  depend  on  differences  in 
attenuation  of  the  incident  X-ray  beam  by  orbital  elec- 
trons of  the  tissue  examined;  it,  therefore,  has  inherent- 
ly low  contrast.  MRI  depends  on  proton  density,  T1 
and  T2  relaxation  and  flow.  It  has  been  known  for  some 
time  that  nuclei  such  as  the  hydrogen  ion  possess  angu- 
lar momentum  or  spin.  The  hydrogen  ion  has  a charge, 
and  its  spinning  causes  it  to  behave  as  a tiny  bar  mag- 
net. Thus,  a patient  placed  in  a magnetic  field  will 
become  weakly  magnetized  with  the  hydrogen  ions, 
commonly  called  protons,  attempting  to  align  with  the 
main  magnetic  field.  The  protons  will  be  in  either  a low 


* General  Electric  Signa  Unit  1.5  Tesla 
t Medical  Director,  Highlands  Diagnostic  Center. 


or  high  energy  state  with  slightly  more  than  half  in  the 
low  energy  state.  A radio  frequency  pulse  is  then  ap- 
plied which  will  cause  the  protons  to  have  increased 
energy  which  they  quickly  lose,  and  this  energy  loss 
can  be  detected  by  a radio  receiver.  The  losing  of 
energy  and  return  toward  equilibrium  involves  relaxa- 
tion referred  to  as  T1  and  T2.  The  differential  in  relaxa- 
tion between  tissues  provides  the  major  contrast  seen 
on  MRI. 

Three  types  of  pulse  sequences  are  currently  in  use. 
A pulse  sequence  indicates  the  type  of  radio  frequency 
pulse  used  and  its  timing.  In  this  article,  spin  echo  is  the 
pulse  sequence  used  almost  exclusively.  Within  this 
pulse  sequence,  parameters,  such  as  pulse  repetition 
time  (TR)  and  echo  delay  (TE),  can  be  used  that  will 
emphasize  T1  relaxation  characteristics  or  T2  relaxa- 
tion characteristics  of  the  tissue  being  examined. 

As  table  1 indicates,  tissues  with  either  a short  T1  or 
long  T2  give  a high  intensity  signal.  Tissues  with  long 
T1  or  short  T2  give  a low  intensity  signal.  We  have 
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SHORT 


LONG 


T1 

HIGH  INTENSITY  SIGNAL 

LOW  INTENSITY  SIGNAL 

BLOOD 

TUMORS  IN  WHICH  HEMORRHAGE  HAS  OCCURRED 
FAT 

MALIGNANT  MELANOMA  METASTASES 
FAT-CONTAINING  TUMORS 

MOST  TUMORS 

INFARCT 

MULTIPLE  SCLEROSIS  PLAQUES 
CEREBROSPINAL  FLUID 

EDEMA 

T2 

LOW  INTENSITY  SIGNAL 

HIGH  INTENSITY  SIGNAL 

FEW  USEFUL  CLINICAL  APPLICATIONS 

MOST  TUMORS 

INFARCT 

MULTIPLE  SCLEROSIS  PLAQUES 
CEREBROSPINAL  FLUID 

EDEMA 

TABLE  1;  T1  and  T2  relaxation  times  of  normal  and  abnormal  tissue. 


R/0  MULTIPLE  SCLEROSIS 

17 

R/0  TUMOR 

50 

R/0  OVA 

10 

OTHER 

14 

TABLE  2:  INDICATIONS  for  brain  MR. 


CERVICAL  SPINE  THORACIC  SPINE  LUMBAR  SPINE 


EXTREMITY  PAIN 

OR  WEAKNESS 

6 

4 

14 

RULE  OUT  MULTIPLE 

SCLEROSIS 

3 

3 

0 

RULE  OUT  TUMOR 

OR  SYRINX 

2 

4 

2 

MISCELLANEOUS 

Trauma,  tethered  cord, 
meningocele 

4 

0 

3 

TABLE  3;  INDICATIONS  FOR  SPINE  MR 
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Figure  1:  Normal  mid  sagittal  scan.  Note  pons  (I),  medulla  (2), 
cranio-vertebral  junction  (3),  cerebellum  (4)  and  tonsils  (5)  are 
seen  without  artifacts.  Pituitary  gland  (6),  stalk  (7),  optic  chiasm 
(8),  corpus  callosum  (9)  and  cerebral  hemisphere  clearly  demon- 
strated. Subcutaneous  fat  ( 10),  bone  marrow  in  skull  (11)  and  clivus 
(12). 


done  150  MRI  scans  with  the  majority  being  head  (91) 
and  spine  (45).  The  indications  for  the  brain  exams  as 
noted  in  table  2;  spine  exams  in  table  3. 

Of  17  patients  examined  to  rule  out  multiple  scle- 
rosis , 1 2 patients  had  positive  MR  scans  — only  1 of  1 2 
had  positive  CT;  5 patients  were  negative.  In  patients 
having  both  CT  and  MR  to  rule  out  tumor  or  CVA,  39 
patients  had  agreement.  In  21  patients  MR  showed 
lesion(s)  where  CT  was  negative,  or  demonstrated 
greater  extent  of  a lesion  than  did  CT  or  gave  further 
information  that  substantially  changed  the  diagnosis, 
i.e.  from  atrophy  or  nonspecific  diagnosis  to  infarct  or 
tumor  and  from  tumor  to  infarct.  In  no  case  did  CT 
demonstrate  a lesion  that  MR  did  not. 

Pathology  in  the  spine  exams  included  syrinx,  rup- 
tured cervical  and  lumbar  discs,  recurrent  tumor, 
Arnold-Chiari  malformation,  meningocele  and 
tethered  cord.  No  multiple  sclerosis  plaques  were  dem- 
onstrated in  the  cord. 

Case  Examples 

The  following  cases  demonstrate  these  points:  Fig- 
ure 1 is  a normal  midline  sagittal  spin  echo  scan  in  a 
patient  to  rule  out  a pineal  cell  tumor.  There  was  no 
evidence  of  mass  in  the  pineal  gland.  High  intensity 
signal  around  the  periphery  of  the  brain  is  subcutaneous 
fat.  Cortical  bone  gives  no  signal,  because  it  has  no 
mobile  protons;  bone  marrow  does  give  a signal  be- 
cause of  its  fat  content.  This  scan  demonstrates  the 
detail  obtainable  with  MRI. 

Figure  2 demonstrates  a patient  with  numerous  pre- 
vious CT  scans  done  to  rule  out  multiple  sclerosis. 
Patients  below  the  age  of  50  should  show  no  high 
intensity  signals  from  white  matter.  In  patients  with 


multiple  sclerosis,  demyelination  causes  increased  wa- 
ter content  at  the  plaque  site  and  on  a T2  weighted  scan, 
these  will  be  seen  as  intense  signal  areas. 

Figure  3 demonstrates  a 14-year-old  patient  with 
headache  and  blurred  vision.  CT  scan  revealed  large 
mass  consistent  with  pineal  cell  tumor.  Axial  T2 
weighted  MR  scan  (c)  shows  high  intensity  mass  in  the 
left  thalamus  with  tumor  and  edema  extending  anterior- 
ly and  across  the  midline.  T1  weighted  sagittal  scan  (d) 
shows  low  density  mass,  left  thalamus.  MR  scan  and 
clinical  findings  were  most  consistent  with  astrocyto- 
ma. Patient  was  not  biopsied. 

Figure  4 demonstrates  a 54-year-old  white  male  with 
questionable  history  of  alcohol  abuse  who  had  bumped 
his  head  in  the  recent  past.  CT  was  ordered  to  rule  out 
subdural.  CT  demonstrated  circular  enhancing  lesion, 
left  frontal  lobe.  Also  enhancing  lesion,  right  parietal 
lobe.  Patient  was  felt  to  have  metastatic  disease.  MR 
demonstrated  high  intensity  signal,  left  frontal  lobe  and 
left  temporal  lobe  on  T1  weighted  sequence.  There- 
fore, this  was  felt  to  represent  blood  secondary  to 
trauma  which  cleared  on  subsequent  MR  scan.  Small 
subdural  also  was  demonstrated.  Right  parietal  mass 
was  demonstrated  on  MR  and  CT  and  felt  most  likely  to 
be  a meningioma.  In  this  case  MR  changed  the  diagno- 
sis from  probable  metastatic  disease  to  intracranial 
hemorrhage  and  meningioma. 

Figure  5 demonstrates  a patient  with  an  expanding 
cord  lesion.  Myelogram  and  CT  demonstrated  enlarged 
cervical  cord,  and  the  question  was  raised  of  a tumor 
versus  syrinx.  Sagittal  scan  of  the  cervical  cord  demon- 
strates syringomyelia. 

Figure  6 represents  a patient  with  symptoms  of  cer- 
vical compression.  Myelogram  demonstrated  a block 
to  the  flow  of  contrast  at  the  level  of  C4-5.  T1  weighted 
image  (a)  demonstrated  a large  cervical  disc  at  the  C4-5 
level  with  a smaller  one  at  the  C3-4  level.  On  T2 
weighted  image  (b),  note  the  difference  in  intensity  of 
“soft”  disc  versus  osteophytic  impression  — 
osteophytes  give  no  signal  because  no  mobile  protons 
are  present. 

Figure  7 demonstrates  a patient  who  had  undergone  a 
myelogram  and  CT  scan  to  rule  out  disc;  however,  the 
diagnosis  was  still  uncertain.  Symptoms  persisted,  and 
an  MRI  scan  demonstrated  a large  subligamentous  ex- 
truded disc. 


Discussion 

MRI  has  several  advantages  over  CT.  It  possesses  no 
ionizing  radiation.  There  are  no  bone  artifacts  over  the 
posterior  fossa  or  spine  which  so  frequently  degrade  CT 
in  these  areas.  Blood  vessels  are  clearly  seen  as  black 
structures  without  the  use  of  contrast.  Scans  may  be 
made  in  the  axial,  sagittal  and  coronal  positions  without 
loss  of  contrast  or  degrading  artifacts  so  common  with 
CT  reconstruction. 

Disadvantages  are:  It  is  fairly  insensitive  to  calcified 
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Figure  2:  Axial  scans  from  lateral  ventricle  level  superiorly. 
Arrows  indicate  multiple  sclerosis  plaques  in  white  matter. 

continued  on  page  36 
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For  faster  claims  payment, 
count  on  the  card^s  computer. 


And  a terminal  in  your  office  that  con- 
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See  following  page  for  brief  summary  of  prescribing  in/ormation 


SORBITRATE 

(BOSORaOE  DINITRATE) 

Please  consuK  full  prescribing  Information  before  use.  A summary  follows: 

INDICATIONS  AND  USAGE:  SORBITRATE  (isosorbtde  dinitrate)  is  indicated  for  the  treatment 
and  prevention  of  angina  pectoris  All  dosage  forms  of  isosorbide  dinitrate  may  be  used 
prophylaclically  to  decrease  frequency  and  severity  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycerin 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
peclons  when  taken  a tew  minutes  before  situations  likely  to  provoke  anginal  attacks  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis 

CONTRAINDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites  Epinephrine  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation 

WARNINGS:  The  benefits  of  SORBITRATE  during  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deleterious  effects  of  hypotension 

PRECAUTIONS:  Genen\:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
subjects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg,  below  90  mmHg)  Paradoxical  bradycardia  and  increased 
angina  pectoris  may  accompany  nitrate-induced  hypotension.  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy. 

Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination.  Dose  adjustment  of  either  class  of 
agents  may  be  necessary 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur.  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dinitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbide  dinitrate  in  the  management  of  patients  with  angina  pectoris  has  not  been 
determined.  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8 hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2-week 
placebo  washout)  and  only  a 2 hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and,  in  open 
trials,  an  effect  seems  detectable  tor  as  long  as  several  months. 

Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin. 
Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers.  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known.  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly. 

Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use. 

Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates. 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle:  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long  term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbde  dinitrate  as  compared  with  rats  fed  a basal-control  led  diet. 

Pregnancy  Category  C:  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
'increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
established 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related.  In  clinical  trials  at  various  doses,  the  following  have  been  observed 

Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent  Cutaneous  vasodilation  with  flushing  may  occur  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%).  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness. pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur  Nausea  and  vomiting  appear  to  be 
uncommon.  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates  The  formation  of  methemoglobin  is  dose-related  and.  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin. 

DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  2.5  to  5 mg;  for  chewable  tablets.  5 mg.  for  oral  (swallowed) 
tablets.  5 to  20  mg,  and  for  controlled-release  forms.  40  mg 

SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose 
In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  blood  pressure 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  Is  generally  5 or  10  mg  every  2 to  3 hours.  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended.  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined  The  oral 
controlled-release  forms  of  isosorbide  dinitrate  should  not  be  chewed 
DOSAGE  FORMS  AVAILABLE:  Sublingual  Tablets  (2  5. 5. 10  mg);  Chewable  Tablets  (5, 10  mg). 
Oral  Tablets  (5. 10. 20, 30, 40  mg);  Sustained  Action  Tablets  (40  mg) 
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lesions,  scan  time  is  longer,  and  therefore,  there  is  a 
greater  need  for  patient  cooperation  than  with  CT.  We 
currently  have  no  contrast  to  detect  break  in  the  blood/ 
brain  barrier  (although  clinical  trials  with  gadolinium 
appear  very  promising),'  and  patients  with  life  support 
devices  cannot  be  examined  because  they  may  be  para- 
magnetic. Patients  with  pacemakers  and  cerebral 
aneurysm  metallic  clips  cannot  be  examined  either. 

MRI  has  been  shown  to  be  much  more  sensitive  to 
detection  of  multiple  sclerosis  plaques  than  CT,  and 
even  plaques  in  the  spine  have  been  dem- 
onstrated.'’ ^ More  recent  studies  also  demonstrate 
MRI  to  be  more  sensitive  than  CT  in  detecting  primary 
or  metastatic  lesions  of  the  brain  and  detecting  the 
extent  of  the  lesions.''  Our  experience  strongly  supports 
this.  In  addition,  MR  has  correctly  changed  the  pre- 
sumptive diagnosis  made  by  CT. 

MRI  is  more  sensitive  in  detecting  ischemic  infarcts 
in  that  it  can  do  this  earlier  than  CT.  Hemorrhage  in  the 
brain  parenchyma  the  first  48  to  72  hours  prolongs  the 
Tl,  therefore,  producing  a low  signal  area,  but  then 
beginning  approximately  72  hours  and  beyond,  the  Tl 
is  shortened,  giving  an  intense  signal.  It  appears  that  at 
some  time,  not  known  currently,  the  Tl  will  again  be 
lengthened.  The  shortening  of  the  Tl  is  presumably 
secondary  to  paramagnetic  material  within  the  blood, 
methemoglobin.  MRI  has  been  shown  to  be  exquisitely 
sensitive  in  detecting  extra-axial  hemorrhage  with  even 
so-called  isodense  subdurals  being  visualized  well  on 
MRI.'’  ^ 

Hydrocephalus  is  seen  well  with  both  imaging  mo- 
dalities, but  with  MRI  we  can  see  the  degree  of  trans- 
ependymal  edema. 

The  cranial  nerves,  especially  the  optic  nerve  and 
chiasm  and  7th  and  8th  cranial  nerves,  are  visualized 
routinely.  Intra-  and  extracanalicular  acoustic  neuro- 
mas have  been  well  demonstrated.^ 

Large  pituitary  masses  have  been  well  shown,  as 
well  as  their  extension  and  impression  on  the  optic 
chiasm.  Macro-  and  microadenomas  are  better  demon- 
strated with  high  field  strength,  1.5  Tesla,  magnets.^ 

MRI  of  the  eye  has  given  exquisite  detail,  especially 
with  the  use  of  surface  coils. 

Pediatric  brain  and  spine  imaging  with  MRI  has  been 
shown  superior  to  CT  in  detecting  lesions  and  again  the 
extent  of  the  lesions.* 

The  cervical  cord,  craniovertebral  junction,  and 
brain  stem  can  be  seen  without  artifact  from  bone. 
Thus,  a mass  in  this  area,  Amold-Chiari  malformation, 
cervical  disc  disease  and  syringomyelia  can  be  well 
demonstrated. 

The  thoracic  cord  can  be  imaged  for  tumor  and 
syrinx  also.  In  imaging  the  lumbar  area,  as  in  the  rest  of 
the  spine,  a normal  disc  has  an  intense  signal  with  T2 
weighted  sequence.  The  majority  of  patients  over  30 
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Figure  3:  CT  scans  without  (a)  and  with  contrast  (b),  show  low 
dense  mass,  left  posterior  thalamus  ( I ) and  enhancement  in  midline 
(2).  Axial  T2  weighted  MR  (c)  demonstrates  high  intensity  signal, 
left  posterior  thalamus  (3).  Sagittal  scan  T!  weighted  (d),  low 
intensity  mass,  left  thalamus  (4). 
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Figure  4:  CT  scans  without  (a)  and  with  contrast  (b)  show  low 
dense  area,  left  frontal  lobe  with  circular  enhancement  { 1 ) . On  T1 
weighted  sagittal  MR  scan  (c),  high  intensity  signal,  left frontal  lobe 
is  seen  (2).  Figure  (e)  and  (g)  demonstrate  high  intensity  signal 
from  left  frontal  (3)  and  temporal  (4)  lobes.  Follow-up  MR  (d,f,  h) 
indicates  only  tiny  high  signal  area,  tip  of  left  temporal  lobe  (5).  (i) 
Coronal  scan  done  initially  shows  left  temporal  hemorrhage  (6)  and 
small  subdural  (7). 


Figure  4 continued 
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Figure  6:  Sagittal  T1  weighted  image  (a)  clearly  shows  large 
“soft”  cervical  disc  at  C4-5  (1 ) that  waj  causing  block  on  myelo- 
gram. Small  cervical  disc  at  C3-4  (2)  also,  (b)  Note  osteophyte 
gives  no  signal  (3). 

Abdominal  scanning  also  holds  great  promise  for 
MRI,  because  of  its  inherent  contrast.  However,  res- 
piratory gating  is  needed  for  best  results. 

Spectroscopy,  although  still  in  its  infancy,  holds 
great  promise  for  determining  intracellular  chemical 
analysis  in  vivo.  At  this  point,  phosphorus  has  been  the 
element  evaluated  to  the  greatest  extent. 

Conclusion 

MRI,  even  in  this  relatively  early  period,  has  demon- 
strated tremendous  efficacy  in  evaluating  brain,  brain 
stem  and  spinal  cord.  Advantages  such  as  surface  coils 
will  improve  detection  of  abnormalities  in  the  eye, 
middle  ear,  spine,  breast  and  joints,  such  as  the  knee. 

The  applications  at  this  time  for  MRI  appear  almost 
limitless. 

The  author  would  like  to  thank  Maloy  Hall  for  imag- 
ing contribution  and  especially  Pat  Grand  for  manu- 
script preparation. 


Figure  5:  Sagittal  MR  clearly  demonstrates  syrinx  of  cervical 
cord  from  C2-T1  (I).  Syrinx  not  seen  continuously  on  this  scan 
because  of  marked  cervical  scoliosis.  Note  findings  of  Arnold- 
Chiari  / as  tonsils  protrude  just  below  level  of  foramen  magnum  (2). 
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Figure  4 continued 


show  the  increased  signal  intensity  of  a normal  disc 
with  an  intranuclear  cleft.  (Figure  7)  A degenerated 
disc  has  less  and  less  intense  signal.  An  infected  disc 
has  the  greatest  signal  intensity,  and  this  increased 
signal  intensity  can  be  seen  involving  the  end-plates  of 
the  adjacent  vertebral  bodies.  The  normal  intranuclear 
cleft  is  not  seen  in  infection.^ 

Extruded  discs  have  been  demonstrated,  but  con- 
troversy still  exists  whether  MRI  or  CT  is  better. 

Meningoceles  and  tethered  cord  have  been  well  dem- 
onstrated both  in  our  institution  and  within  the  litera- 
ture. 

MRI  has  been  widely  utilized  in  pelvic  examinations 
for  staging  prostate,  bladder  and  GYN  malignancies. 

Lung,  mediastinum  and  cardiac  imaging  appears 
promising  if  respiratory  and  EKG  gating  is  used. 
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Figure  7:  Sagittal  scan  (a)  demonstrates  large  extruded  disc  (1 ). 
Note  on  72  weighted  image  (b),  high  intensity  signal  of  normal  disc 
(2)  with  intranuclear  cleft  (3),  a partially  degenerated  disc  with 
only  tiny  area  of  increased  signal  intensity  (4)  and  more  advanced 
degenerated  disc  (5).  Difference  in  intensity  of  CSF  upper  lumbar 
(6)  and  lower  lumbar  (7)  is  secondary  to  block  caused  by  arach- 
noiditis. 
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Call  a Specialist 


The  University  of  Alabama  Medical  Center 
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The  UAB  Comprehensive  Cancer  Center  was  selected  in 
1973  as  one  of  the  first  11  comprehensive  cancer  centers  funded 
by  the  National  Cancer  Institute.  Today,  the  center  is  staffed  by 
more  than  135  member  physicians  and  devotes  more  than  $21 
million  annually  to  treatment  and  research  of  cancer. 

The  work  of  the  UAB  Comprehensive  Cancer  Center  is  carried 
on  through  five  clinical  divisions  — Hematology/Oncology, 
Gynecologic  Oncology,  Radiation  Oncology,  Pediatric  Hema- 
tology/ Oncology,  and  Surgical  Oncology.  Special  services 
offered  by  the  center  include: 

■ Estrogen  and  progesterone  hormone  assays  for  breast 
cancer. 

■ Lymphocyte  markers  for  patients  with  leukemias  and 
lymphomas. 

■ Immunogenetics  screening  (HLA  typing). 

■The  use  of  the  implantable  drug  infusion  pump  for  continuous 
chemotherapy. 

■ Isolated  limb  perfusion  for  melanomas  of  the  extremity. 

■ interstitial  irradiation  for  selected  solid  tumors. 

■ Laser  Bronchoscopy. 

■ Combined  modality  treatment  for  lung  cancer. 

The  Cancer  Center  carries  out  clinical  research  in  the  diag- 
nosis and  therapy  of  various  anemias,  immune  cytopenias  and 
coagulation  disorders.  In  addition  to  chemotherapy,  the  Center 
is  studying  the  use  of  hyperthermia,  monoclonal  antibodies 
and  the  pharmacology  of  anticancer  drugs. 

The  Comprehensive  Cancer  Center  is  one  of  60  depart- 
ments, divisions  and  centers  of  the  University  of  Alabama 
Medical  Center  accessible  to  you  through  this  service. 

The  Center  welcomes  physician  inquiries.  To  speak  with  a 
physician,  to  consult  about  a patient  or  to  refer  a patient, 
telephone  by  using  the  MIST  number. 


IN  ALABAMA 


OUTSIDE  ALABAMA 


1-800-292-6508  1-800-452-9860 


University  of  Alabama  Hospitals,  619  South  19th  Street,  Birmingham,  Alabama  35233 
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Caring  for  Alabama’s  Secondary 

School  Athletes 

William  P.  Garth,  Jr.,  M.D.* 


According  to  the  Committee  on  Injuries  and  Fatali- 
ties of  the  American  Football  Coaches  Associa- 
tion, during  the  five  year  period  1959-63,  225  serious 
or  fatal  injuries  occurred  in  the  United  States  as  a result 
of  football.  Direct  fatalities  secondary  to  football 
peaked  during  the  1968  season  at  36.  Subsequently 
there  has  been  a steady  decline  in  fatalities  with  only 
four  being  reported  in  1983.* 

Though  the  overwhelming  majority  of  football  or 
sports  injuries  are  not  fatal  or  life  threatening,  the  above 
figures  serve  as  a dramatic  barometer  of  the  progress 
made  in  Sports  Medicine  in  the  last  twenty-five  years. 
Sports  Medicine  is  a multi-disciplinary  field  which  is 
not  limited  to  the  prevention,  recognition,  treatment, 
and  rehabilitation  of  athletic  injuries  but  also  encom- 
passes the  use  of  scientific  methods  in  helping  healthy 
athletes  attain  a higher  level  of  performance  in  their 
respective  sports. 


* Assistant  Professor,  Division  of  Orthopedic  Surgery,  University  of  Alabama  at 
Birmingham;  Director  of  Sports  Medicine,  Kemer-Quarterback  Sports  Medicine  Insti- 
tute of  Alabama,  Suite  254,  1600  7th  Avenue  South,  Birmingham,  Alabama  35233. 


The  single  most  important  professional  in  the  Sports 
Medicine  team  is  the  coach.  More  than  any  other  indi- 
viduals efforts,  the  coaches  recognition  of  the  potential 
for  injury  and  implementation  of  safe  but  effective 
coaching  techniques  and  rules,  and  insistence  upon  safe 
facilities  and  equipment  for  his  players,  has  resulted  in 
the  decrease  in  tragedies  discussed  above. 

Yet  with  the  profound  success  in  injury  prevention 
there  has  come  an  increase  in  accountability  of  coaches 
for  the  injuries  of  their  players.  In  the  1970’s,  equip- 
ment manufacturers  were  increasingly  exposed  to  pro- 
duct liability  suits  when  attempts  were  made  to  place 
the  blame  of  injuries  on  faulty  or  poorly  designed 
equipment.  Sports  litigation  now  appears  headed  to- 
ward the  claim  of  negligence  on  the  part  of  coaches  or 
school  systems  for  injuries.  A high  school  player  was 
recently  awarded  6.3  million  dollars  from  a claim 
against  the  Seattle  School  System  and  his  coach  after 
sustaining  quadraplegia  when  he  lowered  his  head  to 
ram  a tackier  while  running  with  the  ball.^  Negligence 
was  ruled  on  the  basis  of: 
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I.  Failure  to  adequately  warn  the  player  about 

A)  danger  of  lowering  the  head  while  running 
with  ball 

B)  failure  to  advise  that  quadraplegia  could  re- 
sult from  striking  another  player  with  the 
top  of  his  helmet. 

C)  the  parents  were  never  warned  that  quadra- 
plegia could  result  from  playing  football 

D)  the  athlete  was  not  informed  of  the  specific 
anatomical  damage  that  could  result  to  his 
neck  if  he  used  his  head  on  the  primary  point 
of  contact 

II.  Failure  to  adequately  instruct 

A)  Coaches  did  not  provide  written  or  illustra- 
tive material  on: 

1 . The  proper  way  of  running  the  football 

2.  The  specific  dangers  of  lowering  the 
head  while  running  with  the  ball 

B)  Coaches  did  not  use  the  effective  drills  or 
sufficient  variety  of  instructional  methods 
to  teach  players  how  to  run  safely  with  the 
ball 

C)  Adequate  explanation  of  the  reason  for  the 
no  “Spearing”  rule  in  football  was  not 
given 

D)  Players  were  not  sufficiently  chastised  for 
lowering  their  heads  when  making  contact 

E)  Coaches  did  not  inform  the  players  about 
the  “Point  of  Emphasis,”  contained  in  the 
1975  National  Federation  Football  Rule 
Book  relating  to  the  use  of  the  helmet  in 
making  the  primary  contact  with  another 
player 

III.  The  Seattle  School  District  was  found  negligent  in 

A)  Failure  to  certify  or  formally  evaluate 
coaches 

B)  Requiring  coaches  to  attend  clinics 

C)  Properly  monitoring  injury  rates,  their 
causes  and  solutions 

D)  Writing  sufficient  sports  safety  regulations 
or  guidelines 

Few  if  any  high  school  coaches  or  school  systems  could 
escape  the  charge  of  negligence  if  judged  by  the  strin- 
gent criteria  outlined  above. 

Our  major  colleges  have  National  Athletic  Trainer 
Association  (N.A.T.A.)  certified  athletic  trainers  to 
implement  injury  prevention  programs,  triage  poten- 
tially serious  injuries  to  physicians,  and  maintain  lines 
of  communications  between  players,  families,  coaches 
and  physicians  regarding  the  health  status  and  risk  of 
players.  The  American  Medical  Association  recog- 
nizes N.A.T.A.  certification  as  documentation  of 
legitimate  and  valuable  paramedical  skills.  To  obtain 
N.A.T.A.  certification  an  individual  must  have  a 
bachelors  degree  by  an  accredited  college,  advanced 
instruction  in  a pertinent  scientific  discipline,  800  su- 


pervised hours  of  clinical  experience,  and/or  1800 
hours  on  the  job  training  under  a certified  trainer. 

In  contrast  to  our  colleges,  many  high  schools  have 
no  one  who  is  primarily  responsible  for  the  health  care 
of  athletes.  To  my  knowledge  only  one  high  school  in 
Alabama  has  a N.A.T.A.  certified  trainer  employed  as 
a teacher  who  works  overtime  as  an  athletic  trainer. 
There  are  a group  of  individuals  who  have  obtained 
certification  through  an  athletic  training  board,  which 
has  not  been  recognized  by  the  AM  A.  While  I have 
been  impressed  by  their  dedication  in  serving  some 
high  school  athletes,  their  depth  of  knowledge  and 
experience  remains  a mystery.  In  the  face  of  our  society 
holding  coaches  and  school  systems  increasingly 
accountable  for  “Preventable”  injuries,  and  school 
systems  liable  for  not  certifying  and  evaluating  coaches 
regarding  their  knowledge  of  athletic  injuries,  twelve 
states  now  have  created  athletic  training  licensure 
boards  to  set  the  minimal  standards  for  individuals 
wishing  to  serve  as  athletic  trainers.  Alabama  is  not  one 
of  them. 

The  absence  of  accredited  athletic  training  programs 
at  the  high  school  level  places  a tremendous  responsi- 
bility on  the  medical  profession  to  ensure  that  proper 
injury  prevention,  management,  and  rehabilitation  is 
available  to  our  schools.  Yet  most  medical  specialties 
deal  with  the  subnormal  while  Sports  Medicine  deals 
with  the  supernormal,  healthy  individual.  In  that  con- 
text, many  physicians  may  fail  to  appreciate  the  sever- 
ity of  injury  as  perceived  by  the  athlete.  An  injury 
which  would  be  only  a minor  inconvenience  to  most 
patients,  can  be  a tremendous  source  of  frustration  to 
the  athlete,  who  cannot  perform  at  a high  level  of  skills 
secondary  to  the  injury.  Physicians  who  do  not  recog- 
nize the  value  of  competitive  athletics  and  empathize 
with  their  patients  situation,  often  lose  the  patients’ 
confidence.  Consequently  the  patient  may  not  seek 
medical  care  but  elect  “Home  Remedies”  which  may 
be  ineffective  and  result  in  more  serious  injuries  due  to 
the  lack  of  proper  management.  The  physician  caring 
for  athletes  must  keep  in  mind  that  the  ultimate  goal 
must  be  the  restoration  of  supernormal  function  in  the 
shortest  possible  time.  Short  cuts  must  not  be  taken, 
which  may  ultimately  effect  performance  adversely, 
yet  the  quickest  possible  effective  method  of  treatment 
must  be  chosen. 

The  physician  should  also  be  aware  of  his  limitations 
in  the  recognition  and  treatment  of  athletic  injuries  and 
seek  appropriate  advice.  A recent  study  of  Noyes  et  al. 
revealed  that  of  103  knees  with  chronic  symptomatic 
anterior  cruciate  ligament  insufficiencies,  a torn 
A.C.L.  was  recognized  only  in  7%  by  the  original 
physician,  a fact  which  can  be  attributed  to  the  subtle- 
ties of  the  injury  and  the  inexperience  of  the  original 
physician.  We  have  similar  experiences  not  only  in 
knees  but  in  other  joints  as  well.  We  are  currently 
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Roche  salutes 


Monday  Morning  Quarteilxicks 
make  a major  contribution  to 
sports  medicine 


Considering  the  importance  of  football  under  Coach  Paul 
"Bear"  Bryant  at  the  University  of  Alabama,  if  is  perhaps  not 
surprising  that  research  into  football  injuries  has  been  under 
way  since  1975  at  the  University  Sports  Medical  Clinic  in 
conjunction  with  the  Division  of  Orthopedic  Surgery  of  fhe 
University  School  of  Medicine. 

Reducing  football-relafed  injuries 
a goal 


Inifially  funded  by  Alabama  foofball  devofees  calling  fhem- 
selves  fhe  Monday  Morning  Quarferbacks,  fhe  investigafive 
work  was  direcfed  toward  a comprehensive  undersfanding  of 
fhe  mechanisms  of  injuries  relafed  to  foofball  in  an  attempt 
to  reduce  their  number  and  severity. ' 


Quarterbacks  frequently  get  neck 
injuries 


In  a recent  analysis  of  1877  high-school  foofball  injuries  in 
Birmingham,  certain  trends  became  evident.  Injuries  to 
shoulder,  hand/fingers,  head/neck,  knee  and  ankle  account 
for  65.8%  of  all  injuries.  Offensively,  ball  handlers  sustoin 
fhe  most  injuries,  with  the  quarterback  position  inherently  the 
most  hazardous.  Defensively,  linebackers  and  defensive 
backs  sustoin  fhe  greafesf  number  of  injuries.  If  would 
appear,  too,  fhat  since  fhe  number  of  game  injuries  is  higher 
fhan  fhose  in  pracfice  sessions,  when  normalized  for  fime  of 
exposure  or  risk,  player  infensity  is  subsfanfially  heighfened 
in  competifive  game  play. ' 


Rule  and  equipment  changes 
affected 


Study  data  have,  additionally,  influenced  rule  changes  and 
equipment  specification  for  high-school  foofball  players 
throughouf  fhe  stofe.  Several  sfudies,  in  Alabama  and  in 
ofher  areas,  have  demonsfrafed  a relafionship  between  the 
number  and  severity  of  knee  and  ankle  injuries  and  fhe 
shoes  worn  by  afhlefes.  Today,  as  a direcf  result  mosf  play- 
ers in  the  Birmingham  area  wear  soccer-type  shoes  instead 
of  fhe  old  seven-posf  cleafed  shoes. ' 

Alabama  foofball  has  long  influenced  fhe  way  fhe  game 
is  played  across  fhe  counfry.  If  is  quife  possible  fhaf  research 
info  foofball  conducfed  in  Alabama  will  have  an  analogous 
effect  upon  sports  medicinejn  this  country. 


ALABAMA  MEDICINE 
TODAY 


Reference:  1.  Culpepper  Ml,  Niemann  KMW;  South  MedJ  76  873-878, 
Jul  1983 
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TODAY:  FOR  THE  PATENT 
WITH  MIXED  DEPRESSION 
AND  ANXIETY 

A rational  approach,  combining 

- The  standard  antidepressant: 
amitriptyline 

- The  proven  anxiolytic  action  of 
Librium®  (chlordiazepoxide  HCI/Roche)(S 

Marked  improvement  often  occurs  as  early  as  the  first  week 

Headache,  insomnia  or  Gl  upsets  associated  with  mixed  depression  and 
anxiety  often  respond  quickly 

Feeling  better,  patients  feel  encouraged  to  stay  the  course -therefore, 
fewer  dropouts;  P=  .006  compared  to  amitriptyline* 

Convenient  single  h.s.  dosing  sufficient  in  some  patients;  helps  patients 
with  mixed  depression  and  anxiety  sleep  through  the  night.  Patients 
should  be  cautioned  about  the  combined  effects  of  Limbitrol  with  alcohol 
and  other  CNS  depressants,  and  about  activities  requiring  complete 
mental  alertness  such  as  operating  machinery  or  driving  a car 


In  moderate  depression  and  anxiety 


IN  PLACE  OF 
LIMBITROL  5-12.5  WRITE: 


IN  PLACE  OF 
LIMBITROL  10-25  WRITE: 


Limbitrol 


® 


Eoch  tablet  contains  5 mg  chlordiazepoxide  ond  12  5 mg  omitriplvline  (os  the  hydrochloride  salt) 


Limbitrol' DS 

Each  loblei  conioins  10  mg  chlordiazepoxide  and  25  mg  amitriptyline  (os  the  hydrochloride  solt) 


c 

c 


Easier  to  remember. . . easier  to  prescribe 


•Feighner  JR  etal  Psychopharmacology 61  217-225,  Mar  22,  1979 

Please  see  summary  of  product  Information  on  following  poge. 


LIMBITROL'  ® Thinquillzef-Antideptessant 

Before  prescribing,  please  consult  complete  product  Information,  o summary  of 
which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to 
severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  doys  follow- 
ing discontinuation  of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convulsions  and 
deaths  hove  occurred  with  concomitant  use,  then  Initiate  cautiously,  gradually  increas- 
ing dosoge  unhl  optimal  response  is  achieved  Contraindicated  during  ocu  e recovery 
phase  following  myocardial  infarction 

Wornings:  Use  with  great  core  in  patients  with  history  ot  urinary  retention  or  angle- 
closure  glaucoma  Severe  constipation  may  occur  in  patients  taking  tricyclic  antide- 
pressants and  onticholinergic-type  drugs  Closely  supervise  cardiovascular  patients, 
(Arrhythmios,  sinus  tachycardia  and  prolongation  of  conduction  time  reported  with 
use  of  tricyclic  antidepressants,  especially  high  doses.  Myocardial  infarction  and 
stroke  reported  with  use  of  this  doss  of  drugs ) Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  discuss  therapy  it  they 
intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  hove  been  reported 
rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those 
who  might  increase  dosage,  withdrawal  symptoms  following  discontinuation  of  either 
component  alone  have  been  reported  (nausea,  headache  and  malaise  for  amitripty- 
line, symptoms  [including  convulsions]  similar  to  those  ot  barbiturate  withdrawal  for 
chlordiazepaxide) 

Precoutions:  Use  with  caution  in  patients  with  o histary  of  seizures,  in  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
functian  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treatment  Amitriptyline  component  may 
block  action  of  guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated,  sedative  effects  may  be  additive  Discon- 
tinue several  days  before  surgery  Limit  concomitant  administration  of  ECT  to  essential 
treatment  See  Wornings  for  precautions  obout  pregnancy  Limbitrol  should  not  be 
taken  during  the  nursing  period  Not  recommended  in  children  under  12.  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation, 
confusion  or  anticholinergic  effects 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  compo- 
nent alone:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion  Many  depressive  symptoms  including  anorexia, 
fotigue,  weakness,  restlessness  ond  lethargy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline.  Granulocytopenia,  jaundice  and  hepatic  dysfunction  hove 
been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  hove  been  reported  with  one  or  both  components  or 
closely  related  drugs 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke. 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomonio  and  increased  or  decreased  libido. 

Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extrem- 
ities, extropyramidal  symptoms,  syncope,  changes  in  EEG  patterns. 

Anticholinergic  Disturbance  of  occommodafion,  paralytic  ileus,  urinary  retention,  dila- 
tation of  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus 
Hematologic  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  pur- 
pura, thrombocytopenia 

Gastrointestinal:  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diarrhea,  black  tongue 

Endocrine:  Testicular  swelling  and  gynecomastia  in  the  mole,  breast  enlargement, 
galactorrhea  and  minor  menstrual  irregulorities  In  the  female,  elevation  and  lowering 
of  blood  sugar  levels,  and  syndrome  of  inappropriate  ADH  (antidiurefic  hormone) 
secretion 

Other:  Heodache,  weight  gam  or  loss,  increased  perspiration,  urinary  frequency, 
mydriasis,  jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  token  an  overdose 
Treatment  is  symptomatic  and  supportive  I.V  administration  of  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning. 
See  complete  product  information  for  manifestation  and  treatment 
Dosage:  Individualize  occording  to  symptom  severity  and  patient  response.  Reduce  to 
smallest  effective  dosage  when  satisfactory  response  is  obtolned  Larger  portion  of 
daily  dose  may  be  taken  at  bedtime.  Single  /)  s.  dose  may  suffice  for  some  patients 
Lower  dosages  are  recommended  for  the  elderly. 

Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  of  three  or  four  tablets  daily  in 
divided  doses,  increased  up  to  six  tablets  or  decreased  to  two  tablets  doily  as  required 
Limbitrol  Tablets,  initial  dosage  of  three  or  four  tablets  dally  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing 
10  mg  chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and 
Tablets,  blue,  film-coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg 
amitriptyline  (as  the  hydrochloride  salt) — bottles  of  100  and  500,  Tel-E-Dose® 
packages  of  100,  Prescription  Paks  of  50 
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following  16  patients  with  shoulder  pain  which  pre- 
vents these  individuals  from  throwing,  serving  in  ten- 
nis, spiking  volleyballs,  or  weightlifting.  We  have 
demonstrated  through  special  physical  exams,  x-ray, 
and  arthroscopic  techniques  that  these  individuals  are 
having  recurrent  anterior  subluxations  during  throw- 
ing, though  they  were  aware  only  of  pain  not  instabil- 
ity. Nine  of  these  patients  had  been  initially  misdi- 
agnosed by  their  original  physician,  some  for  as  long  as 
two  years,  and  two  patients  had  had  misdirected  surgi- 
cal treatment  for  the  misdiagnosed  condition  which 
failed  to  solve  their  symptoms. 

Where  as  a time  delay  may  be  of  little  consequence  in 
non-athletes,  who  often  live  with  subtle  instabilities 
with  no  effect  on  their  lifestyle,  the  failure  to  recognize 
and  appropriately  treat  potentially  serious  subtle  insta- 
bilities can  be  disastrous  for  the  athletes’  future  in 
sports. 

For  the  secondary  school  athlete,  inability  to  partici- 
pate in  sports  robs  them  of  valuable  companionship 
associated  with  team  sports  and  may  cause  a loss  of 
self-esteem  since  the  adolescent’s  self  image  has  often 
been  built  around  athletic  competition  and  reinforced 
by  parenteral  and  societal  interest  and  praise  for  athletic 
accomplishment  and  participation.  The  physician  car- 
ing for  these  young  athletes  must  be  sensitive  to  these 
special  emotional  needs  and  aid  the  patients  and  their 
families  in  reestablishing  a since  of  self  worth  and 
status  in  society. 

Just  as  important  as  the  prompt  recognition  and  treat- 
ment of  injuries  is  rapid  and  appropriate  rehabilitation. 
The  aim  of  rehabilitation  is  restoration  of  strength  and 
flexibility  as  quickly  as  possible  to  permit  safe  and 
effective  resumption  of  the  supernormal  function 
necessary  for  athletic  competition.  The  physical  ther- 
apist is  an  invaluable  member  of  the  Sports  Medicine 
team  toward  that  end.  However,  the  physician  caring 
for  the  athletes’  musculoskeletal  injuries  should  be 
thoroughly  familiar  with  the  extreme  stresses  placed  on 
different  areas  of  the  musculoskeletal  system  in  various 
sports,  and  specific  therapy  and  strengthening  pro- 
grams prescribed  to  meet  those  needs  an  prevent  in- 
juries. Resumption  of  athletic  activity  prior  to  demon- 
strated restoration  of  complete  rehabilitation  can  result 
in  a recurrent  or  different  and  perhaps  more  serious 
injury. 

In  summary,  caring  for  athletes  is  a complex  multi- 
disciplinary responsibility  which  is  currently  loosely 
organized  in  most  school  districts.  Inadequate  com- 
munication and  cooperation  between  players,  families, 
coaches,  trainers,  physicians,  physical  therapist,  and 
other  paramedical  personnel  results  in  fragmentation  of 
care  which  can  result  in  dangerous  inefficiencies. 
These  inefficiencies  can  result  often  times  in  ocurrence 
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of  preventable  injuries  or  the  unnecessary  prolongation 
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Out  Patient 
Diagnostic  Radiology  Center 


Alabama's  Most  Modem  Facilities  Available 

CAT.  Scan 

Head  and  total  body  scan 

Ultrasonography 

Studies  during  pregnancy,  gallbladder,  etc. 

Mammography 

Low  level  radiation  cancer  survey 

General  Diagriostic  Radiology 

Certified  biack  lung  survey,  G.l.  studies,  I.V.P,  tomography,  etc. 

Diagnostic  testing  and  report  within  24  hours 


Norwood  Clinic 

1 625  25th  Street  North 
Birmingham,  Alabama 

Appointments  call  (205)252-0261 

250-6837 
WATS  Une  1-800-272-6481 


ALABAMA 

MEDICINE 

CLASSIFIED 

Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  I900-C,  Montgomery,  Alabama 
36197-4201. 


STAFF  PHYSICIAN  — Has  mounting  regulation  and  paperwork, 
too  short  vacations,  long  daily  hours  wearied  you?  Consider  a 
salaried  position,  with  regular  hours,  motivated  compatible  peers, 
restful  sunbelt  living  in  a beautiful  southern  city  of  1 10,000  friendly 
people.  Impending  retirement  triggers  our  search  for  an  M.D.  to 
join  7 others  and  a support  staff  of  50  who  care  for  the  needs  of 
15,000  co-ed  students  at  the  University  of  Alabama.  Practice  in  a 
full  service  facility  with  large  outpatient  department  (50,000  yearly 
visits)  and  a 36  bed  acute  care  inpatient  service.  Daily  office  hours 
allow  development  of  own  clientele  and  rotating  night  call  is  aided 
by  furnished  beeper.  This  position  will  open  summer  of  1985,  is  a 
full-time  12  month  appointment,  and  requires  an  active  Alabama 
license  and  D.E.  A.  number,  demonstrated  skills  in  primary  medical 
care  of  young  adults,  eligibility  for  membership  in  the  state  medical 
society  and  for  unrestricted  malpractice  insurance.  Current  private 
practice  in  a primary  care  specialty  will  add  additional  weight. 
Salary  competitive  with  other  university  health  services  while  vaca- 
tion time,  fringe  benefits,  and  retirement  programs  are  superior. 
Sounds  interesting?  Start  inquiry  now!!  Closing  date  for  inquiry  is 
August  16,  1985.  For  more  information,  write:  Director,  Russell 
Student  Health  Center,  P.O.  Box  Y,  University,  Alabama  35486  or 
call  collect  (205)  348-6262.  The  University  of  Alabama  is  an  equal 
opportunity,  affirmative  action  employer. 


HOLTER  SCANNING  AND  INTERPRETATION  — Nationwide. 
For  offices  or  hospitals  at  very  special  rates.  Includes  cardiology 
interpretation.  Immediate  phone  reporting  etc.  Special  rates  for 
hospitals,  HMO’s.  Will  provide  recorder  and  arrange  for  your 
office  to  learn  patient  connection,  quality,  etc.  For  information  call 
Pittsburgh  Cardiovascular,  412-372-2035.  2550  Mosside  Blvd., 
Monroeville,  PA  15146. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Birming- 
ham. Faculty  appointment  with  Family  Practice  Center  at  Universi- 
ty of  Alabama  if  qualified.  Join  established  practice  or  work  indi- 
vidually. Salary  of  $50,000  to  $65,000  guaranteed  until  practice  is 
self-sufficient.  Generous  fringe  benefits  include  life,  disability, 
health,  retirement,  and  malpractice  insurance,  two  weeks  con- 
tinuing education,  and  three  weeks  annual  leave.  All  equipment, 
including  X-ray  and  lab,  furniture,  and  supplies  provided.  Manage- 
ment services  including  personnel,  payroll,  tax  reports,  and  billing 
provided.  If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation,  P.O. 
Box  1486,  Tuscaloosa,  Alabama  35403,  or  telephone  Frank 
Cochran,  collect  at  758-7545  for  more  information. 


Search  Reopened 
MEDICAL  STUDENT 
AFFAIRS  OFFICER 

The  University  of  Alabama  School  of  Medicine  invites 
applications  for  the  position  of  Assistant  Director,  Office  of 
Medical  Student  Affairs.  The  Assistant  Director  reports  to 
the  Director  for  Student  Affairs  who  has  overall  responsibil- 
ity for  the  student  affairs  activities  of  a student  body  of  600. 

Responsibilities:  Assists  director  in  full  range  of  student 
affairs  activities:  counseling  (career,  personal,  financial, 
health);  program  planning;  systems  design;  academic  advis- 
ing; NRMP  activities;  elective  program;  scheduling  of 
eourses;  student  advocacy;  administration  of  large  office  and 
budget. 

Qualifications:  Candidates  should  have  an  earned  doctorate, 
preferably  the  M.D. , and  should  have  teaching  experience  in 
a medical  school  setting.  Suitable  academic  credentials  in- 
cluding board  eligibility  or  certification  for  M.D.’s  will  be  a 
determinant  for  faculty  rank  in  an  appropriate  academic 
department.  Must  have  demonstrated  excellence  in  oral  and 
written  communication.  Familiar  with  or  experienced  in 
educational  goals  in  M.D.  program,  specialty  Board  require- 
ments, some  knowledge  of  evaluation  research. 

Other  Requirements:  Previous  experience  as  full-time 
medical  school  teacher;  self-motivated,  energetic,  tolerant. 
Should  understand  and  be  comfortable  with  young  profes- 
sional students  and  be  willing  to  function  as  their  advocate. 

Salary:  Competitive,  based  on  training,  experience,  and 
potential  faculty  rank. 

To  Apply:  Send  letter  of  application,  curriculum  vitae,  and 
list  of  4 professional  references  before  August  15,  1985  to: 

Dr.  E.  Alun  Harris 

University  of  Alabama  Sehool  of  Medicine 
P.O.  Box  184 
University  Station 
Birmingham,  AL  35294 

The  University  of  Alabama  at  Birmingham  is  an  Equal 
Opportunity,  Affirmative  Action  Employer.  Females  and 
minorities  are  encouraged  to  apply. 


MEDICAL  DIRECTORS/PHYSICIAN  EXECUTIVES 

Health  America  Corporation,  the  nation’s  largest  indepen- 
dent operator  of  health  maintenance  organizations,  currently 
operates  prepaid  health  plans  nationwide,  with  a total  mem- 
bership of  more  than  487,000. 

HealthAmerica  offers  rewarding  and  challenging  practice 
opportunities  for  medical  directors/physician  executives  in 
the  Montgomery  area  and  in  other  desirable  locations  from 
coast  to  coast. 

You  can  experience  a satisfying  personal  and  professional 
lifestyle,  free  from  the  business  aspects  and  economic  pres- 
sures of  office  management.  And  you  can  become  a vital  and 
valued  part  of  a successful,  rapidly-growing  organization. 

For  more  information,  respond  with  curriculum  vitae  to: 

Richard  M.  Cooper,  M.D. 

Executive  Vice  President 
HealthAmerica  Corporation 
3310  West  End  Avenue 
Nashville,  TN  37203 

An  Equal  Opportunity  Employer 
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PRIMARY  CARE  PHYSICIANS 
CONSIDERING  AN  HMO? 

Health  America  Corporation,  the  nation’s  largest  indepen- 
dent operator  of  health  maintenance  organizations,  currently 
operates  prepaid  health  plans  nationwide,  with  a total  mem- 
bership of  more  than  487,000. 

HealthAmerica  offers  rewarding  and  challenging  practice 
opportunities  for  internists,  family  physicians,  and  pediatri- 
cians in  the  Montgomery  area  and  in  other  desirable  locations 
from  coast  to  coast. 

You  can  experience  a satisfying  personal  and  professional 
lifestyle,  free  from  the  business  aspects  and  economic  pres- 
sures of  office  management.  And  you  can  become  a vital  and 
valued  part  of  a successful,  rapidly-growing  organization. 

For  more  information,  respond  with  curriculum  vitae  to: 

Richard  M.  Cooper,  M.D. 

Executive  Vice  President 
HealthAmerica  Corporation 
3310  West  End  Avenue 
Nashville,  TN  37203 

An  Equal  Opportunity  Employer 


ARCHITECTURE  PROFESSIONAL  SERVICES  AVAILABLE. 
William  R.  Schauer  — Architect  — 3814  5th  Ct  N,  Birmingham, 
AL.  Solar  Energy  Design  — Economics  — Interiors/Dial  205  252 
5151. 


Physicians  Signature  Loans  to  $50,000.  Up  to  7 years  to  repay  with 
no  prepayment  penalties.  Use  for  taxes,  consolidation,  investment 
or  any  other  purpose.  Prompt,  courteous  service.  Competitive  fixed 
rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians  Service 
Association,  Atlanta,  GA.  TOLL-FREE  (800)  241-6905.  Serving 
the  Medical  Community  for  over  10  years. 


of  injury  and  dysfunction.  It  appears  that  if  the  medical 
profession  does  not  step  to  the  forefront  in  improving 
the  medical  care  of  secondary  school  athletes,  the  legal 
profession  may  take  a more  active  role.  The  result 
could  place  a financial  burden  on  our  school  system 
which  would  be  disastrous. 

An  ideal  solution  would  be  the  hiring  of  N.A.T.A. 
certified  trainers  for  each  high  school  but  this  is  prob- 
ably not  practical.  In  the  absence  of  this  solution, 
multi-disciplinary  Sports  Medicine  Clinics  consisting 
of  physicians  specializing  in  the  care  of  athletes,  along 
with  athletic  trainers  and  physical  therapist,  and  work- 
ing with  nutritionist,  sports  psychologist,  orthotist,  and 
other  paramedical  personnel,  serving  regional  high 
schools  appears  to  be  the  most  effective  way  of  deliver- 
ing quality  care  to  our  secondary  school  athletes 
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Mrs.  Art  A.  Stamler 
A-MASA  President 


Our  Children,  Our  Future 


The  Auxiliary  has  been  working  on  health  projects 
which  deal  with  children  for  many  years.  We’ve  tested 
hearing  and  vision,  have  worked  in  prenatal  and  well- 
baby  clinics,  and  are  now  involved  in  using  puppets  to 
teach  mental  health,  nutrition,  and  better  personal 
health  habits. 

For  example,  nineteen  percent  of  all  births  in  Alaba- 
ma occur  in  teen  age  mothers.  So,  we’ve  written  a 
puppet  show  entitled  “All  Babies  Don’t  Go  Home,’’ 
directed  toward  ninth  graders  who  are  approaching 
their  reproductive  years.  In  the  scenario,  Frankie  Belle 
and  Lula  Belle,  two  low-birth- weight  babies,  one  black 
and  one  white,  are  chatting  together  in  a high-risk 
nursery.  They’re  discussing  what  happens  without 
adequate  nutrition  and  prenatal  care.  They  mention  the 
fetal  alcohol  syndrome  and  effects  of  smoking  on  the 
fetus.  Local  statistics  are  utilized  within  each  county 
where  the  show  is  presented  to  demonstrate  local  prob- 
lems, and  to  illustrate  the  advantages  of  proper  care. 
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Another  puppet  show  deals  with  child  abuse  and 
neglect.  “There  Is  Someone  To  Talk  To’’  takes  place 
in  a classroom.  A child  who  is  the  victim  of  abuse  is 
trying  to  decide  on  a course  of  action.  A sensitive 
teacher  picks  up  the  signals  an  encourages  the  child  to 
open  up.  Help  is  found  for  the  youngster.  Following  a 
presentation  of  this  show  in  Montgomery  by  the  local 
Auxiliary,  a youngster  called  a social  worker  saying 
“The  doctor’s  wife  said  you  would  help.’’  Such  small 
successes  prove  the  value  of  the  method. 

Still  another  puppet  show  used  in  the  second  grade  is 
called  “Edgar  Learns  A Lesson,”  in  which  the  young 
hero  learns  that  popcorn,  candy  and  soft  drinks  don’t 
provide  proper  nutrition,  whereas  certain  other  foods 
such  as  meat,  milk,  bread  and  fruit  supply  the  energy 
needed  for  playing  baseball  and  going  to  school.  The 
lesson  is  reinforced  by  Auxilians  passing  out  fruit  as  a 
good  snack  during  the  show. 


Other  projects  of  the  Auxiliary  have  included  pas- 
sage of  legislation  mandating  use  of  seat  belts  for  all 
children  less  than  four  years  old.  Now  that  it’s  the  law, 
we  got  together  with  Alabama  pediatricians  to  assure 
availability  of  car  seats  to  all  newborns  of  the  state. 
Almost  every  hospital  now  has  a program  to  lend  seats 
to  each  new  baby  for  his  “First  Ride  a Safe  Ride”  trip 
home.  The  obvious  tension  of  the  infant-seat  program 
involves  education  of  the  preschooler  and  school-age 
child  in  safety  belt  usage,  and  Auxilians  are  sponsoring 
awareness  programs.  In  one  county,  a pizza  company 
offers  free  coupons  if  everyone  in  a carpool  vehicle  is 
properly  buckled  up  for  an  entire  week.  At  the  national 
level,  we’re  considering  action  to  promote  seat  belts  in 
school  busses;  this  program  is  still  in  its  infancy. 

Auxiliary  chairman  for  health  projects  dealing  with 
infants  and  children  is  Mrs.  E.  Jackson  Green  at  2351 
Venetia  Road,  Mobile  36605.  She  provides  material 
from  the  national  AM  A Auxiliary  office,  and  helps  to 
implement  development  of  the  above  programs  in  the 
various  counties.  She  may  be  consulted  for  informa- 
tion. 

Back  in  the  early  1900s,  Punch  and  Judy  brought 
messages  of  good  moral  values  and  other  virtues  of  the 
good  life  to  children  everywhere.  Perhaps  the  puppet 
shows  we’re  using  in  Alabama  today  can  do  some  of  the 
same  things,  for  Frankie  Belle  and  Lula  Belle  certainly 
have  something  to  say. 


POTENCY 

RESTORED 


The  recent  development  of  the 
Inflatable  Penile  Prothesis  has  restored 
erectile  capacity  to  thousands  of  men 
who  suffered  from  chronic  impotence. 

An  open  forum  support  group  for 
these  men  and  others  who  still  suffer 
from  impotence  has  been  formed  in 
Mobile,  Alabama. 

Potency  Restored  meets  at 
Doctors  Hospital  of  Mobile 
on  the  second  Monday  of 
each  month  at  7 p.m. 

Persons  seeking  information  on  the 
surgery  are  urged  to  attend. 

For  additional  information  call  Doctors 
Hospital  of  Mobile,  (205)  438-4551,  ext. 
645,  Nursing  Services. 
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Bea  Physician 
and  a family  man 

There's  time  for  both. 


Find  yourself... 
and  your  family 
in  the  Air  Force! 


Time  to  relax  with  your 
family— and  still  enjoy  the 
professional  advantages  of 
modern  facilities  and  a highly 
trained  technical  staff.  You’ll  have 
the  standing  of  an  officer  AND  a 
professional.  Yet,  there’s  challenge, 
too.  Air  Force  medicine  ranges  from 
research  to  every  conceivable  type  of 
clinical  practice,  in  every  conceiv- 


able  location 
you  can  imagine. 
Off-duty,  you  and  your 
family  can  enjoy  the  excellent 
recreational  facilities  of  the  Air 
Force  Base  of  your  choice. 
One  month  vacation  with  pay... and 
many  other  extras.  Health  Profes- 
sion Scholarships  are  available 
to  medical  students. 


Find  out  more  about  your  future  in  Air  Force  Medicine; 
we  ’ll  answer  your  questions  promptly  and  without  obligation.  Contact: 


MSgt  GODWIN  12051832-7501 


nmols 


MS 


A great  way  of  life. 


EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


. highly  effective 
for  both  sleep  induction  and 
sieep  maintenance 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  toiiowing  day  A A 


Psychiatrist 

California 


•i  . . appears  to  have 
the  best  safely  record  of  any 
of  the  benzodiazepines  ff 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurozepom  HCI/ 
Roche).  If  provides  sleep  thof  satisfies  pofienfs. . . 
and  fhe  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilifafed 
pofienfs  is  15  mg.  Confraindicafed  in  pregnancy 


DALMANF® 

flurazepam  HCI/Roche 


sleep  that  satisfies 


15-mg/30-mg 

capsules 


References:  1.  Kales  J,  etal:  Clin  Pharmacol  Ther  12  691- 
697,  Jul-Aug  1971  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
/a  356-363,  Sep  1975  3.  Kales  A,  etal.  Clin  Pharmacol 
Ther  79  576-583,  May  1976  4.  Kales  A,  etal:  Clin  Pharma- 
col Ther  32161-166,  Dec  1982.  5.  Frost  JD  Jr,  DeLucchi 
MR;  J Am  Geriatr  Sac  27:6^1-6^6,  Dec  1979  6.  Dement 
WC,  etal:  BehavMed,  pp  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD;  J Clin  Psychopharmacol  3:1A0-160,  Apr  1983 
8.  Tennant  FS,  etal:  Symposium  on  the  Treatment  ot  Sleep 
Disorders,  Teleconterence,  Oct  16,  1984  9.  Greenblatt  DJ, 
Alien  MD,  Shader  Ri;  Clin  Pharmacoi  Ther  21  366-661, 
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flurazepam  HCI/Roche 

Before  prescribing,  pieose  consuif  compiete  product  infor- 
mation, 0 summory  of  which  follows: 

Indications:  Effective  in  oli  types  of  insomnia  characterized 
by  difficulty  in  faliing  asleep,  frequent  nocturnal  awakenings 
ond/or  early  morning  awakening;  in  patients  with  recurring 
insomnia  ar  poor  sieeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restfui  sleep.  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  adminisfrafion.  Since  insomnio  is  offen  transient 
and  intermittent,  prolonged  administration  is  generaliy  not 
necessary  or  recommended.  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Confralndlcotions:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy.  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients  of 
the  potential  risks  to  the  fetus  shouid  the  possibiiity  of  becom- 
ing pregnant  exist  while  receiving  flurazepam.  Instruct  patient 
to  discontinue  drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possibie  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  tor 
nighttime  sedation.  This  potential  may  exist  tor  several  days 
follawing  discontinuation  Caution  against  hazardaus  occu- 
pations requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Though  physical  and  psychological  dependence  have  not 
been  reported  on  recommended  doses,  abrupt  discontinua- 
tion should  be  avoided  with  gradual  tapering  of  dosoge  for 
those  patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedotion,  dizziness,  contusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants. Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidol  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reoctions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  foliing  have  occurred,  porticularly  In 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  Intolerance 
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What  It  Will  Take 


We  Americans  are  strange  people.  We  are  distrustful 
of  government,  but  when  our  interests  are  threatened 
we  petition  for  more  government. 

We  decry  idealism  as  the  woolgathering  of  faint- 
hearted intellectuals,  but  we  are  among  the  most 
idealistic  people  on  earth. 

We  reject  ambiquity  and  double-standards  in  others 
but  embrace  some  of  the  weirdest  contradictions  with- 
out blinking.  We  reject  political  solutions  to  matters  of 
conscience  but  turn  right  around  and  demand  such 
solutions.  We  pay  lip  service  to  the  fact  that  ours  is  a 
pluralistic  society  and  one  that  finds  its  greatest 
strength  in  its  diversity.  In  the  next  breath  we  will  shout 
amen  to  attempts  to  enforce  conformity. 

We  say  we  love  freedom  above  all  else,  but  we  have, 
many  times  in  this  century,  supported  tinhorn  dictators, 
flying  either  fascist  or  communist  banners,  whose  ideas 
of  freedom  plainly  derived  from  those  of  Torquemada 
or  Ivan  the  Terrible. 

We  are,  in  short,  capable  of  rationalizing  totally 
irreconcilable  opposites.  We  deify  the  rule  of  the 
majority  but  only  when  the  majority  favors  our  own 
view.  When  it  does  not,  we  begin  mumbling  about  the 
madness  of  crowds,  an  ambivalence  Rousseau  called 
the  paradox  of  democracy:  we  may  believe  in  proposi- 


tion A,  but  when  the  majority  supports  proposition  B, 
we  are  compelled  to  say  it  must  be  right.  At  the  same 
time,  we  continue  to  believe  in  A despite  its  rejection. 

We  will  rush  to  fall  in  behind  a popular  leader.  Then, 
when  his  magic  fades,  as  it  often  does,  we  join  in 
stoning  him.  Those  who  survive  longest  do  so  by  doing 
as  close  to  nothing  as  possible. 

And  I think  these  contradictions  are  a great  part  of 
MASA’s  very  large  problem  in  addressing  the 
epidemic  of  litigation  against  physicians.  A few  dec- 
ades ago,  it  would  have  been  unthinkable  for  almost 
any  American  except  an  unconscionable  crank  to  sue 
his  physician.  Now  it  is  commonplace. 

On  its  face,  this  rapid  turnabout  seems  a good 
example  of  mass  psychosis.  From  what  is  currently 
known  about  sea  changes  in  American  attitudes,  we 
may  postulate  the  following  dichotomy: 

A jury  is  empanelled  to  hear  a negligence  suit  against 
a physician.  Dr.  X.  Suppose  our  jury  is  drawn  entirely 
from  the  list  of  the  defendant’s  patients.  Assume  also 
the  case  is  the  common  one  of  maloccurrence  rather 
than  malpractice.  Is  it  not  reasonable  to  suppose  that 
such  a jury  would  return  a unanimous  verdict  for  the 
defendant,  their  doctor? 

This  is  what  attitude  surveys  have  been  telling  us  for 


4 / Alabama  Medicine,  The  Journal  of  MASA 


years;  Americans  are  devoted  to  their  own  physician, 
think  highly  of  his  competency,  integrity  and  dedica- 
tion to  his  patients. 

Now  take  the  identical  set  of  facts  and  the  same  jury 
but  change  the  name  of  the  defendant  from  Dr.  X to  Dr. 
Y.  Dr.  Y.  is  a stranger  to  the  jurors.  They  may  not  even 
understand  just  what  his  specialty  does.  Therefore,  he 
is  immediately  suspect  because  he  is  one  of  “those 
other  doctors.” 

The  attitude  surveys  tell  us  that  the  American  ambi- 
quity  about  physicians  expressed  itself  in  this  curious 
way:  My  doctor  is  great,  but  I don’t  trust  “all  those 
other  doctors.” 

Given  this  attitude,  which  seems  entrenched,  Jimmy 
the  Greek  would  make  book  on  the  first  doctor  winning 
his  case  and  on  the  second  losing  his  — before  the  same 
jury,  with  the  identical  set  of  facts. 

As  MAS  A mobilizes  to  do  everything  in  its  power  to 
ameliorate  the  liability  crisis,  there  are  obvious  limita- 
tions to  what  can  be  achieved  as  long  as  this  love-hate 
double-standard  is  engrained  in  the  American  psyche. 
What  will  it  take  to  change  that  attitude? 

A lot  more,  in  my  judgment,  than  PR-driven  image 
changes  for  the  American  physician.  These  will  be, 
almost  by  definition,  superficial.  There  are  finite  limits 
to  what  can  be  accomplished  in  altering  the  false  image 
the  public  has  of  “all  those  other”  American  doctors  as 
remote,  greedy  and  indifferent  to  the  community.  This 
is  the  way  you  are  collectively  viewed  in  many  attitude 
surveys. 

The  unpleasant  truth  is  that  the  American  physician 
has,  in  the  main,  removed  himself  from  the  community 
life  of  which  he  was  once  such  an  important  part.  There 
are  many  notable  exceptions,  of  course,  but  as  a general 
rule  the  mass  attitude  toward  the  American  physician  as 
a non-functioning  part  of  community  leadership  is 
based  on  harsh  reality. 

As  specialization  has  fragmented  the  singular  image 
the  physician  once  had  at  the  bedside,  so  has  the  physi- 
cian’s withdrawal  from  the  ranks  of  the  movers  and 
shakers  of  his  community  also  established  his  apartness 
from  the  commonweal. 

The  standard  reply,  let  is  be  quickly  added,  is  that 
you  don’t  have  time;  you  are  too  busy  practicing  medi- 
cine. Your  elected  leaders  nationally  are  responding  to 
that  with  a rising  chorus:  You  had  better  find  time  to  lift 
barges  and  tote  bales,  or  private  medical  practice  is 
doomed. 

When  he  took  office  as  President  of  the  California 
Medical  Association  earlier  in  the  year,  Clarence  S. 
Avery,  M.D.,  said  in  his  inaugural  address  that  physi- 
cians must  change  attitudes  about  physicians  from  the 
bottom  up.  It  can’t  be  done  from  the  top  down.  Dr. 
Avery: 

“We  need  allies.  In  these  changing  times  and  in  this 
changing  society,  it  is  imperative  that  organized  medi- 
cine listen  more  closely  and  with  greater  attention  to 


our  society’s  various  groups  . . . particularly  women, 
youth  and  the  elderly.  I believe  that  these  groups  will 
play  a major  part  in  the  evolution  of  health  care,  and 
medicine  would  do  well  to  heed  their  ideas.” 

Only  by  working  with  them  toward  common  social 
objectives  is  it  possible  to  learn  what  they  are  thinking; 
you  can’t  do  that  by  attending  a luncheon  once  a year. 
And  you  won’t  get  a lot  closer  at  the  19th  hole. 

At  least  as  important  as  community  involvement. 
Dr.  Avery  said,  is  true  involvement  in  the  concerns  of 
organized  medicine.  Too  many  physicians  haven’t  time 
for  that  either,  he  said. 

All  right,  you  say,  I am  convinced  that  I need  to 
sacrifice  more  time  for  my  community  and  my  profes- 
sional organizations.  Will  this  do  the  job? 

I would  like  to  return  Dr.  Avery  to  the  stand  to 
answer  that  question.  Dr.  Avery: 

“There  can  be  no  absolute  guarantee  that  your  par- 
ticipation will  help  preserve  the  values  and  the  tradi- 
tions of  our  health  care  system. 

“But  it  is  certain,  grimly  certain,  that  your  indiffer- 
ence will  doom  this  effort. 

“Will  it  be  hard?  Yes. 

“Can  it  be  done?  I don’t  know. 

“Do  you  have  another  choice?  No.” 
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as:  rheumatoid  arthritis,  systematic  lupus  erythematosus  (SLE), 
polymyositis,  scleroderma,  vasculitis,  and  related  connective 
tissue  diseases.  As  one  of  the  first  federally  designated 
Multipurpose  Arthritis  Centers,  it  maintains  active  research  into 
such  aspects  of  rheumatic  disease  as  hereditary  factors  of 
susceptibility  and  connective  tissue  biochemistry,  cellular 
pathophysiology  of  rheumatoid  arthritis,  and  the  possible 
role  of  viruses  in  the  autoimmune  diseases. 

The  Center  emphasizes  a team  approach  involving  rheuma- 
tologists, orthopedists,  physical  and  occupational  therapists, 
psychologists,  social  workers,  pharmacists,  nutritionists,  specially 
trained  nurses  and  patient  educators.  i 

Special  areas  of  treatment  at  the  UAB  Multipurpose  Arthritis. 
Center  include  the  following: 

■ Reconstructive  Joint  Surgery 

■ Diagnostic  Arthroscopy  and  Joint  Scans 

■ Physical  and  Occupational  Therapy 

■ Clinical  Trials  of  New  Drugs  Using  Specific  Protocols 
The  following  outpatient  specialty  clinics  are  also  offered  by  the 

Center: 

■ Adult  Rheumatology:  Diagnosis,  Treatment  and 
Follow-up 

■Juvenile  Arthritis  (JA) 

■ Gold  Clinic 

The  Multipurpose  Arthritis  Center  is  one  of  60  depart- 
ments, divisions  and  centers  of  the  University  of  Alabama 
Medical  Center  accessible  to  you  through  this  service. 

The  Center  welcomes  physician  inquiries.  To  speak  with  a 
physician,  to  consult  about  a patient,  to  refer  a patient  or  to 
request  a patient  transfer  via  the  Critical  Care  Transport  Service, 
telephone  by  using  the  MIST  number. 


Medical  Information  Service  vialelephone 


University  of  Alabama  Hospitals 
University  of  Alabama  at  Birmingham 


PRESIDENrS 

PAGE 


Julius  Michaelson,  M.D. 
President,  MASA 


I 

‘Quicker  But  Sicker’ 


After  more  than  a year  of  DRGs,  horror  stories  are 
abounding  in  the  national  press  about  patients  being 
discharged  “quicker  but  sicker.”  It  has  taken  a while, 
but  many  editors  seem  to  have  suddenly  discovered  that 
penny-pinching  can  be  hazardous  to  health. 

Physicians  knew  this  would  happen.  Hospitals  were 
given  to  understand  by  HCFA  that  cost  constraints  were 
to  have  heavier  weight  than  quality  of  care.  It  was  never 
stated  that  candidly,  of  course,  but  in  the  final  analysis 
that  is  what  DRGs  are  all  about  — rationing  care  under 
the  guise  of  enchancing  efficiency. 

The  whole  philosophy  of  prospective  payment  is 
rooted  in  what  medicine  has  long  decried  — the  tyranny 
of  the  norm.  The  system  says  simply  that  an  average 
hospitalization  for  a certain  DRG  should  be  so  many 
days.  Get  the  patient  out  before  the  end  of  that  time,  or 
otherwise  spend  less  than  the  norm,  and  the  hospital 
wins.  Go  beyond,  and  the  hospital  loses.  Length  of  stay 
then  becomes  a business  determinant,  not  a medical 
one;  a matter  for  the  CPA  rather  than  the  M.D.  to  worry 
about. 

As  the  public  furor  builds,  I am  reminded  of  a Con- 
gressional debate  at  the  bottom  of  the  Great  Depres- 
sion. One  Senator  was  arguing  that  the  hungry  millions 
had  no  real  problem  since  things  would  get  better  “in 


the  long  term.  ’ ’ The  Senator  got  his  comeuppance  from 
a colleague  who  angrily  interrupted;  “People  don’t  eat 
in  the  long-term.  Senator.  They  eat  in  the  short-term.  ” 

I think  much  the  same  thing  could  be  said  to  the 
defenders  of  prospective  payment.  With  an  individual 
patient,  averages  are  irrelevant.  Averages  don’t  help 
that  patient  under  that  doctor’s  care  with  that  diagno- 
sis. How  many  averages  or  norms  do  you  treat  in  the 
course  of  a year?  I can’t  recall  any. 

It  bothers  me  too  that  behind  all  this  is  the  cardinal 
assumption  that  the  patient  is  the  enemy  — the  enemy 
of  statisticians,  forecasters  and  social  engineers  who 
have  ever  and  always  wanted  to  make  controllable 
ciphers  out  of  all  us.  What  we  in  the  humanistic  tradi- 
tion of  medicine  value  most  — human  life  and  human 
diversity  — they  see  as  the  major  problems,  to  be 
overcome  by  forcing  everyone  into  lockstep. 

It  was  ever  thus  with  bureaucracies.  They  may  begin 
with  the  loftiest  of  motives  but  generally  come  to  view 
people  as  a nuisance.  It  has  been  truly  said  (first  by 
James  Bryce  in  New  York  in  1914)  that  “medicine  is 
the  only  profession  that  labors  incessantly  to  destroy 
the  reason  for  its  own  existence.” 

Conversely,  the  federal  bureaucracy  looks  on  medi- 
cine as  a way  to  insure  its  continued  existence.  And  the 
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Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PDR.  The  following  is  a brief  summary 


♦ 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  determined,  its  use  may  be 
more  convenient  in  patient  management  Treatment  of  hypertension 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant 


In  Hypertension*... 
When  You  Need  to 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings;  Oo  not  use  potassium  supplements,  dietary  or  otherwise,  unless 
hypokalemia  develops  or  dietary  Intake  of  potassium  is  markedly  impaired. 
It  supplementary  potassium  is  needed,  potassium  tablets  should  not  be 
used.  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  irregu- 
larities. It  is  more  likely  in  the  severely  ill,  with  urine  volume  less  than 
one  liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically  serum  K"*"  levels  should  be  determined.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone,  restrict  K’*'  intake.  Asso- 
ciated widened  QRS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood. 
Use  in  pregnancy  requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk  If  their  use  is  essential,  the  patient  should  stop 
nursing  Adequate  information  on  use  in  children  is  not  available.  Sensitivity 
reactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precaubons:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
Oyazide’  is  about  50%  of  the  bioavailability  of  the  single  entity.  Theoreti- 
cally. a patient  transferred  from  the  single  entities  of  Dyrenium  (triamterene, 
SKSF  CO.)  and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure 
or  fluid  retention.  Similarly,  it  is  also  possible  that  the  lesser  hydro- 
chlorothiazide bioavailability  could  lead  to  increased  serum  potassium  levels. 
However,  extensive  clinical  experience  with  Oyazide'  suggests  that  these 
conditions  have  not  been  commonly  obsenred  in  clinical  practice.  Do 
periodic  serum  electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
use  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]), 
Periodic  BUN  and  serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 
with  impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
patients  with  severe  liver  disease.  Observe  regularly  for  possible  blood 
dyscrasias.  liver  damage,  other  idiosyncratic  reactions.  Blood  dyscrasias 
have  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  and  hemolytic  anemia 
have  been  r^orted  with  thiazides.  Thiazides  may  cause  manifestation  of 
latent  diabetes  mellltus.  The  effects  of  oral  anticoagulants  may  be 
decreased  when  used  concurrently  with  hydrochlorothiazide:  dosage  adjust- 
ments may  be  necessary.  Clinically  insignificant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported.  Thiazides  have  also 
been  shown  to  increase  the  paralyzing  effect  of  nondepolarizing  muscle 
relaxants  such  as  tubocurarine  Triamterene  is  a weak  folic  acid  antagonist. 
Oo  periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously 
in  surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
ciation with  the  other  usual  calculus  components.  Therefore,  Oyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
Oyazide'  when  treated  with  indomethacin.  Therefore,  caution  is  advised  In 
administering  nonsteroidal  anti-inflammatory  agents  with  Oyazide'.  The 
following  may  occur:  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements  may  be  altered), 
hi^ruricemia  and  gout,  digitalis  imoxication  (in  hypokalemia),  decreasing 
alkali  reserve  with  possible  metabolic  acidosis.  'C^azide'  interferes  with 
fluorescent  measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
Oyazide',  but  should  it  develop,  corrective  measures  should  be  taken  such 
as  potassium  supplementation  or  increased  dietary  intake  of  potassium- 
rich  foods.  Corrective  measures  should  be  instituted  cautiously  and  serum 
potassium  levels  determined.  Discontinue  corrective  measures  and 
Oyazide'  should  laboratory  values  reveal  elevated  serum  potassium. 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia.  Concurrent 
use  with  chlorpropamide  may  increase  the  risk  of  severe  hyponatremia. 
Serum  PBI  levels  may  decrease  without  signs  of  thyroid  disturbance  Cal- 
cium excretion  is  decreased  by  thiazides.  Dyazidb'  should  be  withdrawn 
before  conducting  tests  for  parathyroid  function 
Thiazides  may  add  to  or  potentiate  the  action  of  other  amihypertensive 
drugs 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
mouth:  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions:  nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances:  postural  hy^ension  (may  be  aggravated  by 
alcohol,  barbhurates.  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
ictems.  pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  bansiem  blurred  vision,  sialadenitis,  and 
vertigo  have  occurred  with  thiazides  alone  Triamterene  has  been  found  In 
renal  stones  In  association  with  other  usual  calculus  components  Rare 
Inddems  of  acute  imerstitlal  nephritis  have  been  reported  Irnpmence  has 
been  reported  m a lew  patients  on  Oyazide . although  a causal  relationship 
has  not  been  established 

SuNlled:  'Oyazide'  Is  supplied  as  a red  and  white  capsule,  in  bottles  of 
WOO  capsules.  Single  Unit  Packages  (unit-dose)  of  100  (Intended  lor 
mstttutional  use  only);  In  Patlent-Pak'*  unlt-of-use  bottles  of  100 
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25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 
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Today,  our  children  are  computing  basic  math.  Tomorrow, 
theyTl  be  programming  the  future. 

But  before  they  can  fill  the  computer  screen  with  new 
information,  well  have  to  help  fill  fteir  minds.  With 
ideas.  Information.  Dreams.  With  the  stimulation  only  a first- 
rate  college  education  can  provide. 

But  theyll  need  your  help. 

Because  only  with  your  help  will  colleges  be  able  to  cope 
with  the  high  cost  of  learning. 

Rising  costs  and  shrinking  revenues  are  threatening  the 
abihty  of  colleges  to  provide  the  kind  of  education 
tomorrow’s  lexers  vnll  need  to  solve  tomorrow’s  problems. 

So  please  give  generously  to  the  college  of  your  choice. 

Youll  be  programming  America  for  success  for  years 
to  come. 


Give  to  the  college  of  your  choice. 

CFfin 
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most  efficient  way  to  insure  that  is  to  ensnarl  the  whole 
medical  marketplace  so  completely  that  extrication  be- 
comes not  only  impossible  but  unthinkable. 

The  DRG  theoreticians  have  made  a good  start  from 
the  standpoint  of  providing  for  their  own  old  age. 
Whether  they  have  done  as  much  for  the  American 
patient  is  open  to  serious  question.  I rest  my  case  with  a 
statement  by  Frank  J.  Primich,  M.D.,  who  led  the 
Medical  Society  of  New  Jersey  to  its  opposition  to 
DRGs  (which  began  in  that  state).  In  a letter  to  The  New 
York  Times  early  in  the  summer,  Dr.  Primich  wrote: 

“The  decline,  for  now,  in  hospital  admissions  . . . 
reflects  only  a small  amount  of  denial  of  marginally 
necessary  care.  The  comparable  increase  of  outpatient 
surgery  in  hospitals  and  surgical  centers  is  not  without 
costs,  both  physical  and  financial  .... 

“Government  intervention,  over  and  above  the  ex- 
orbitant expenses  of  adminstration  and  compliance, 
does  little  more  than  artificially  shift  costs  and  blame, 
while  sowing  the  seeds  of  destruction  of  the  best  health- 
care system  that  the  world  has  yet  known. 

“Perhaps,  in  a political  atmosphere,  it  is  not  enough 
to  be  right.  [But]  spare  us  the  frustration  of  seeing 
premature  and  undeserved  praise  [for  reported  reduc- 
tions in  admissions  and  length  of  stay]  heaped  upon 
those  who  are  wrong.” 

What  is  happening  and  how  it  is  happening  were 
succinctly  described  by  a Massachusetts  layman  who 
has  been  studying  closely  the  effect  of  quicker-but- 
sicker  care  on  those  most  concerned,  patients.  “Some 
people  in  Washington,”  he  concluded,  “are  bringing 
through  the  back  door  changes  that  the  public  would  not 
allow  in  the  front.  ” Translation:  this  is  the  camel’s  nose 
of  socialized  medicine,  which  public  opinion  has  re- 
jected. 

Congress  commissioned  studies  of  the  impact  of 
DRGs  on  the  quality  of  care,  studies  that  were  to  be 
given  paramount  weight  when  the  decision  is  made 
next  year  for  the  final  implementation  of  prospective 
payment.  Is  it  so  strange,  knowing  the  ways  of  a 
bureaucracy,  that  somewhere  along  the  way  the  fund- 
ing for  this  research  got  lost  and  the  studies  will  be 
delayed  until  too  late  to  effect  changes  in  the  law? 

The  proliferation  of  DRG  horror  stories  in  the  press 
suggests  that  tardy  funding  was  no  accident.  The  DRG 
system,  relying  on  formulae,  tons  of  red  tape,  and 
infinite  government  interference,  is  a bureaucrat’s 
dream,  raising  the  specter  of  one  of  Professor  C.  North- 
cote  Parkinson’s  corollaries  to  his  famous  law. 

That  corollary  describes  the  inverse  ratio  between  a 
bureaucracy  and  the  useful  services  it  performs.  As  the 
delivery  of  Medicare  declines  quantitatively  and 
perhaps  qualitatively,  Parkinson’s  Law  predicts  the 
size  of  the  bureaucracy  governing  it  will  rise,  fattened 
by  what  it  has  fed  on. 

What  this  means  to  Medicare  patients  is  increasingly 
rationed  care  disguised  as  efficiency. 


What  it  means  to  physicians  is  that  the  bureaucracy 
will  have  gained  far  greater  size  and  power,  ensconced 
and  waiting  for  a liberal  administration  that  may  want 
to  complete  the  job  of  federalizing  American  medicine. 

Bureaucracies  devote  much  of  their  long-range  plan- 
ning to  insuring  their  own  survival  and  expansion.  And 
that  is  part  of  the  formidable  job  facing  organized 
medicine.  It  is  for  this  reason  that  I have  said  our  best 
defense  may  lie  in  the  major  corporations  moving  into 
the  health  care  marketplace. 

Given  a choice  between  bureaucratic  command  and 
control  and  a free  enterprise  system,  the  choice,  for  me 
at  least,  is  not  a difficult  one. 
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Accident  and  Violation  Rate  of 
Handicapped  Drivers 

Ubol  Ratanaubol,  M.D.* 

Roosevelt  Harvey,  MA  CTt 


ABSTRACT 


A retrospective  record  of  34  handicapped 
drivers  showed  7 patients  had  records  of  traffic 
violations,  2 also  with  accidents,  4 DUI,  im- 
proper lane  change,  driving  while  license  re- 
voked, and  reckless  driving.  The  accident  and 
violation  rates  cannot  be  explained  on  the  basis 
of  physical  impairment. 


Introduction 

There  were  460,000  national  deaths  from  motor 
vehicle  accidents  with  170,000  disabling  injuries; 
960  deaths  were  in  the  State  of  Alabama.'  In  most 
accidents,  the  factors  which  are  usually  involved  are 
the  driver,  vehicle,  and  road.  Fatal  and  injury  accidents 
were  from  improper  driving,  64-71%,'’  ^ vehicle  de- 
fects 5.2%,^  environmental  factors  12-19%.^ 

Several  studies  have  been  performed  to  compare  the 


* Rehabilitation  Medicine  Service,  VA  Medical  Center,  Birmingham,  Alabama; 
Spain  Rehabilitation  Center,  Birmingham,  Alabama 

+ Rehabilitation  Medicine  Service,  VA  Medical  Center,  Birmingham,  Alabama 


accident  record  of  the  physical  disabled  and  the  general 
driving  population;  still  little  is  known.  Sim  and  Bran- 
doleone  reported  a group  of  professional  drivers  with 
mild  physical  impairments,  not  severe  enough  to  with- 
draw license,  had  no  increase  in  accidental  rates. ^ A 
careful  study  of  449  disabled  drivers,  L.  Y sander  found 
3 cases  (0.6%)  of  road  accidents,  which  may  have  been 
caused  by  their  disabilities,  and  concluded  that  disabled 
drivers  were  not  found  to  be  an  increased  hazard  in 
traffic."'  In  contrast,  Crancer  and  McMurray^  reported  a 
group  with  physical  handicaps  such  as  paralysis,  loss  of 
limbs,  stabilized  visual  defect  had  a higher  accidental 
rate.  The  study  from  New  York  State  and  Connecticut 
showed  accidental  rates  were  0.118,  0.231  per  hand- 
icapped driver  and  0.101,  0.179  per  control 
respectively.^’  ^ 

The  following  is  a retrospective  review  of  driving 
status  of  handicapped  drivers  in  regards  to  public  safe- 
ty- 

Methods  and  Materials 

Sixty  patients  were  seen  for  driver  training  at  Birm- 
ingham VA  from  1981  to  1983.  Information  was  col- 
lected as  follows: 
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1.  Review  of  clinical  records. 

2.  Questionnaire  to  the  patients. 

3.  Review  of  driving  records  from  Alabama  Depart- 
ment of  Public  Safety. 

Findings 

Six  patients  were  below  the  age  of  40  years  old,  26 
were  between  40-60  years,  28  were  older  than  60  years. 

Diagnosis 


TABLE  I 

Showing  Diagnosis  and  Number  of  Cases 


Diagnosis 

Cases 

Amputation 

A/K 

21 

B/K 

8 

Bilateral  A/K 

5 

Bilateral  A/K 

1 

CVA 

9 

Other  Neurological  Problems 

11 

Psychiatric  Problems 

3 

Rheumatoid  Arthritis 

1 

Fracture 

1 

Driving  Status  From  Alabama  Department  of 


Public  Safety 

Fifty  records  were  returned.  Among  this,  27  patients 
still  have  current  drivers  license  without  conviction,  7 
patients  have  been  convicted  for  the  following  reasons 
(Table  II),  others  showed  no  record. 

TABLE  II 

Diagnosis  — Traffic  Violations/ Accidents 

Number  of 

Patients 

Traffic  Violations! Accidents 

Diagnosis 

1 

Driving  while  license 

Right  A/K  Amputation 

revoked 

1 

DUI,  hit-and-run 

Right  A/K  Amputation 

1 

Reckless  driving 

SCI,  L2  Paraplegia 

2 

DUI 

Left  A/K  Amputation 

1 

DUI,  car  accident 

Right  A/K  Amputation 

1 

Improper  lane  changing 

Left,  Right  A/K 

Amputation 

In  this  group,  one  patient  was  30  years  old,  2 were 
between  40-60  years  and  4 were  over  60  years  old. 


Questionnaire 

In  all,  22  questionnaires  were  returned;  1 1 patients 
reported  no  problems  in  driving,  5 had  stopped  driving, 
3 needed  refresher  course,  3 reported  problems  with 
driving  due  to  car  or  road,  and  new  back  injury.  There 
was  no  report  of  other  personal  factors,  accidents;  2 of 
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these  3 who  reported  problems,  their  records  showed 
DUI  with  hit-and-run,  one  with  reckless  driving. 

Discussion 

McGuire,  in  his  article,  described  some  personality 
factors  associated  with  highway  accidents,  emotional- 
ity, less  matured,  less  responsible,  asocial/antisocial, 
and  not  well  adjusted.**  The  study  from  Connecticut 
showed  no  significance  of  personal  factors  but  also 
state  may  be  from  variation  of  information.^  From  this 
study.  Table  II,  found  6 amputee  patients  with  traffic 
violations,  accidents  from  reasons  not  directly  related 
to  physical  impairment;  4 were  from  DUI  with  2 acci- 
dents, a paraplegic  with  reckless  driving  may  have  been 
the  cause  of  disability. 

Drinking  caused  at  least  half  of  the  fatal  motor  vehi- 
cle accidents.  Reports  may  understate  the  frequency  of 
drinking  accidents.*  Accident  rates  in  a group  of 
amputee  were  9.2%,  accidents  and/or  serious  traffic 
offense  were  19.7%  compared  with  control  of  7.1% 
and  12.2%  respectively  especially  with  loss  of  function 
of  right  leg  or  arm."*  In  the  same  study,  L.  Ysander 
reported  6.4%  accidents,  traffic  violations  and  acci- 
dents were  10.6%  among  drivers  using  hand  controls. 
Hyman  in  a study  compared  insurance  rates  between 
hand  controls  and  non-restricted  drivers  reported  no 
difference  in  number  of  violations,  accidents  among 
these  two  groups.^  In  contrary,  Negri  found  drivers 
with  hand  control  groups  had  accident  0.231,  control 
0.179  per  driver.^  There  was  no  difference  in  month, 
roadway,  intersection,  condition  of  road  surface,  light, 


weather,  manner  of  collision  among  the  two  groups.^ 
Making  judgements  in  regard  to  accidents  and  viola- 
tions among  handicapped  will  need  a larger  group  of 
study,  considering  many  varity  factors  including  pre- 
vious personality,  reason  for  physical  impairment. 


Conclusion 

Accident  and  violation  rates  in  handicapped  drivers 
may  have  different  statistics  from  others  which  needs  a 
careful  study.  It  appears  that  in  drivers  with  awareness 
of  physical  disabilities,  sufficient  precaution  would 
reduce  the  number  of  accidents  and  violations. 
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The  Luffa 

Henri  Rathle,  M.D.* 


It  would  be  unthinkable  for  an  inhabitant  of  the  Mid- 
dle East,  Southern  Mediterranean  and  most  of  the 
Far  Eastern  countries  to  take  a bath  or  a shower  without 
using  a luffa. 

The  Encyclopedia  Americana  defines  the  luffa  as  a 
genus  of  climbing  herbs  of  the  family  of  cucurbitaceae, 
commonly  called  “dishcloth  gourd”  or  “vegetable 
sponge.”  The  fibrous  interior  of  the  gourdlike  fruit, 
when  dried  and  cleaned,  is  used  as  a sponge  called 
“loofa.”  (In  Egypt,  pronounced  leefa.) 

I have  planted  the  luffa  seed  sporadically  in  Egypt 
and  in  Alabama,  mainly  for  the  sheer  pleasure  of  it;  also 
to  obtain  the  sponge  which  is  used  as  a mild  rubefacient 
and  a cleanser  of  the  skin,  of  course  with  soap. 

When  the  luffa  seed  is  planted  in  a fertile  and  moist 
soil,  it  will  take  a few  weeks  to  appear  out  of  the 
ground.  But,  then  it  will  grow  rapidly  and  increase  in  its 


♦ 756  Sullivan  Avenue,  Mobile,  Alabama  36606. 


maturity  by  almost  half  of  a foot  a day. 

It  is  necessary  that  it  be  planted  not  far  from  a high 
tree,  or  a wall,  as  it  is  a climbing  plant  and  it  is  to  be 
seen  for  its  splendor.  The  stems  must  be  directed  and 
held  with  strings  or  pipe  cleaners. 

It  appears  that  in  Japan  and  other  countries  where  the 
luffa  is  grown  for  industries  and  export,  that  they  ex- 
tend it  at  a ground  level. 

The  plant  will  produce  during  all  summer  large  green 
leaves  and  delicate  yellow  flowers  and  a gourd  that 
grows  to  two  feet  or  more.  A fertile  soil,  sufficient 
water,  and  a lucky  plant  can  give  up  to  30  gourds  and 
climb  “to  the  heavens.” 

The  luffa,  I was  told,  is  eaten  when  it  is  no  longer 
than  six  inches,  but  I could  never  catch  it  at  this  size. 
One  day  it  was  five  inches  and  when  I thought  of  eating 
it,  it  was  eight  inches.  I let  it  grow  to  its  largest  size,  as 
you  can  see  in  the  photograph  against  the  sky.  This  is  a 
luffa  I planted  in  1982  and  which  I directed  to  grow  on 
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an  oak  tree.  It  was  a spectacular  view  that  occupied  my 
staff  and  myself.  All  summer,  as  we  came  every  morn- 
ing to  see  what  new  growth  came  about  overnight.  The 
light  green  leaves  are  those  of  the  luffa. 

Around  November,  the  gourd  falls  on  the  ground  and 
you  let  it  dry  in  the  sun  and  peel  it  in  water.  You  will 
find  a fibrous  sponge  and  inside  it  hundreds  of  black 
seeds  slightly  smaller  than  watermelon  seeds.  Each  one 
of  these  seeds  has  the  potential  of  tremendous  growth. 
Best  time  to  plant  is  April  and  May.  Later,  the  luffa  will 
not  attain  its  full  growth. 

When  the  luffa  is  emptied  of  its  seeds  and  cleaned. 


left  to  the  sun  it  will  bleach  and  it  can  be  used  as  such,  or 
cut  to  suit  the  user. 

The  luffa  must  not  be  planted  the  following  year  at 
the  same  spot  of  land,  or  it  will  grow  weak.  It  is  best  to 
try  various  sections  of  the  land  — well  exposed  to  the 
sun  — and  whose  composition  will  be  most  favorable 
to  its  growth.  Several  seeds  must  be  planted  together, 
but  separated. 

Seeds  are  available  at  feed  stores  and  other  places. 

When  you  plant  some  luffas  you  may  not  want  to 
plant  anything  else,  as  you  get  quite  busy  watching 
their  magnificent  growth  for  six  months.  0 
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Today’s  Alabama  Medical  Student 

James  F.  Gauthier,  B.S.* 

Dianna  G.  Osborn,  B.S.t 
Richard  W.  Thompson,  Ph.D.1: 


Abstract 

A 55-question  survey  was  distributed  to  the  entire 
medical  student  body  (613  students)  at  the  Universi- 
ty of  Alabama  School  of  Medicine  (UASOM)  in 
November,  1984,  with  191  responding.  The  survey 
gathered  information  concerning  medical  student 
demographics,  life-style,  and  attitudes  on  medical 
education,  medical  economics,  and  social  issues. 
Some  examples  of  the  kind  of  information  gathered 
are:  65%  of  the  students  felt  that  major  changes  are 
needed  in  the  health  care  system;  7%  have  comtem- 
plated  suicide  during  medical  school;  68%  have  no 
immediate  family  members  who  are  physicians;  and 
23%  plan  to  practice  medicine  in  towns  of  25,000 
people  or  less.  Currently,  a great  deal  of  thought  is 
going  into  how  to  select,  educate,  and  prepare  the 
best  possible  physicians  for  the  future.  The  informa- 


*  Junior  Medical  Student  (UASOM-Huntsville),  Medical  Association  of  the  State  of 
Alabama/Medical  Student  Section  Secretary-Editor, 
t Junior  Medical  Student  (UASOM/Huntsville). 

tProfessor,  Health  Care  Administration,  UAB  School  of  Community  and  Allied 
Health,  Vice  President  for  Community  Affairs  and  Economic  Development,  Birming- 
ham Regional  Hospital  Council,  21 12  Eleventh  Avenue,  South,  Suite  422,  Birming- 
ham, Alabama  35205, 


tion  gathered  in  this  survey  can  contribute  to  this 
effort  by  presenting  student  insight  into  the  medical 
education  process. 

Introduction 

Health  costs,  malpractice  suits,  regulated  payments, 
physician  gluts,  and  impaired  phusicians  are  but 
a few  of  the  many  problems  facing  the  medical  estab- 
lishment and  the  citizens  of  this  country.  We  are  all 
well  aware  that  medicine  is  at  the  threshold  of  many 
additional  changes.  Currently  a great  deal  of  thought  is 
going  into  how  to  educate  and  to  prepare  the  physicians 
of  the  future  for  these  changes,  as  evidenced  by  the 
study  initiated  by  the  Association  of  American  Medical 
Colleges  (AAMC),  called  “Physicians  for  the  Twenty- 
First  Century:  The  GPEP  Report,” 

Even  as  important  as  what  goes  on  inside  the  class- 
room is,  academics  alone  will  not  solve  the  problems 
mentioned  above.  Even  the  GPEP  report,*  which 
emphasized  curriculum  modifications,  brings  up  issues 
such  as  “equity  of  access  to  a medical  career”  and 
“resources  needed  for  general  professional  educa- 
tion.” The  solutions  to  these  problems  involves  not 
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AFTER  BREAKTHROUGH  BLEEDING  AND  AMENORRHEA 
SHE'S  ABOUT  TO  GIVE  UP  ON  ORAL  CONTRACEPTION. 


Brief  Summary  of  Prescribing  Information 

NORLESTRIN'  (norelhindrone  acetate  and  ethinyl  estradiol  tablets.  USP) 

See  section  under  Special  Notes  on  Administration  and  HOW  SUPPLIED. 

Belore  prescribing  please  see  lull  prescribing  iniormation  A Brief  Summary  follows 

DESCRIPTION 

Norlesliin  Products  are  progestogen-estrogen  combinations 

INDICATIONS  AND  USAGE 

Norlestrin  Products  are  indicated  for  the  prevention  ol  pregnancy  in  women  who  elect  to  use 
oral  contraceptives  as  a method  of  contraception 
In  clinical  Inals  with  Norlestrin  1/50  involving  25.983  therapy  cycles,  there  was  a preg- 
nancy rate  ol  0 05  per  100  woman-years,  in  clinical  trials  with  Norlestrin  2 5/50  involving 
96.388  cycles,  there  was  a pregnancy  rate  of  0 22  per  100  woman-years 
Dose-Related  Risk  of  Thromboembolism  from  Oral  Contraceptives:  Studies  have 
shown  a positive  association  between  the  dose  ot  estrogens  m oral  contraceptives  and  the 
risk  ot  thromboembolism  It  is  prudent  and  in  keeping  with  good  principles  of  Iherapeulics  to 
m-'  imize  exposure  to  estrogen  The  oral  contraceptive  prescribed  for  any  given  patient 
should  be  that  product  which  contains  Ihe  least  amount  ol  estrogen  that  is  compatible  with 
an  acceptable  pregnancy  rate  and  patient  acceptance 
CONTRAINDICATIONS 

1 Thrombophlebitis  or  thromboembolic  disorders 

2 A past  history  of  deep-vein  thrombophlebitis  or  thromboembolic  disorders 

3 Cerebral  vascular  or  coronary  artery  disease 

4 Known  or  suspected  carcinoma  of  the  breast 

5 Known  or  suspected  esirogen-dependent  neoplasia 

6 Undiagnosed  abnormal  genual  bleeding 

7 Known  or  suspected  pregnancy  (See  WARNING  No  5) 

8 Benign  or  malignant  liver  tumor  which  developed  during  the  use  of  oral  contraceptives 
or  other  esirogen-containing  products 

WARNINGS 

Cigarette  smoking  increases  the  risk  of  serious  cardiovascular  side  effects  from 
oral  contraceptive  use.  The  risk  increases  with  age  and  with  heavy  smoking  (15  or 
more  cigarettes  per  day)  and  is  quite  marked  in  women  over  35  years  of  age. 

Women  who  use  oral  contraceptives  should  be  strongly  advised  not  to  smoke. 

The  use  of  oral  contraceptives  is  associated  with  increased  risk  ot  several  serious 
conditions  including  thromboembolism,  stroke,  myocardial  infarction,  hepatic  ade- 
noma. gallbladder  disease,  and  hypertension  Practitioners  prescribing  oral  contracep- 
tives  should  be  familiar  with  Ihe  following  information  relating  to  these  risks 

1 Thromboembolic  Disorders  and  Other  Vascular  Problems  An  increased  risk  of  throm- 
boembolic and  thrombotic  disease  associated  with  the  use  of  oral  contraceptives  is  well- 
established  Sludies  have  demonstrated  an  increased  risk  of  fatal  and  nonfatal  venous 
thromboembolism  and  stroke,  both  hemorrhagic  and  thrombotic 

Cerebrovascular  Disorders:  In  a collaborative  study  m women  with  and  without  predispos- 
ing causes,  it  was  estimated  that  ihe  risk  of  hemorrhagic  stroke  was  2 0 times  greater  in 
users  than  nonusers,  and  the  risk  of  thrombotic  stroke  was  4 0 to  9 5 times  greater 
Myocardial  Infarction:  An  increased  risk  of  myocardial  infarction  associated  with  oral 
contraceptives  has  been  reported  confirming  a previously  suspected  association  These 
studies  found  that  Ihe  greater  the  number  of  underlying  risk  factors  (cigarette  smoking, 
hypertension,  hypercholesterolemia,  obesity,  diabetes,  history  of  preeclamptic  toxemia)  lor 
coronary  artery  disease,  the  higher  the  risk  of  developing  myocardial  infarction,  regardless 
ol  whether  Ihe  patient  was  an  oral  contraceptive  user  or  not  Oral  contraceptives,  however, 
were  found  to  be  a clear  additional  risk  factor 
It  has  been  estimated  that  users  who  do  not  smoke  (smoking  is  considered  a mapr  pre- 
disposing condition  to  myocardial  infarction)  are  about  twice  as  likely  to  have  a fatal  myo- 
cardial infarclioin  as  nonusers  who  do  not  smoke  Oral  contraceptive  users  who  are  smokers 
have  about  a fivefold  increased  risk  of  fatal  infarction  compared  to  users  who  do  not  smoke, 
but  about  a tenfold  to  twelvefold  increased  risk  compared  to  nonusers  who  do  not  smoke 
The  amount  ol  smoking  is  also  an  important  factor 

Risk  of  Dose:  In  an  analysis  of  data.  British  investigators  concluded  that  the  risk  of  throm- 
boembolism. including  coronary  thrombosis,  is  directly  related  to  Ihe  dose  of  estrogen  used 
in  oral  contraceptives,  however,  the  quantity  of  estrogen  may  not  be  Ihe  sole  factor  involved 
Persistence  of  Risk:  Two  studies  have  suggested  that  an  increased  risk  may  persist  for  as 
long  as  6 years  after  discontinuation  of  oral  contraceptive  use  for  cerebrovascular  disease 
and  9 years  for  myocardial  infarction  In  addition,  a prospective  study  suggested  Ihe  per- 
sistence of  risk  for  subarachnoid  hemorrhage 

Estimate  of  Excess  Mortality  from  Circulatory  Diseases:  The  risk  of  diseases  of  the  cir- 
culatory system  is  concentrated  in  older  women,  m those  with  a long  duration  of  use.  and  in 
cigarette  smokers 

A study  of  available  data  from  a variety  of  sources  concluded  that  Ihe  mortality  associated 
with  all  methods  of  birth  control  is  low  and  below  lhal  associated  with  childbirlh.  with  the 
exception  of  oral  contraceptives  in  women  over  40  who  smoke 
The  risk  of  thromboembolic  and  thrombotic  diseases  associated  with  oral  contraceptives 
increases  with  age  after  approximately  age  30  and,  for  myocardial  infarction,  is  further 
increased  by  hypertension,  hypercholesterolemia,  obesity,  diabetes,  or  history  of  pre- 
eclamptic toxemia,  and  especially  by  cigarette  smoking 
The  physician  and  Ihe  patient  should  be  alert  to  the  earliest  manilestalions  ol  thromboem- 
bolic and  thrombotic  disorders  Should  any  occur  or  be  suspected,  the  drug  should  be  dis- 
continued immediately 

A fourfold  to  sixfold  increased  risk  ol  postsurgery  thromboembolic  complications  has 
been  reported  m users  If  feasible,  oral  contraceptives  should  be  discontinued  at  least  four 
weeks  before  surgery  of  a type  associated  with  an  increased  risk  of  thromboembolism  or 
prolonged  immobilization, 

2 Ocular  Lesions.  Neuro-ocular  lesions,  such  as  optic  neuritis  or  retinal  thrombosis,  have 
been  associated  with  Ihe  use  of  oral  contraceptives  Discontinue  Ihe  oral  contraceptive  if 
there  is  unexplained  sudden  or  gradual,  partial,  or  complete  loss  ot  vision,  onset  of  proplo- 
sis  or  diplopia,  papilledema,  or  retinal  vascular  lesions 

3 Carcinoma,  iong-term  continuous  administration  of  estrogen  in  certain  animal  species 
increases  Ihe  frequency  of  carcinoma  of  the  breast,  cervix,  vagina,  and  liver 

In  humans,  an  increased  risk  of  endometrial  carcinoma  associated  with  Ihe  prolonged 
use  ol  exogenous  estrogen  in  postmenopausal  women  has  been  reported  However,  there 
IS  no  evidence  suggesting  increased  risk  of  endometrial  cancer  in  users  of  conventional 
combination  or  progestogen-only  oral  contraceptives 
Sludies  found  no  evidence  of  increase  in  breast  cancer  in  women  taking  oral  contracep- 
tives. however,  an  excess  risk  in  users  with  documented  benign  breast  disease  was 
reported 

There  is  no  confirmed  evidence  of  an  increased  risk  of  cancer  associated  with  oral  contra- 
ceptives Close  clinical  surveillance  of  users  is.  nevertheless,  essential  In  cases  of  undiag- 
nosed persistent  or  recurrent  abnormal  vaginal  bleeding,  appropriate  diagnostic  measures 
should  be  taken  to  rule  out  malignancy  Women  with  a strong  family  history  ol  breast  cancer 
or  who  have  breast  nodules,  fibrocystic  disease  or  abnormal  mammograms,  should  be 
monitored  with  particular  care 

4 Hepatic  Tumors  Benign  hepatic  adenomas  have  been  found  to  be  associated  with  oral 
contraceptives  Because  hepalic  adenomas  may  rupture  and  may  cause  death  through 
intra-abdominal  hemorrhage,  they  should  be  considered  in  women  presenting  abdominal 
pain  and  tenderness,  abdominal  mass,  or  shock 

A few  cases  of  hepatocellular  carcinoma  have  been  reported  m women  taking  oral  contra- 
ceptives The  relationship  of  these  drugs  to  this  type  ol  malignancy  is  not  known  at  this  lime 

5 Usage  in  or  Immediately  Preceding  Pregnancy.  Birth  Delects  in  Ollspring.  and  Malig- 
nancy in  Female  Oilspring  During  early  pregnancy  female  sex  hormones  may  seriously 
damage  the  offspring 

An  increased  risk  of  congenital  anomalies,  including  heart  defects  and  limb  defects,  has 
been  reported  with  Ihe  use  of  oral  contraceptives  in  pregnancy 
There  is  some  evidence  that  Iriploidy  and  possible  other  types  of  polyploidy  are  increased 
among  abortuses  from  women  who  become  pregnant  soon  after  ceasing  oral 
contraceptives 

Pregnancy  should  be  ruled  out  before  continuing  an  oral  contraceptive  in  any  patient  who 
has  missed  iv;o  consecutive  menstrual  periods  If  the  patient  has  not  adhered  to  Ihe  sched- 


ule. Ihe  possibility  of  pregnancy  should  be  considered  at  Ihe  lime  of  the  first  missed  period, 
and  oral  contraceptives  should  be  withheld  until  pregnancy  has  been  ruled  out  If  preg- 
nancy IS  confirmed,  the  patient  should  be  apprised  of  the  potential  risks  to  Ihe  fetus  and  the 
advisability  of  continuation  of  the  pregnancy  should  be  discussed 
Women  who  discontinue  oral  contraceptives  with  Ihe  intent  of  becoming  pregnant  should 
use  an  alternate  form  ot  contraception  for  a period  of  lime  before  attempting  to  conceive 
Administration  ol  progestogen-only  or  progestogen-estrogen  combinations  to  induce 
withdrawal  bleeding  should  not  be  used  as  a lest  of  pregnancy 

6 Gallbladder  Disease  Sludies  report  an  increased  risk  of  surgically  confirmed  gallblad- 
der disease  in  users  ol  oral  contraceptives 

7 Carbohydrate  and  Lipid  Metabolic  Ellects  Because  decreased  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients,  prediabelic  and  diabetic  patients 
should  be  carefully  observed  while  receiving  oral  contraceptives 

An  increase  in  triglycerides  and  total  phospholipids  has  been  observed 

8 Elevated  Blood  Pressure  An  increase  in  blood  pressure  has  been  reported  in  patients 
receiving  oral  contraceptives  The  prevalence  in  users  increases  with  longer  exposure  Age 
IS  also  strongly  correlated  with  development  of  hypertension  Women  who  previously  have 
had  hypertension  during  pregnancy  may  be  more  likely  to  develop  elevation  of  blood 
pressure 

9 Headache  Onset  or  exacerbation  of  migraine  or  development  of  headache  of  a new 
pattern  which  is  recurrent  persistent,  or  severe,  lequires  discontinuation  of  oral 
contraceptives 

10  Bleeding  Irregularities  Breakthrough  bteeding,  spotting,  and  amenorrhea  are  fre- 
quent reasons  for  patients  discontinuing  oral  contraceptives  In  breakthrough  bleeding, 
nonfunctional  causes  should  be  borne  in  mind  In  undiagnosed  abnormal  bleeding  from  the 
vagina,  adequate  diagnostic  measures  are  indicated  to  rule  out  pregnancy  or  malignancy 

Women  with  a past  history  ol  oligomenorrhea  or  secondary  amenorrhea,  or  young  women 
without  regular  cycles  should  be  advised  that  they  may  have  a tendency  to  remain  anovula- 
tory or  to  become  amenorrheic  after  discontinuation  of  oral  contraceptives 

1 1 Ectopic  Pregnancy  Ectopic  as  wetl  as  intrauterine  pregnancy  may  occur  in  contracep- 
tive failures 

12  Breast-Feeding  Oral  contraceptives  may  interfere  with  lactation  Furthermore,  a small 
fraction  ol  Ihe  hormonal  agents  in  oral  contraceptives  has  been  identified  in  the  milk  ol  moth- 
ers receiving  these  drugs 

PRECAUTIONS 

1 A complete  medical  and  family  history  should  be  taken  prior  to  the  initiation  of  oral  con- 
traceptives The  pretreatmeni  and  periodic  physicat  examinations  should  include  special 
reference  to  btood  pressure,  breasts,  abdomen,  and  pelvic  organs,  including  Papanicolaou 
smear  and  relevant  laboratory  tests  As  a general  rule,  oral  contraceptives  should  not  be 
prescribed  lor  longer  than  one  year  without  another  examination 

2 Preexisting  uterine  leiomyomata  may  increase  in  size 

3 Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and  Ihe  drug 
discontinued  if  depression  recurs  to  a serious  degree 

4 Oral  contraceptives  may  cause  fluid  retention  and  should  be  prescribed  with  caution, 
and  only  with  careful  monitoring,  in  patients  with  conditions  which  might  be  aggravated 

5 Patients  with  a past  history  of  jaundice  during  pregnancy  have  an  increased  risk  of 
recurrence  of  jaundice  If  jaundice  develops,  Ihe  medication  should  be  discontinued 

6 Steroid  hormones  may  be  poorly  metabolized  and  should  be  administered  with  caution 
in  patients  with  impaired  liver  function 

7 Users  may  have  disturbances  in  normal  tryptophan  metabolism,  which  may  result  in  a 
relative  pyridoxme  deficiency 

8 Serum  folate  levels  may  be  depressed 

9 The  pathologist  should  be  advised  of  oral  contraceptive  therapy  when  relevant  speci- 
mens are  submitted 

10  (jertain  endocrine  and  tiver  function  tests  and  blood  components  may  be  affected 
(a)  Increased  sultobromophthalein  retention  (b)  Increased  prothrombin  and  factors  VII. 

VIII,  IX.  and  X.  decreased  antithrombin  3,  increased  norepinephrine-induced  platelet  aggre- 
gabilily  (c)  Increased  thyroid-binding  globulin  (TBG)  leading  to  increased  circulating  total 
thyroid  hormone  (d)  Decreased  pregnanediol  excretion  (e)  Reduced  response  to  metyra- 
pone  lest 

Drug  Interactions:  Reduced  efficacy  and  increased  incidence  ol  breakthrough  bleeding 
have  been  associated  with  concomitant  use  of  rifampin  A similar  association  has  been  sug- 
gested with  barbiturates,  phenylbutazone,  phenyloin  sodium,  tetracycline,  and  ampicillin 

ADVERSE  REACTIONS 

An  increased  risk  of  the  following  serious  adverse  reactions  has  been  associated  with  oral 
contraceptives  thrombophlebitis,  pulmonary  embolism,  coronary  thrombosis,  cerebral 
thrombosis,  cerebral  hemorrhage,  hypertension,  galtbladder  disease,  benign  hepatomas, 
congenital  anomalies 

There  is  evidence  of  an  association  between  Ihe  following  conditions  and  Ihe  use  of  oral 
contraceptives,  although  additional  confirmatory  studies  are  needed  mesenteric  thrombo- 
sis, neuro-ocular  lesions,  eg,  retinal  thrombosis  and  optic  neuritis 
The  lollowing  adverse  reactions  have  been  reporteri  in  patients  receiving  oral  contracep- 
tives and  are  believed  to  be  drug  related  nausea  and/or  vomiting,  usually  the  most  com- 
mon adverse  reactions,  occur  in  approximately  10%  or  less  of  patients  during  the  first  cycle 
Other  reactions,  as  a general  rule,  are  seen  much  less  frequently  or  only  occasionally 
gastrointestinal  symptoms,  breakthrough  bleeding,  spotting,  change  in  menstrual  flow 
dysmenorrhea,  amenorrhea  during  and  alter  treatment,  temporary  infertility  after  discon- 
tinuance ol  treatment,  edema,  chloasma  or  melasma,  breast  changes,  change  in  weight, 
change  in  cervical  erosion  and  cervical  secretion;  possible  diminution  in  lactation  when 
given  immediately  postpartum,  cholestatic  jaundice,  migraine,  increase  in  size  of  uterine 
leiomyomata,  rash  (allergic),  mental  depression,  reduced  tolerance  to  carbohydrates, 
vaginal  candidiasis,  change  in  corneal  curvature,  intolerance  to  contact  lenses 
The  following  adverse  reactions  have  been  reported  and  the  association  has  been  neither 
confirmed  nor  refuted  premenstrual-like  syndrome,  cataracts,  changes  m tibido,  chorea, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizziness,  hirsutisrh, 
loss  of  scalp  hair  erythema  multiforme,  erythema  nodosum,  hemorrhagic  eruption,  vaginitis 
porphyria 

Special  Notes  on  Administration 

Menstruation  usually  begins  two  or  three  days,  but  may  begin  as  late  as  Ihe  fourth  or  fifth 
day,  alter  discontinuing  medication 

After  several  months  on  treatment,  bleeding  may  be  reduced  to  a point  of  virtual  absence, 
reduced  flow  may  be  a result  ol  medication  and  not  indicative  of  pregnancy 
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only  development  of  excellent  medical  minds  but  also 
the  introducation  to,  awareness  of,  and  practice  in 
complex  social  concerns. 

In  this  article  we  present  the  results  of  a November 
1984  survey  taken  of  the  medical  student  body  at  the 
University  of  Alabama  School  of  Medicine  (UASOM). 
It  is  our  aim  to  shed  light  on  some  characteristics  of  this 
group  concerning  student  demographics,  life-styles, 
and  attitudes  on  medical  education,  practice  patterns 
and  social  issues.  None  of  these  matters  is  addressed 
systematically  or  directly  in  the  basic  medical  educa- 
tion process  of  the  medical  student. 

Having  done  so,  it  is  hoped  that  we  can  continue  the 
dialogue  concerning  the  development  of  the  best  physi- 
cians possible  to  deal  with  the  medical  problems  of  the 
21st  Century  by  presenting  some  of  the  life-style  activi- 
ties and  social  perspectives  of  medical  students. 

Methodology 

The  55-question  survey  was  distributed  to  the  entire 
medical  student  body  (613  students)  at  UASOM  in 
November,  1984.  The  survey  was  initiated  and  carried 
out  under  the  auspices  of  the  student  chapter  of  the 
AM  A.  The  first  and  second  year  students  received  their 
surveys  through  their  student  boxes  at  school.  The  third 
and  fourth  year  students,  being  assigned  to  campuses  in 
Birmingham,  Huntsville,  and  Tuscaloosa,  received 
and  returned  their  surveys  through  the  U.S.  mail.  The 
students  were  encouraged  to  answer  all  questions.  The 
use  of  names  was  not  required.  Answers  were  placed  on 
standard  computer  answer  sheets  used  for  student  ex- 
aminations, with  the  results  computer  calculated. 

All  but  four  of  the  questions  were  written  by  the 
authors  with  input  from  other  students.  The  remaining 
four  questions  were  adapted  from  other  sources  of 
similar  investigations.  Many  more  questions  were 
possible  but  not  included  because  of  the  relationship 
between  questionnaire  length  and  favorable  rates  of 
return.  To  keep  the  report  within  manageable  limits, 
only  significant  results  are  discussed  in  this  article, 
although  the  tables  contain  data  on  other  findings. 

Respondents 

Of  the  613  enrolled  medical  students,  191  (31%) 
responded.  Second  year  medical  students,  which  in- 
cludes two  of  the  authors,  had  a 56%  response  rate  and 
the  third  year  class  had  only  a 15%  return.  While  the 
overall  response  rate  is  acceptable,  the  range  between 
the  second  and  third  year  classes  is  too  extreme  to 
permit  valid  class  by  class  comparison. 

“Typical”  Medical  Student 

Certain  modal  characteristics  of  the  UASOM  medi- 
cal student  body  show  that  the  typical  medical  student 
is  a white  single  male.  Republican,  student  AMA  mem- 
ber, between  23  - 25  years  of  age,  whose  nonphysician 
parents  make  over  $50,000  and  live  in  a town  of  less 
than  100,000  people. 
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TABLE  1 


TABLE  2 


Medical  Student  Survey,  UASOM,  November,  1984: 
Rate  of  Return  and  Representation  of  Sample 


Rate  of  Return 

Class  Level 

MS  I MS  II  MS  III  MS  IV  Total 

Number  in  Class 

152  144  156 

161  613 

Number  of  Respondents  40  80  23 

48  191 

Percent  Response 

26  56  15 

30  31 

Representation  of  Sample 

Respondents 

Enrolled 

Percent  Males 

72 

75 

Percent  Females 

28 

25 

Percent  Blacks 

2 

4 

Percent  Rural 

7 

12 

Results 

This  section  is  divided  into  four  major  components 
reflecting  a particular  dimension  of  the  medical  stu- 
dent’s view  of  the  medical  education  process.  The  four 
parts  represent  themes  created  by  the  clustering  of 
questions  of  similar  intent  and  are:  student  life-style, 
medical  education  concerns,  medical  practice  expecta- 
tions, and  social  issues  orientation. 

Student  Life-Style 

An  understanding  of  the  student  life-style  is  impor- 
tant because  it  is  assumed  that  physicians  should  prac- 
tice “what  medicine  preaches’’  and  students  need  to 
begin  practicing  healthy  habits  they  would  recommend 
to  their  patients.  In  addition,  we  wanted  to  see  how  the 
current  medical  education  process  promotes  these  life- 
styles. 

Our  survey  shows  that  formal  traditional  studying 
(cracking  the  books),  decreases  with  each  successive 
year.  Naturally  the  largest  decrease  occurs  in  the  third 
and  fourth  year  when  emphasis  is  placed  more  on 
application  and  experience  rather  then  on  textbooks  and 
exams. 

Only  6%  of  the  students  stated  that  they  used  tobacco 
products  on  a regular  basis.  In  comparison,  about  14% 
of  practicing  physicians  smoke. ^ This  can  only  benefit 
future  patients  of  these  future  physicians  since  it  has 
been  shown  that  nonsmoking  physicians  counsel  their 
patients  against  smoking  more  aggressively  than  physi- 
cians who  themselves  smoke. ^ A smoke  free  society 
and  the  withholding  of  government  subsidies  to  the 
tobacco  industry  were  looked  upon  with  favor  by  the 
students. 

Three  of  the  four  questions  concerning  alcohol  con- 
sumption were  taken  from  a study  on  screening  for 
alcoholism."*  These  questions  are  similar  to  those  used 
on  the  Michigan  Alcoholic  Screening  Test.^  The  study 
concluded  that  an  affirmative  answer  to  any  one  of  the 


UASOM  Medical  Student  Characteristics  by 
Class  Level  in  Percent 


Characteristics 

MS  I 

Class  Level 

MS  II  MS  III  MS  IV 

Total 

Age 

22  and  under 

33 

6 

— 

— 

9 

23-25 

44 

72 

76 

37 

58 

26-28 

10 

14 

16 

39 

19 

29-31 

8 

6 

4 

12 

8 

Over  31 

5 

1 

4 

12 

5 

Gender 

Male 

80 

73 

60 

74 

72 

Female 

21 

27 

40 

27 

28 

Marital  Status 

Single 

72 

69 

64 

53 

65 

Married 

28 

31 

36 

47 

35 

Number  of  Children 

0 

87 

95 

100 

88 

93 

1 

5 

4 

- 

12 

5 

Black 

— 

3 

- 

4 

2 

White 

97 

95 

100 

96 

96 

Other 

3 

3 

- 

- 

2 

AMA  Member 

Yes 

85 

59 

72 

72 

69 

No 

13 

41 

28 

28 

30 

Physician  in  Family 

Father/Mother 

10 

10 

4 

4 

8 

Brother/Sister 

— 

3 

4 

2 

2 

A/U/C/GP 

8 

15 

16 

12 

12 

Combination 

10 

10 

8 

6 

9 

None 

69 

62 

68 

76 

68 

Hometown  Population 

0-5,000 

18 

8 

8 

25 

14 

5,000-10,000 

5 

6 

16 

8 

8 

10,000-25,000 

10 

13 

8 

6 

10 

25,000-100,000 

13 

24 

40 

22 

23 

Greater  than  100,000 

54 

47 

28 

39 

45 

Parent’s  Income 

$0-10,000 

3 

- 

- 

6 

2 

$10,000-20,000 

5 

10 

4 

12 

9 

$20,000-30,000 

13 

15 

12 

16 

15 

‘ $30,000-40,000 

31 

14 

16 

12 

17 

Greater  than  $40,000 

49 

53 

68 

35 

50 

three  questions  had  a 96%  correlation  among  suspected 
alcoholics  or  their  relatives.  With  these  facts  in  mind,  it 
is  plausible  to  suggest  that  alcoholism  among  the 
medical  students  may  have  a prevalence  rate  of  5%  or 
more. 

One  question  was  devoted  to  the  use  of  illegal  drugs. 
Five  percent  (5%)  of  the  students  stated  they  used  such 
drugs  occasionally  and  2%  stated  they  used  them  reg- 
ularly. These  figures  are  well  below  a survey  taken  at 
an  American  Medical  Student  Association  regional 
conference.^  This  survey  by  Epstein  and  Eubanks 
found  that  27.4%  of  the  students  used  marijuana, 
10.8%  cocaine,  6.9%  stimulants,  and  9.9%  tranquiliz- 
ers. Why  there  is  such  a discrepancy  between  our 
survey  and  theirs  cannot  be  determined;  perhaps  the 
fear  of  being  identified  and  the  resulting  consequences 
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You  know  it's  not  your 
everyday  patient  problem. 
Alcoholism  is  far  different 
from  most  other  diseases. 
Patients  try  to  hide  it  from 
you.  They  resist  treatment, 
They  deny  they  have  the 
disease  at  all. 

Such  a complex  physical 
and  emotional  problem 
usually  requires  extensive 
evaluation.  And  interven- 


tion counseling  is  frequently 
needed. 

If  you  are  a specialist  in 
addiction  treatment,  you're 
equipped  to  deal  with  these 
problems.  If  not,  consider 
Brookwood  Recovery  Cen- 
ter as  your  specialist  and 
partner  in  the  treatment  of 
alcoholism  and  drug  abuse. 
We're  a specialized  facility 
staffed  to  serve  both  your 


patient  and  patient's  family. 
Our  nationally  recognizea 
treatment  promams  have 
given  us  one  of  the  best  re- 
covery rates  in  the  country. 
And  once  recovered,  your 
patients  and  their  families 
return  to  being  the  kind  of 
patients  that  let  you  help 
them  once  again. 

For  further  information  on 
how  a Brookwood  Recovery 


Center  can  help  you  effec- 
tively treat  this  problem, 
call  our  treatment  center  in 
Binningham  (205/877-1740) 
ie  (205/633-0900) 
,da^ 


or  Mob 
anytime 


(20 
ly  or  night 
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TABLE  3 


L'ASOM  Medical  Student  Lifestyle  by  Class  Level  in  Percent 


Lifestyle 

MS  I 

Class  Level 

MS  II  MS  III  MS  IV 

Total 

Hours  of  Study  per  Day 

0-3 

15 

24  76 

80 

43 

3-6 

54 

54  20 

20 

42 

6-9 

26 

14  4 

— 

11 

>9 

5 

6 — 

— 

4 

Alcohol  (drinks  per  week) 

0 28 

35  40 

33 

34 

1-3 

49 

45  44 

53 

46 

4-8 

13 

13  8 

12 

12 

9-12 

8 

4 8 

2 

5 

>12 

3 

4 — 

— 

2 

Family  Objections  — 

Amount  of  Alcohol 

Consumed  is 

Excessive'* 

Yes 

15 

13  24 

4 

12 

No 

62 

65  64 

74 

67 

Do  Not  Drink 

23 

22  12 

22 

21 

Self-opinion  — Amount  of  Alcohol  Consumed  is  Excessive'* 


Yes 

13 

13 

12 

2 

10 

No 

64 

67 

76 

78 

71 

Do  Not  Drink 

23 

19 

12 

20 

19 

Others  opinion  — Amount  of  Alcohol  Consumed  is  Excessive' 

Yes 

10 

6 

— 

2 

5 

No 

64 

74 

88 

78 

75 

Do  Not  Drink 

23 

19 

12 

20 

19 

Regular  Use  of  Tobacco 

Yes 

8 

6 

4 

6 

6 

No 

90 

94 

96 

92 

93 

Type  of  Tobacco  Product 
Chewing/Snuff  18 

10 

4 

9 

Cigarettes 

5 

8 

4 

6 

6 

Cigars 

— 

— 

— 

— 

0 

Pipe 

3 

1 

— 

2 

2 

Combination 

3 

— 

— 

— 

1 

Illegal  Drug  Use 

Never 

56 

58 

80 

59 

61 

Tried 

28 

32 

12 

27 

28 

Occasional 

5 

4 

4 

10 

5 

Regular 

3 

4 

— 

— 

2 

Weight 

Under 

5 

5 

— 

2 

4 

Normal 

80 

78 

88 

80 

79 

Over 

15 

17 

12 

18 

17 

Regular  Excercise 

Yes 

49 

39 

36 

51 

44 

No 

49 

60 

64 

49 

56 

Seatbelt  Use 

Never 

3 

9 

4 

4 

5 

Occasional 

23 

23 

12 

20 

22 

Often 

23 

14 

20 

14 

17 

All  the  Time 

51 

53 

64 

61 

55 

Contemplated  Suicide 

Never 

90 

80 

80 

76 

81 

Prior  to  Med.  School 

8 

10 

8 

8 

9 

During  First  Year 

— 

6 

4 

8 

5 

During  Second  Year 

— 

1 

4 

— 

1 

All  the  Time 

— 

— 

4 

2 

1 

were  increased  in  the  local  sample. 

Suicide  by  physicians  seems  to  be  getting  a lot  of 
press  these  days.  It  is  often  said  that  we  in  the  U.S.  lose 
the  equivalent  of  an  average  size  medical  school  class 
to  suicide  each  year.^  Sixteen  percent  (16%)  of  the 
UASOM  students  stated  that  they  had  contemplated 
suicide  at  one  time  or  another.  More  specifically,  7% 
had  contemplated  suicide  while  in  medical  school.  One 
percent  (1%)  contemplated  suicide  “all  the  time.” 

Using  a chart  based  on  the  Metropolitan  Life  tables, 
only  17%  of  the  students  were  overweight.  In  addition, 
56%  of  the  students  stated  that  they  did  not  exercise  on 
a regular  basis.  A survey  of  a county  medical  society  in 
California  found  that  58%  of  their  members  were  over- 
weight and  73%  did  “not  get  enough  exercise.”^  How 
much  of  this  better  showing  by  medical  students  is 
attributed  to  the  inherent  younger  age  and  how  much  of 
this  is  due  to  greater  conviction  of  personal  health 
habits  cannot  be  determined. 

The  regular  use  of  seat  belts  is  a habit  which  55%  of 
the  students  practice.  According  to  a public  Gallop 
poll,®  this  practice  is  performed  consistently  by  only 
25%  of  the  general  population.  This  descrepancy  may 
be  due  to  the  age  generational  difference  in  that  young- 
er people  are  more  prone  to  use  seat  belts  than  older 
citizens. 

Medical  Education  Concerns 

Before  medical  students  have  attended  their  first 
lecture,  they  have  already  successfully  navigated 
around  one  of  the  greatest  obstacles  between  them  and  a 
medical  degree,  admission  to  a medical  school.  Over  a 
third  of  the  students  at  UASOM  have  applied  to  medi- 
cal school  more  than  one  time.^  Between  two  of  the 
authors,  a total  of  eight  years  was  spent  trying  to  gain 
admission  to  medical  school.  On  the  subject  of  limiting 
medical  school  enrollment,  it  is  surprising  that  17%  felt 
that  it  would  harm  U.S.  health  care,  while  25%  felt  it 
would  have  no  effect  and  45%  felt  it  would  help. 

In  the  last  few  years  the  availability  of  federal  loans 
has  been  shrinking.  Now  there  is  talk  of  cutting  Medic- 
aid and  Medicare,  which  would  certainly  have  an  effect 
on  post  graduate  education  (i.e.  no  compensation  for 
residents  or  the  cutting  back  of  residency  positions). 
According  to  figures  obtained  from  the  UAB  Financial 
Aid  Office,  67%  of  the  students  received  financial  aid. 
Similarly,  our  survey  indicated  that  67%  of  the  students 
rely  on  loans  to  pay  for  part  of  their  medical  education, 
while  28%  received  some  type  of  scholarship  to  help 
meet  expenses.  This  finding  is  not  inconsistent  with  the 
general  knowledge  that  the  cost  of  obtaining  a medical 
degree  is  very  high. 

The  perceived  competition  from  Foreign  Medical 
Graduates  (FMGs)  can  be  inferred  by  the  way  the 
students  think  about  how  freely  FMGs  should  be 
allowed  to  practice  in  the  United  States.  Eighty-five 
percent  (85%)  of  the  students  stated  that  FMGs  should 
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be  allowed  in  the  U.S.  under  some  kind  of  restrictions, 
with  57%  feeling  that  these  restrictions  should  be  quite 
strict,  and  an  additional  8%  felt  that  FMGs  should  not 
even  be  allowed  in  the  U.S.  Our  interpretation  is  that 
medical  students  are  quite  protective  of  their  careers  at 
this  early  juncture  because  of  the  competition  for  res- 
idency slots  and  the  high  costs  of  obtaining  a medical 
degree.  Concern  about  the  quality  of  training  of  FMGs 
could  explain  medical  students’  belief  that  FMGs  must 
have  restrictions  on  how  they  practice.  This,  however, 
may  be  more  of  a concern  of  practicing  physicians  than 
medical  students.  We  regret  not  having  made  the  dis- 
tinction between  native  bom  FMGs,  and  foreign  bom 
FMGs,  in  our  survey. 


TABLE  4 

UASOM  Medical  Student  Education  Concerns 
by  Class  Level  in  Percent 


Education  Concerns 

MS  I 

Class  Level 

MS  II  MS  III  MS  IV 

Total 

Payment  Of  Tuition 

Self 

13 

22 

— 

31 

19 

Self/Parents 

18 

8 

20 

10 

11 

Self/Parents/Other 

31 

30 

48 

29 

32 

Self/Other 

21 

18 

12 

25 

20 

Parents 

18 

23 

20 

6 

18 

Loans 

Yes 

62 

68 

40 

84 

67 

No 

36 

32 

60 

16 

33 

Scholarship 

Yes 

15 

26 

40 

35 

28 

No 

85 

74 

60 

65 

72 

Foreign  Medical  Graduates 

No  Restrictions  10 

3 

4 

3 

Liberal  Quotas 

13 

13 

12 

10 

12 

Strict  Quotas 

56 

55 

72 

53 

57 

Train/No  Practice 

15 

14 

8 

22 

16 

Not  Allowed 

3 

12 

4 

6 

8 

Limiting  Enrollment 

Harmful 

31 

17 

8 

10 

17 

No  Effect 

26 

28 

16 

29 

25 

Helpful 

31 

41 

68 

49 

45 

Medical  Practice  Expectations 

Six  questions  were  focused  on  the  students’  expecta- 
tions of  their  future  medical  practices  and  covered  post 
graduate  specialty  intent,  income  and  location  expecta- 
tions, and  degree  of  changes  needed  in  the  health  care 
field.  Students,  by  the  first  quarter  of  their  fourth  year, 
had  decided  their  next  step.  Ninety-seven  percent 
(97%)  of  the  seniors  had  narrowed  or  decided  their 
specialty.  Interestingly,  nearly  60%  of  the  first  year 
medical  students  had  narrowed  their  choices  of  post 
graduate  specialties,  which  is  higher  than  expected. 

Regarding  practice  sites,  most  students  expect  to 
settle  in  communities  larger  than  25 ,000,  with  a third  of 


these  desiring  to  live  in  cities  of  over  100,000.  This 
expectation  of  practice  location  is  slightly  different 
from  the  distribution  of  the  size  of  the  students’  home 
towns.  In  comparison,  there  is  a shift  from  the  larger 
urban  cities  (over  100,000)  to  the  suburban  environ- 
ment (25,000  to  100,000). 

The  students’  income  expectations  showed  50%  ex- 
pecting between  $75,000  to  $150,000.  This  is  a realis- 
tic expectation  since  the  average  practicing  physician 
makes  just  over  $100,000.  Curiously,  7%  of  the  stu- 
dents anticipate  incomes  of  less  than  $50,000. 

While  22%  of  the  students  think  that  physicians  are 
“somewhat  overpaid,’’  none  believe  they  are  “grossly 
overpaid.’’  Nearly  70%  think  physicians  are  paid  what 
they  are  worth. 

Students  were  also  asked  whether  they  would  accept 
Medicare  assignment.  Fifty  percent  (50%)  said  yes  and 
10%  said  no.  In  contrast,  students  have  a higher  accept- 
ance of  Medicare  assignment  policy  than  their  practic- 
ing colleagues.  We  realize  that  medical  students  aren’t 
faced  with  the  costs  of  operating  a medical  practice  or 
the  fiscal  problems  that  go  with  one. 

Due  to  the  ongoing  changes  in  the  health  care  field, 
medical  students  were  queried  about  their  view  of  the 
American  health  care  system.  Over  65%  thought  that 
fundamental  changes  were  needed  to  make  it  work 
better,  although  the  system  didn’t  need  and  entire  over- 
haul. The  1983  Equitable  survey  showed  that  48%  of 
practicing  physicians  had  a similar  view.*® 

Social  Issue  Orientation 

Medical  students  are  usually  not  viewed  as  being 
concerned  about  global  issues;  but  interested  in  such 
things  as  the  cellular  pathophysiology  of  various  dis- 
ease entities.  However,  85%  thought  efforts  to  curb  the 
world’s  population  was  either  a major  issue  (71%)  or 
the  most  important  issue  facing  the  world  today  (14%). 

The  students  are  split  on  the  issue  of  drunk  driving. 
While  44%  stated  no  change  in  the  law  is  necessary, 
46%  stated  that  the  punishment  should  be  more  severe, 
that  is,  either  handling  the  offense  as  a felony  or  requir- 
ing that  the  offender  serve  a mandatory  jail  term. 

While  abortion  is  a controversial  issue,  it  does  find 
support  in  society  and  the  medical  community.  Only 
7%  of  the  students  feel  that  abortion  should  be  prohib- 
ited by  law,  38%  feel  it  should  be  allowed  under  certain 
conditions,  and  fully  half  of  the  students  (50%)  feel  that 
abortion  should  be  allowed  without  limits.  Available 
Gallup  polls**  show  that  51%  of  the  public  favor  abor- 
tion and  46%  oppose  it. 

Many  physicians  have  formed  organizations  dis- 
couraging nuclear  war  and  the  use  of  nuclear  weapons. 
According  to  our  survey,  62%  of  the  students  are  satis- 
fied with  the  current  situation,  27%  felt  that  nuclear 
weapons  should  be  destroyed,  and  4%  thought  nuclear 
weapons  should  be  improved  and  expanded.  According 
to  a Gallup  poll, 998  78%  of  the  general  public  favor  a 
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freeze  while  18%  oppose  it. 


TABLE  6 


TABLE  5 


U.ASOM  Medical  Student  Medical  Practice  Expectations 
by  Class  Level  in  Percent 


Medical  Practice 

MS  I 

Class  Level 

MS  II  MS  III  MS  IV 

Total 

Anticipated  Specialty 

Sure 

3 

8 

12 

67 

22 

Narrowed 

56 

63 

68 

31 

55 

No  Idea 

36 

26 

16 

2 

20 

Population  — Practice  Site 
0-5,000  5 

4 

3 

5,000-10,000 

10 

5 

— 

8 

5 

10,000-25,000 

18 

12 

16 

18 

15 

25,000-100,000 

18 

44 

56 

37 

39 

Greater  than  100,000 

41 

31 

24 

33 

32 

Expected  Income 

$0-25,000 

5 

— 

— 

4 

2 

$25,000-50,000 

5 

8 

8 

2 

5 

$50,000-75,000 

10 

32 

32 

37 

29 

$75,000-150,000 

59 

47 

40 

49 

50 

Greater  than 

$150,000 

15 

10 

16 

4 

11 

Medicare  Assignment 

Yes 

28 

68 

48 

41 

50 

No 

18 

8 

12 

4 

10 

Don’t  Know 

51 

24 

36 

53 

39 

Physician  Pay 

Grossly  Underpaid 

— 

3 

— 

2 

2 

Underpaid 

— 

4 

8 

6 

4 

Adequate 

62 

72 

68 

69 

69 

Overpaid 

36 

19 

24 

18 

22 

Grossly  Overpaid 

— 

— 

— 

— 

— 

Healthcare  System 

Minor  Changes 

Needed 

46 

28 

36 

20 

31 

Major  Changes 

Needed 

46 

69 

64 

74 

65 

Rebuild  System 

5 

3 

— 

4 

3 

Conclusions 

1985  Graduating  Class  — A Snapshot 
This  survey  reflects  the  composite  understanding  of 
the  undergraduate  medical  student  body  at  UASOM. 
Of  some  interest  is  the  typical  medical  student  about  to 
graduate.  Alabama  citizens  can  expect  the  majority  of 
them  to  head  to  towns  larger  than  25,000  people,  ex- 
pecting incomes  of  $75,000  to  $150,000,  and  feeling 
that  major  changes  are  needed  in  the  present  health  care 
system.  These  students  will  be  good  candidates  for  the 
alternative  systems  of  HMOs,  IPAs,  and  free  standing 
convenience  care  centers. 

Promoting  Positive  Life-Style  in  Medical  School 
Medical  educators  are  well  aware  of  the  stresses 
imposed  on  the  medical  student.  The  contributing  fac- 
tors to  stress  on  the  medical  student  run  the  gamut  from 


UASOM  Medical  Student  Social  Perspectives 
by  Class  in  Percent 


Social  Issues 

MS  I 

Class  Level 

MS  II  MS  III  MS  IV 

Total 

Smoke  Free  Society 

No  Concern 

10 

8 

4 

6 

8 

Government  Goal 

— 

3 

— 

4 

2 

AMA  Goal 

31 

28 

36 

31 

30 

Gov’t/AMA  Goal 

54 

58 

60 

57 

57 

Tobacco  Subsidy 

Yes 

8 

8 

4 

4 

6 

No 

72 

74 

76 

63 

72 

No  Concern 

15 

14 

20 

27 

18 

Drunk  Driving 

Non-issue 

— 

— 

— 

4 

1 

Misdemeanor 

8 

5 

— 

6 

5 

Status  Quo 

62 

47 

44 

29 

44 

Mandatory 

Imprisonment 

13 

17 

28 

35 

23 

Felony 

18 

27 

24 

22 

23 

Seatbelt  Law 

Yes 

49 

60 

76 

63 

61 

No 

49 

39 

24 

31 

37 

Child  Abuse 

Non-issue 

3 

— 

— 

— 

— 

Minor  Issue 

8 

1 

4 

2 

3 

Major  Issue 

74 

73 

80 

82 

76 

Major  Personal 

Concern 

15 

24 

16 

16 

20 

Abortion 

Prohibited 

8 

8 

4 

6 

7 

Conditional 

44 

38 

48 

29 

38 

Upon  Request 

46 

51 

48 

55 

50 

World  Population 

Non-issue 

3 

3 

— 

— 

2 

Minor  Issue 

18 

9 

12 

12 

12 

Major  Issue 

72 

73 

56 

76 

71 

Major  Global  Issue 

8 

14 

28 

12 

14 

Organ  Purchasing 

Yes 

36 

23 

32 

18 

26 

No 

51 

73 

68 

65 

66 

Nuclear  Weapons 

Destroy 

21 

30 

24 

27 

27 

Status  Quo 

26 

15 

32 

20 

21 

Parity 

41 

40 

32 

47 

41 

Improve/Expand 

3 

6 

4 

— 

4 

financing  one’s  education,  to  the  long  hours  of  study,  to 
performing  satisfactorily  on  exams,  to  maintaining 
one’s  personal  ties  to  friends  and  family.  The  effects  of 
stress  can  be  seen  in  the  survey  questions  addressing 
medical  student  life-style. 

It  is  interesting  to  see  the  amount  of  attention  given  to 
the  dangers  of  excessive  stress  in  the  lay  press.  These 
articles  usually  quote  one  or  more  studies  by  members 
of  the  medical  community.  Excessive  stress  runs  coun- 
ter to  the  tenets  of  disease  prevention  (i.e.,  regular 
exercise,  balanced  meals,  interaction  with  friends  and 
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PimiCIANS,  A WEEKEND 
WITH  THE  RESERVE 
ISN'T  JUST  ANOTHER  DAY 
AT  THE  OFFICE. 


It’s  not  just  different  in  the  Army  Reserve, 
there  are  opportunities  to  explore  other 
phases  of  medicine,  to  add  knowledge,  and 
to  develop  important  administrative  skills. 
There  are  enough  different  needs  to  fill  right 
in  your  local  Army  Reserve  unit  to  make  a 
weekend  a month  exciting  and  rewarding. 

Explore  the  possibilities.  Call  our  officer 
counselor: 

USAR  AMEDD  Procurement 
1933  Montgomery  Highway 
Suite  140 

Birmingham,  AL  35209 
(205)  933-2131/2143 


ARMY  RESERVE.  BE  AUYOU  CAN  BE. 


relatives).  It  is  ironic  then  that  in  the  process  of  educat- 
ing future  members  of  the  medical  community  such 
concerns  have  little  importance. 

Our  survey  shows  medical  students  at  UASOM  to  be 
practicing  both  positive  and  negative  health  habits.  For 
example,  positively  speaking  only  6%  stated  they  reg- 
ularly used  tobacco  products  and  2%  regularly  used 
drugs  considered  illegal.  A few  negative  health  habits 
are:  56%  do  not  regularly  exercise,  17%  are  over 
weight,  5%  have  a problem  with  alcohol,  and  7%  have 
contemplated  suicide  while  in  medical  school. 

It  appears  to  us  that  medical  educators  need  to 
assume  greater  responsibility  for,  and  sensitivity  to,  the 
life-styles  of  medical  students  and  not  just  their 
academic  endeavors.  Since  this  survey  indicates  there 
are  medical  students  who  have  various  types  of  prob- 
lems, why  should  attempts  be  made  to  aid  only  those 
students  who  are  academically  troubled?  Shouldn’t  the 
role  of  medical  educators  include  educating  students  on 
such  nonacademic  subjects  as  stress  management,  debt 
management,  physician  impairment,  divorce,  and 
suicide,  etc. , with  the  idea  of  early  detection  and  possi- 
ble prevention?  After  all,  these  future  physicians  will 
be  expected  to  counsel  their  patients  about  these  very 
same  problems. 

Other  schools  have  developed  and  made  available 
support  programs  of  different  types . ' * ’ * ^ Through  such 
programs,  minor  problems  such  as  saving  money  on 
textbooks,  to  major  personal  problems  are  handled  or 
referred  to  the  proper  personnel.  Couldn’t  such  a pro- 
gram be  incorporated  into  the  standard  medical  curricu- 
lum? 

In  summary,  more  than  one  professor,  during  the 
basic  years,  will  review  the  importance  of  oxidative 
phosphorylation  and  Starling’s  law.  Can  such  be  said 
about  such  concepts  as  stress  management,  physical 
fitness,  alcoholism,  and  suicide? 

Realizing  that  the  medical  school  curriculum  is  a 
tightly  structured  package,  ways  must  be  found  to  con- 
tinue instructional  improvement.  Given  the  significant 
decrease  in  formal  study  time  from  the  first  year  to  the 
fourth  year,  what  new  uses  of  that  time  might  be  con- 
structed? The  courses  on  social  issues  will  require 
different  instructional  methodologies  not  common  to 
traditional  medical  styles  of  teaching. 

A Closing  Note 

Many  of  the  recommended  changes,  both  in  this 
paper  and  in  the  myriad  of  other  reports,  are  not  un- 
known to  medical  educators.  However,  there  is  a per- 
ceived belief  among  students  that  the  changes  look  only 
at  the  implications  from  the  minds  of  the  faculty  and  do 
not  seriously  consider  how  the  student  can  be  a part  of 
the  curriculum  changes.  This  paper,  even  with  its 
known  research  limitations  and  inability  to  cover  all 
possible  curriculum  components,  suggests  a valuable 
resource  in  planning  the  changes  in  medical  education 


curriculum  in  the  user  of  the  system,  namely  the  stu- 
dents. This  is  analogous  to  the  practice  of  medicine  in 
which  the  patient  (student)  is  equally  important  in  the 
process  of  patient  care  (education)  and  needs  to  be 
involved  fully  in  the  prescription  (cirriculum). 
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On  nitrates, 
but  angina  still 
strikes... 


Aftera  nitrate, 
add  VSOVnN 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTIK 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 


Contraindications;  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g.,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker.  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D.C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3“  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued  Precautions;  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%),  AV  block: 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported. 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness, claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side.  Revised  August,  1984.  2385 
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and  if  I don’t  use 
them,  they  continue 
to  earn  interest.” 

— L.A.  Fulcher 


“I  put  myself  and 
my  children  through 
school  with  Savings 
Bonds.  They’re 
great! 

—Ken  Sclater,  Jr. 


“I  save  them,  but 
when  I want  some- 
thing extra,  I know 
they’re  there.  They’re 
great  for  emergencies.” 

—Jose  Acosta 


U.S.  Savings  Bonds  now  offer 
higher,  variable  interest  rates  and  a 
guaranteed  return.  Your  employees 
will  appreciate  that.  TTiey’ll  also 
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CATALOG  OF  CME  TAPES  AVAILABLE  FOR  FREE  CHECKOUT 


Listed  below  is  a catalog  of  videocassette  tapes  available  for  free  checkout  from  the  MAS  A Education  Department. 
Earlier  tapes  (issued  in  1975-80)  are  not  listed,  but  are  available.  These  tapes,  produced  by  the  Network  of 
Continuing  Medical  Education,  deal  with  a great  variety  of  medical  topics  of  interest  to  Alabama  physicians.  These 
tapes  should  make  a very  interesting  program  for  medical  societies,  inservice  gatherings  or  just  further  information 
for  one  physician.  Each  program  qualifies  for  CME  credit.  Some  are  approved  for  Category  I credit  ( indicated  with 
an  asterisk);  all  others  will  qualify  for  Category  II  credit.  Study  material  will  accompany  each  tape.  To  view  these, 
you  will  need  access  to  a color  television  set  and  a videocassette  player  that  can  play  V4"  tapes  or  one  that  can  play  V2" 
tapes  in  the  VMS  format.  To  get  these  tapes,  simply  write  or  call  the  Education  Department  toll  free  1 -800-392-5668 
or  263-6441  and  let  us  know  the  number  of  the  tape  desired.  These  are  available  normally  for  a two  week  period  but 
extensions  can  be  granted,  if  needed,  for  further  viewing. 


Released  in  1985 

NCME  SPECIAL  — National  Antibiotic  Therapy  Update  III 

*458  Acquired  Immune  Deficiency  Syndrome:  An  Updated  Review. 
*457  Drug  Abuse  in  Adolescents. 

*456  Physical  and  Sexual  Abuse  of  Children:  The  Physician’s  Role  in 
Recognition  and  Intervention. 

455  Radiographs  in  the  Diagnosis  of  Sinusitis.  Cervical  Degenerative 
Arthritis:  A Practical  Approach  to  Treatment.  The  Workup  for  Aller- 
gic Rhinitis  in  Adults  and  Children. 

*454  Withholding  and  Withdrawing  Life  Support. 

453  Hypertension  in  the  Elderly.  Failure  to  Thrive  (Infant  or  Adolescent). 
*452  The  ABCs  of  DRGs:  Practical  Implications  of  Prospective  Payment. 
451  Transfusion  in  Anemia:  Indications  and  Long-term  Management. 
Intraocular  Lens  Implants:  From  Decision  Through  Follow  Up.  A 
Lingual  Diagnostic  Quiz. 

*450  Eating  Disorders:  Food  for  Thought. 

449  Reinfarction:  Reducing  the  Risk.  Prophlactic  Antibiotics:  Which, 
When,  and  How  to  Use?  Chlamydia:  Silent  Epidemic. 

*448  Clinical  Preventive  Medicine:  Risk  Factor  Recognition  and  Reduc- 
tion. 

447  PVCs  in  the  Elderly:  To  Treat  or  Nor  to  Treat?  Antidepressants  for 
Autonomous  Depression.  Amenorrhea  in  Adolescents. 

446  Arterial  Blood  Gas  Interpretation:  A Practical  Approach.  Fad  and 
Fancy  Diets.  External  Corneal  Diseases:  Seeing  Red. 

Released  in  1984 

*445  Drug  Interactions:  A Practical  Approach. 

444  Alcohol  and  Medications:  Lethal  Cocktail?  Heredity  vs  Environment 
in  the  Diagnosis  and  Control  of  Genetic  Disorders.  Tuberculosis 
Today:  Preventable  and  Curable. 

*443  Renal  Allografts:  A Model  for  Vital  Organ  Transplants. 

442  Extraordinary  Life  Support  and  The  Right  To  Die.  Neutropenia: 

Physiology  and  Diagnosis.  Impotence:  New  Physiologic  Approaches. 
441  Falls  in  the  Elderly:  Can  We  Prevent  Them?  Balloon  Flow-directed 
Catheters:  Diagnostic  Lifesavers.  Antibiotic  Therapy  Today:  Beyond 
Bugs  and  Drugs. 

*440  From  Black  Bag  to  Black  Box:  Computers  in  the  Medical  Office. 
439  Coronary  Artery  Disease:  Can  the  Bypass  be  Bypassed?  Fetal  Moni- 
toring: ^nciples  and  Practice. 

•438  Selected  Topics  in  Ophthalmology. 

*437  New  Horizons  in  Radiology. 

*436  The  Freestanding  Ambulatory  Surgery  Unit:  Fifteen  Years  Later. 
435  The  Solitary  Pulmonary  Nodule:  Benign  or  Malignant.  Cryosurgery 
in  Dcrmatoloty:  A Useful  Office  Technique.  Testicular  Tumors: 
Clinical  Features  and  a Changing  Prognosis. 

*434  Evolving  Concepts  in  the  Treatment  of  Acute  Myocardial  Infarction. 
433  Blunt  Abdominal  Trauma.  Ovarian  Cancer:  Etiology,  Diagnosis  & 
Treatment.  Insulin  Resistance  in  Type  II  Diabetes  Mellitus. 


*432  Clinical  Analysis  of  Ethical  Dilemmas. 

431  The  Modem  Treatment  of  High  Blood  Pressure.  Dupuytren’s  Con- 
tracture: An  Intricate  Tumor  of  the  Hand.  Implanted  Drug  Delivery 
Systems:  Alternate  Paths. 

*430  Lasers  in  Medicine:  Healing  Energy. 

429  Alcoholism  — Is  It  Or  Is  It  Not  a Disease?  Lyme  Disease;  The  Hidden 
Vector.  Evaluating  the  Infertile  Couple. 

*428  Assessment  and  Resuscitation  of  The  Trauma  Victim. 

427  The  Management  of  Animal  Bites.  Stopping  Skin  Cancer  . . . Before 
and  After  It  Starts.  Congestive  Heart  Failure:  Management  of  the 
Total  Patient. 

*426  Alzheimer’s  Disease:  Clinical  Recognition,  Diagnosis,  Staging,  and 
Management. 

425  Case  Studies  in  Cardiomyopathy.  Retinal  Tears:  A Prelude  to  Retinal 
Detachment?  Immunizations;  The  Physician’s  Responsibility. 

*424  Sports  Medicine:  Prevention  and  Treatment  of  Injuries  for  Organized 
and  Recreational  Sports. 

423  Patterns  of  Osteoporosis:  New  Treatment.  Approaches.  Therapeutic 
Strategies  in  Tardive  Dyskinesia.  When  Patients  Travel. 


Released  in  1983 

*422  The  New  Antibiotics:  When  Are  They  Indicated? 

421  Recombinant  DNA  and  Clinical  Progress.  Peripheral  Arterial  Dis- 
ease: Detection  and  Management.  Multiple  Sclerosis:  Scattered  in 
Time  and  Space. 

*420  The  Simplex  Complex;  Managing  Patients  with  Genital  Herpes. 

419  The  Role  of  Parathyroid  Hormone  in  Calcium  Metabolism.  The 
Management  of  Obesity.  New  Therapies  for  Coronary  Artery  Dis- 
ease. 

*417/418  Depression:  A Life-threatening  Illness. 

416  Peptic  Ulcer  Disease  Parts  1 and  2.  Nasal  Fractures:  Emergency 
Treatment. 

*415  A Developmental  Approach  to  Well  Baby  Care. 

*414  Substance  Use  Disorders;  Diagnosis  and  Management. 

*413  Soft  Tissue  Rheumatic  Pain  Syndrome. 

412  Office  Management  of  Chronic  Pain.  Malabsorption  Syndrome. 
Flexible  Sigmoidoscopy. 

*411  Asthma:  Allergy  and  More. 

410  Heat  Syndromes;  Cool  It!  Part  I,  Part  11.  Amniocentesis.  Calcium 
Channel  Blockers  in  Cardiovascular  Disorders  Part  I,  Part  11 

*409  Diabetes  Mellitus:  Advances  in  Control,  Exercise,  and  Pregnancy. 

408  Cardiac  Pacemakers  Part  1 & 2.  Taking  a Sleep  History.  The  CO2 
Laser  in  Gynecology  Part  1 & 2. 

•407  Ultrasound:  Diagnostic  Echoes. 

406  Hemodialysis  in  the  Home.  Frostbite:  Treat  for  Tissue  Conservation. 
Criteria  for  Caesarean  Childbirth,  Part  I. 

*405  The  Management  of  Chronic  Obstructive  Pulmonary  Disease. 

404  Tropical  Deseases:  Diagnostic  Puzzles.  Drug  Interactions  in  the 
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Elderly:  Increasing  the  Index  of  Suspicion.  Pelvic  Inflammatory 
Disease:  A Controllable  Epidemic. 

*403  Toxidromes:  Practical  Pointers  in  Poisoning. 

402  Colerectal  Cancer:  Techniques  of  Early  Detection.  Perinatal  Death: 

Counselling  the  Bereaved  Parents.  Common  Protozoan  Infections. 
401  The  Challenge  of  Nosocomial  Infections.  Acquired  Immune  De- 
ficiency Syndrome.  Routine  CBCs:  The  Meaning  of  Subtle  Changes. 
*400  The  Clinical  Approach  to  Autoimmune  Thyroid  Desease. 

Released  in  1982 

399  Common  Foot  Problems  in  Office  Practice.  Prostatitis  Syndromes. 
Anorexia  Nervosa:  Psychic  Puzzle. 

*398  High  Risk  Pregnancy:  Management  of  Preterm  Labor. 

397  The  Carpal  Tunnel  Syndrome.  Acute  Leukemias  and  the  Primary 
Care  Physician.  Pediatric  Foot  Problems. 

*396  Gunshot  Wounds:  Principles  and  Priorities  of  Treatment. 

395  Menopause:  The  Current  View  — Part  1.  Menopause:  The  Current 
View  — Part  11.  Serum  Testosterone  Determinations:  Clinical  Indica- 
tions. 

394  The  Difficult  Pneumonias:  Part  1.  The  Difficult  Pneumonias:  Part  II. 
Gallstones:  Current  Approaches  to  Diagnosis  and  Therapy. 

*393  Occupational  Hazards  in  Hospitals. 

*392  CPR  Update:  Advanced  Cardiac  Life  Support. 

*391  Inflammatory  Bowel  Disease:  Clinical  Features  and  Prognosis  for 
Patients. 

*390  Update  on  Aging:  The  Clinical  Implications  of  Basic  Change. 

*389  Radiation  Accidents:  Are  You  Prepared? 

388  Oral  Clues  to  Local  and  Systemic  Diseases.  Premenstrual  Syndrome. 

Arthroscopy  of  the  Knee:  The  Inside  View. 

*387  Hypertension:  Management  in  Perspective. 

386  Toxic  Shock  Update.  Coronary  Angioplasty:  An  Alternative  to 
Bypass?  The  Migraine  Patient:  Continuity  of  Care. 

*385  Lung  Cancer:  The  Shared  Responsibility. 

384  Acute  Pancreatitis:  Diagnosis  and  Treatment.  Update  on  Anti- 
mycotic Medications:  Ketoconazole  and  Flucytosine.  Office  Ophthal- 
mology: Problems  and  Pitfalls. 

383  Biological  Response  Modifiers  in  Cancer  Treatment.  Candidiasis; 

Current  Concepts.  Diabetes  Update. 

*382  Cancer  Chemotherapy:  The  Reach  for  a Cure. 

381  Post-Coronary  Care  Unit  Dysrhythmias  Part  1.  Post  Coronary  Care 
Unit  Dysrhythmias  Part  II.  Diabetes  Update. 


*380  Adolescent  Psychiatry:  Distinguishing  Development  from  Pathologi- 
cal Behavior. 

379  Routine  Blood  Chemistries:  Pitfalls  & Interpretations.  Beta  Blockers: 
New  Drugs,  New  Indications.  Coronary  Artery  Spasm. 

*378  The  Clinical  Spectrum  of  Vasculitis. 

Released  in  1981 

377  Polymyalgia  Rheumatica  and  Giant-Cell  Arteritis.  Iron  Balance;  A 
Clinical  Update.  Revascularization:  Saving  the  Ischemic  Foot. 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  D Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Prim) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 
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STARS  WARS  of  Oncology 

★ Lasers 

★ Chemotherapy 

★ Monoclonal  Antibodies 

A one-day  medical  symposium  presented  by 
South  Highlands  Hospital 
Birmingham,  Alabama 
DATE:  Friday,  November  1,  1985 
MEETING  LOCATION:  Birmingham  Hilton 
808  South  20th  St. 

Birmingham,  Alabama 

FEE:  $65.00 

Free  for  p re- registered  residents 
Free  for  medical  students 

FOR  INFORMATION  AND  RESERVATIONS: 

Call  Mrs.  Dena  Metts 
(205)  930-7703 

Distinguished  speakers  to  include,  among  others: 

Richard  M.  Dwyer,  M.D. — Laser  Endoscopy  Medical  Group,  Inc.,  Los 
Angeles,  CA;  Chief  of  Endoscopy,  Harbor  General  Hospital,  Terrance, 
CA;  Associate  Clinical  Professor  of  Medicine,  U.C.L. A.— ‘Management 
of  CA  of  Gl  tract,  bladder  tumors,  and  pulmonary  lesions." 

Thomas  C.  Merigan,  M.D. — Chief,  Division  of  Infectious  Diseases, 
Stanford  University— ‘Immunotherapy  of  cancer  in  its  broadest 
aspects.  Interferon.  Monoclonal  antibodies." 

John  McDonald,  M.D. — Chairman,  Oncology  Department,  University 
of  Kentucky— ‘Defense  establishment  of  medicine  . . . oncology. 

Recent  developments  in  tumor  therapy  with  emphasis  on  those  tumors 
which  are  impressively  benefited  by  therapy.” 
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Health  and  Illness  as  Perceived 
by  the  Black  Carib  Indians  of 
Central  America 
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Health  is  a concept  one  might  have  difficulty  defin- 
ing compendiously.  Much  of  the  work  in  the 
social,  behavioral,  and  life  sciences  has  investigated 
that  issue,  defining  health,  but  is  without  satisfactory 
results.  Suffice  it  to  say  that  “there  is  high  sanction  for 
the  prima  facie  assumption  that  health  is  partly  a social 
concept.”*  Invoking  Lewis’  assumption,  the  concept 
of  health  and  illness  in  a particular  society,  that  of  the 
Black  Carib,  will  be  examined;  it  is  hoped  to  further 
illuminate  the  definition  of  health. 

A basic  historical  background  is  presented  by 
Taylor: 

“The  Black  Carib  are,  in  the  main,  descendants  of 
African  Negroes  brought  to  the  West  Indies  as  slaves, 
but  who  escaped  from  their  European  masters  and  took 
refuge  among  the  Island  Carib  in  Saint  Vincent,  subse- 
quently adopting  the  latter’s  language  and,  to  a con- 
siderable extent,  culture. There  they  emerged  as  a dis- 
tinct society  at  the  beginning  of  the  eighteenth  century; 
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largely  supplanted  the  native  Indians,  their  erstwhile 
hosts,  during  its  course;  and  thence  they  were  deported 
by  the  English,  at  its  close,  to  the  island  of  Roatan  in  the 
Gulf  of  Honduras,  which  thus  became  the  centre  of 
their  dispersal  along  the  coast  of  the  adjacent  mainland, 
their  present  habitat.”^ 

Today,  the  Black  Carib  can  be  found  to  inhabit  the 
eastern  coast  of  Central  America  from  Stann  Creek  in 
British  Honduras  to  Black  River  in  the  Republic  of 
Honduras.^’  ^ The  settlements  contain  approximately 
2,000  people  each;  however,  there  is  great  variability. 
Stann  Creek,  the  largest  town,  is  a district  capital.  It  has 
Catholic,  Methodist,  and  Anglican  churches,  and  a 
small  hospital  with  a resident  physician.  Housing 
varies  from  elevated,  tin  roofed  houses  in  the  towns  to 
palm-thatched  oblong  huts  in  which  most  Black  Caribs 
live.'*  Taylor  found  that  although  insects  were  quite 
prevalent,  “the  homes  are  usually  kept  neat  and  tidy 
. . . men  often  take  a daily  bath  in  the  sea,  fresh  water  is 
never  plentiful;  and  many,  especially  among  the  old 
women,  leave  much  to  be  desired  in  the  way  of  personal 
cleanliness.”^  This  will  be  explained  later. 
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of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
proph>'iaxis 

CONTRAINDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
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isosorbide  dinitrate  in  the  management  of  patients  with  angina  pectons  has  not  been 
determined  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
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have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug.  A modified  two-litter 
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ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose- related  In  clinical  trials  at  various  doses,  the  following  have  been  observed 
Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent  Cutaneous  vasodilation  with  flushing  may  occur  Transient  episodes  of 
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In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  blood  pressure 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
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The  biological  family  usually  consists  “of  the  hus- 
band, his  wife,  and  their  unmarried  children.”^  This  is 
also  the  primary  economic  and  social  unit,  and  is  essen- 
tially identical  with  a household.  Most  marriages  are 
extra-legal,  but  socially  sanctioned  and  usually  monog- 
amous. “In  fact,”  writes  Taylor,  “the  idea  of ‘legality’ 
with  regard  to  mating  hardly  occurs  to  the  Carib  at 
all.”^  However,  consanguineal  marriages  are  frowned 
upon.  There  exists  almost  total  condemnation  of  either 
male  or  female  contraception,  and  consequentially 
numerous  progeny  are  desired. 

The  Black  Carib  may  have  found  the  definition  of 
health  equally  as  elusive  as  have  prominent  traditional 
western  health  scientists.  Taylor,  however,  amply  de- 
scribes how  the  Carib  perceive  illness,  and  is  worth 
examining  in  the  original: 

“Sickness  is  attributable  to: 

(1)  neglect  of  the  ancestral  dead; 

(2)  the  maleficent  attention  of  other  spirits,  probably 
— though  not  necessarily  — brought  about  by  the 
breaking  of  some  taboo; 

(3)  abiaragole,  under  which  terms  are  classed 
together  both  sorcery  and  poisoning;  and 

(4)  purely  physical  causes  such  as  accidents  or  snake 
bite.”^ 

“However,  many  cases  which  could  appear  to  be- 
long to  the  fourth  class  are  put  down  to  the  machina- 
tions of  ill-disposed  persons  who  may,  for  example, 
use  sorcery  to  set  a snake  in  one’s  path.  The  Black 
Carib  have  two  words  to  describe  a sick  person:  saditi, 
‘he  is  sick,’  from  French  ‘to  feel’  or ‘to  smell,’  is 
now  employed  in  the  case  of  all  ordinary  disease  or 
illness;  while  anogoti  — with  which  compare  Breton’s 
aneketi,  ‘il  est  malade’  — today  means  ‘he  is  failing’  or 
‘he  is  at  death’s  door,’  and  appears  to  implicate  the 
doings  of  a spirit.  At  the  present  time,  all  ordinary 
bodily  afflictions  are,  as  a rule,  referred  to  the  white 
man’s  doctor  {surusie,  from  French  chirurgien, 
‘surgeon’)  in  the  first  instance.  Only  when  they  do  not 
yield  to  his  treatment,  or  in  the  case  of  dreams,  is  is 
usual  to  have  recourse  to  the  shaman  (buiai),  the  sorcer- 
er (gaZjiara/iam),  or  the  diwiner  (ariahati) . Home  treat- 
ment may  consist  of  herbal  baths  and  ‘teas,’  the  singing 
of  abaimahani  by  groups  of  women,  or  massage.  This 
latter  method  is  always  employed  in  the  case  of  ail- 
ments thought  to  be  due  to  the  displacement  of  an 
organ,  such  as  the  spleen  (uemada)  or  the  ‘heart-cover’ 
(anigiado).  This  latter,  imaginary  piece  of  anatomy  is 
‘normally’  situated  in  the  region  of  the  ‘solar  plexus,’ 
but  may  ‘fall,’  or  ‘go  to  the  back’  where  it  causes  pain 
in  the  shoulder,  as  a result  of  strain  from  carrying  heavy 
loads  or  doing  other  strenuous  labor.  Old  women  spe- 
cialize in  this  form  of  treatment,  massaging  the  patient 
from  the  shoulder  down  the  spine  and  round  up  the 
ribs.”^ 

[The  words  in  parentheses  are  interpretations  of  the 
Carib  language.  The  interested  reader  is  referred  to 
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Taylor,  whose  Appendix  III  is  a glossary  of  Carib 
words.] 

In  that  three  of  four  general  causes  of  illness,  for  the 
Carib,  involve  the  spiritual  realm,  an  examination  of 
their  supernatural  beliefs  is  in  order.  One  of  the  most 
useful,  yet  vague,  aspects  of  Carib  belief  is  that  of  the 
“afurugu,  ‘the  other  one  (of  a pair),’  which  is  to  be 
translated,  when  spoken  of  as  belonging  to  a person  or 
to  an  animal,  as  the  ‘spirit-double.’”^  The  spirit- 
double  is  most  useful  to  the  shaman  (buiai). 

The  Carib  believe  in  many  spirits,  e.g.,  mafia, 
agaiuma,  agoreu,  and  umeu.  Mafia,  a bush-spirit  or 
demon  ‘‘lurks”  in  shady  places  and  is  particularly 
addicted  to  molesting  pregnant  or  menstruating  women 
who  pass  nearby  his  haunts.  He  is  said  to  adariha  (or 
adariaha),  ‘‘woo”  women  in  dreams.  Such  recipients 
of  his  attentions  may  become  sick  as  a result,  and  have 
to  seek  the  shaman’s  (buiai)  aid  to  rid  them  of  this 
unwelcome  lover.  For  the  man  troubled  by  agaiuma,  a 
nymph-like  spirit  known  to  sometimes  cause  death,  the 
buiai  can  give  him  ‘ ‘somethint  to  put  in  his  bed  that  will 
discourage  further  visits;  but  should  precautions  be 
neglected,  the  man  would  waste  away  and  die.  Both 
mafia  and  agaiuma  may  bring  sickness  or  death  upon 
humans;  and  they  may  demand,  in  dreams  or  through 
the  shaman’s  spirit-helpers,  offerings  of  food  and 
drink.  Ogoreu  is  a spirit  who  can  possess  girls  and 
make  them  dance.  Ogoreus  will  always  devour  the  first 
bom  in  a family  and  all  subsequent  progeny  if  not 
appeased,  usually  by  cassava  beer  (hui).  If  it  likes  the 
beer,  it  may  become  friendly  and  lick  his  “owner” 
causing  the  latter  to  get  a fever.  The  ogoreu  provides  an 
interesting  glimmer  of  the  Carib  process  of  socializa- 
tion, and  of  precentive  medicine.  “Once  it  has  estab- 
lished itself,  it  is  almost  impossible  to  get  rid  of  an 
ogoreu.  For  this  reason,  Caribs  are  careful  not  to  let 
their  children  associate  with  those  belonging  to  families 
so  afflicted.  ...  To  prevent  the  entry  of  a devourer 
into  one’s  house,  four  sea  urchins  (agunuru)  must  be 
buried  in  a line  and  at  a distance  of  three  steps  before  the 
threshold.”^  Umeu  are  rather  benign  creatures,  invisi- 
ble, and  whom  inhabit  the  edge  of  the  sea.  “They  hate 
children,  whom  they  cause  to  get  urticaria  by  means  of 
a sort  of  emanation  from  their  persons.”^  This  latter 
characteristic  of  umeu  employs  children  as  protectors 
of  the  family  against  the  spirit  who  often  enters  the 
house  on  seafood. 

One  of  the  most  thoroughly  investigated  aspects  of 
health  beliefs  and  their  sequelae  is  that  of  pregnancy. 
With  pregnancy,  as  with  other  “diseases,”  the  modem 
Carib  is  likely  to  first  present  to  a practitioner  of  mod- 
em, traditionally  western  medicine,  most  notably  the 
midwife  or  the  physician.  However,  Carib  tradition 
dictated  that  “once  a woman  knows  herself  to  be  preg- 
nant (dagainaru,  or  bui,  ‘full’),  both  she  and  her  mate 
must  refrain  from  killing  or  eating  the  flesh  of  certain 
animals”  for  fear  that  the  child  will  be  stillborn,  or 


resemble  the  slain  animal  either  behaviorally  or  ana- 
tomically, or  both.  Such  restrictions  on  the  parents 
continue  throughout  pregnancy  until  a period,  usually 
not  in  excess  of  five  months,  after  delivery.  The  restric- 
tions for  the  mother  are  primarily  dietary;  those  for  the 
father,  primarily  on  activities.  Taylor  tells  us: 
“Occupations  to  be  avoided  by  the  father  during  this 
period  are  such  as  demand  the  employment  of  great 
physical  exertion,  or  of  sharp  instmments  or  dangerous 
weapons  (axe,  machette,  fishhooks,  gun,  etc.). 

He  must  also  abstain  from  all  sexual  intercourse,  be 
it  with  his  wife  or  any  other  woman,  until  forty  days 
after  his  child’s  birth.  No  concrete  case  of  the  new 
mother’s  post-pueperal  regimen  could  be  observed;  but 
all  accounts  obtained  from  older  women  indicate  that  it 
is  very  similar  to  that  current  among  the  Dominica 
Carib  Indians.  This  latter  includes  abstention  from: 
game,  turtle,  pork,  crab,  pepper  (Capsicum),  acidulous 
fruits,  and  water  or  any  other  beverage  that  has  not  been 
previously  warmed,  for  forty  days  after  having  given 
birth.  She  is  given  a purgative  on  the  third  day,  and  only 
then  is  the  baby  put  to  suckle.  On  the  ninth  day,  mother 
and  child  are  bathed  ritually  by  the  midwife  in  water 
given  to  the  former  to  drink.  On  the  expiration  of  forty 
days,  the  mother  goes  to  bathe  in  the  sea  — a thing  she 
has  not  been  allowed  to  do  for  fear  of  causing  a storm 
since  the  beginning  of  pregnancy. 
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Consider  the 
causative  organisms... 


250-mg  Pulvules*  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


enir  Summary.  Consult  Iho  package  literature  for  prescribing 
information 

Indications  and  Usage  Ceclor*  (cefaclor.  Lilly}  is  indicated  in  the 
treatment  of  the  lollowina  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infection^  including  pneumonia  caused  by 
Sirepiococcus  pneumoniae  ibipiococcus  pneumoniae).  Haemoph- 
ilus influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococcii 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication;  Ceclor  Is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTEREb  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS  INCLUDING  ANAPHYLAXIS 
TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetlc 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
seventy  from  mild  to  life-threalening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toiin  produced  by  ClosinOium  aifficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  It  is  severe,  oral  vancomycin  is  the  drug 
of  choice  lor  antibiotic-associated  pseudomembranous  colitis 
produced  by  C Uifficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions.  General  Precauims  - If  an  allergic  reaction  to 
Ceclor*  (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and.  If  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g . pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  It  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs’  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  lest  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  sate  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  In  the  urine  may  occur.  This  has  been  observed  with 
Benedict’s  and  Fehling’s  solutions  and  also  with  Cllnitesf 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip, 
USP.  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  mailmum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  (Ceclor*  (cefaclor.  Lilly)  There  are. 
however,  no  adeQuate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  delected 
in  mother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0. 1o.  0 20. 021 . and  0 16  mcg/ml  at  two. 
three,  four,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is* administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  lor 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
ercent  of  patients  and  include  morbililorm  eruptions  |1  In  100). 
rurltus.  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-llke  reactions 
(er^hema  muttitorme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  freguently.  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
In  children  than  In  adults  Signs  and  symptoms  usually  occur  a tew 
days  after  initiation  of  therapy  and  subside  within  a tew  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  hall  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophllia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  ~ Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  - S\iQh[  elevations  in  SCOT.  SGPT.  or  alkaline 
phosphatase  valuesjl  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  4(l) 

/?ena/-  Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 
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Note  Ceclor*  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
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During  this  critical  period,  those  who  are  weakly, 
“heated,”  sick,  or  deformed,  and  also  menstruating  or 
pregnant  women,  would  not  be  permitted  to  visit  the 
new  mother  nor  touch  her  child;  and  it  is  explained  that 
these  last  two  would  cause  the  baby  to  get  convulsions 
or  colic.  For  the  first  eight  days  of  the  infant’s  life,  fire 
must  not  be  removed  from  the  premises;  and  anyone 
asking  for  it  (abaha,  “to  get  fire,”  that  is,  to  fetch  a 
brand  with  which  to  rekindle  one’s  one  fire)  at  this  time 
would  be  refused  for  fear  that  the  child  might  die  as  a 
consequence.  This  custom  and  that  of  the  ninth  day 
ritual  bath  (mother  and  child  are  bathed,  for  ordinary 
hygienic  purposes  immediately  after  birth,  and  daily 
thereafter)  should  be  compared  with  those  appertaining 
to  the  beluria  or  ninth  night  wake,  and  with  the  lighting 
of  the  sanctuary  throughout  the  nine  nights  following 
the  beginning  of  the  “dogo  rite.”  Strenous  activity  on 
the  part  of  the  father  prior  to  the  remainder  of  the 
umbilical  cord  falling  off  is  thought  to  cause  the  child’s 
navel  to  bleed.  “Should  such  a mishap  occur,”  related 
Taylor,  “it  might  be  remedied  by  wrapping  the  infant 
in  its  father’s  sweat-soaked  shirt. 

Often  complications  of  pregnancy  and  birth  are  ex- 
plained by  sorcery,  magic,  or  omens.  For  example,  a 
lunar  eclipse  is  thought  to  be  injurious  to  the  fetus;  thus, 
when  one  occurs  “pregnant  women  take  off  their 
clothes,  spread  sheets  on  the  ground  out  of  doors,  and 
lie  naked  on  these,  face  down,  . . . ‘showing  their 
buttocks  to  the  moon,’  so  that  aiauguru  may  not  ‘hum- 
bug’ their  unborn  children  by  causing  them  to  be  borm 
with  a deficiency  of  head  or  face.”^  Taylor  further 
elaborates;  “When  a pregnant  woman  does  not  give 
birth  at  the  expected  time,  it  is  believed  that  another  has 
‘tied  the  months  on  her’  (gragua  hati  tau).  This  may  be 
done  by  tying  knots  in  a black  thread  for  each  month  of 
normal  gestation  and  beyond;  by  procuring  the  men- 
strual cloth  (uaigu,  also  used  of  ‘diaper’  and  of  ‘breech- 
clout’)  or  drawers  worn  by  the  pregnant  woman  at  the 
time  of  her  last  menstruation,  sticking  seven  black- 
headed pins  in  their  fork  so  as  to  form  a cross,  and 
burying  the  garment  under  the  hearth  (regigo),  between 
three  stones  that  support  the  cassava  plate  or  griddle 
(budara).  Unless  and  until  the  pregnant  woman,  her 
husband,  or  another  discovers  the  agoragua,  (‘spell-) 
binding,’  and  removes  the  pins,  she  will  not  be  able  to 
give  birth  to  her  child. 

Once  bom,  young  children  are  pampered  and  in- 
dulged. Twins  are  thought  to  be  one  good;  the  other, 
bad.  “Although  they  may  be  given  a feeble  spank 
occasionally,  no  attempt  is  made  to  teach  them  sphinc- 
ter and  anal  control  during  their  first  two  years  of  life  at 
least. 

In  Carib  society  ma.sculine  nudity  is  not  uncommon; 
females  are  more  shy.  Schools  are  compulsory  only 
after  the  child  is  enrolled;  however,  “most  Black 
Caribs  are  eager  for  their  children  to  get  as  much  formal 
education  as  possible.  They  only  deplore  that  ‘Carib  is 


a language  which  cannot  be  written,’  so  that,  as  they 
think,  any  literacy  must  be  in  terms  of  English  or 
Spanish.”^  In  later  youth,  “it  is  rare  to  see  boys  and 
girls  playing  together,  even  before  the  age  of  puberty; 
but  it  is  not  particularly  uncommon  to  come  across  a 
couple  of  lads  of  thirteen  or  fourteen  lying  under  a 
coconut  tree  on  the  beach  in  full  daylight,  and  mastur- 
bating one  another  with  apparent  unconcern  for  the 
passers-by.”^  Menstruating  women  and  girls  are  pro- 
hibited from  touching  hunting  implements  and  from 
taking  part  in  ceremonial  songs  or  dances.  Nocturnal 
emissions  are  thought  to  be  caused  by  the  women  about 
whom  the  man  was  dreaming,  or  by  a water-spirit, 
aguiuma.  A young  man  makes  sexual  overtures  to  a 
woman  in  utter  seriousness.  If  one  did  not,  “explained 
a young  Carib  man,  ‘you  would  likely  get  beaten  up  or 
even  killed  by  her  brothers  some  dark  night.’ 

The  primary  practitioner  of  traditional  Carib  medi- 
cine is  the  shaman  (buiai),  whom  it  is  thought  is  bom 
into  his  or  her  profession  and  not  made,  “although 
most  will  admit  that  an  old  hand  may  advise  and  help 
and  aspirant,  and  that  a certain  amount  of  appren- 
ticeship is  desirable,  is  only  for  the  aquisition  of 
technique.”^  The  buiai  employs  “spirit-helpers”  to 
help  him  intercede  between  the  spirits  of  the  dead  and 
living  humans.  “One  such  man  himself  explained  the 
functions  of  his  vocation  by  comparing  them  to  those  of 
a telephone  exchange  wired  to  two  worlds,  and  in 
which  various  operators  were  at  work  at  either  end.”^ 
A buiai  is  often  consulted  for  many  afflictions,  but  will 
only  attempt  to  treat  them  if  they  are  of  super-human 
origin.  His  triage  and  diagnostic  process  is  as  follows: 

“He  generally  begins  by  blowing  the  smoke  of  a 
cigar  called  bue  . . . upon  top  of  the  patient’s  head.  If 
the  smoke  goes  straight  up,  the  trouble  has  been 
brought  about  either  by  natural  causes,  or  by  a human 
agent  exercising  evil  magic  (abiaragole)',  and  the  pa- 
tient will  be  referred  accordingly  to  a doctor  (surusie), 
to  a seer  (ariahati,  from  ariaha,  ‘to  peer’),  or  to  a 
sorcerer  (gabiarahaditi,  ‘one  who  can  use  potions  and 
cast  spells’).  However,  should  the  smoke  roll  toward 
the  front  or  toward  the  back  of  the  patient’s  head,  this 
would  indicate  that  a spirit  — good  or  bad,  respectively 
— was  distressing  the  patient;  and  the  practitioner 
would  then  proceed  to  seek  the  remedy  himself.”^ 

The  rites  of  the  Carib  “are  not  primarily  curing  rites, 
but  rather  feasts  of  the  dead,  given  at  instances  of 
dreams  or  other  warnings,  the  neglect  of  which  may 
cause  — or  may  have  caused  — sickness,  madness,  or 
death.  Sickness  brought  about  by  mafia  or  by  other  evil 
spirits  has  nothing  to  do  with  the  gubida  or  family  dead; 
and  may  be  cured  only  by  the  buiai  and  his  spirit- 
helpers.  ”992 

In  summary,  the  Black  Carib  of  Central  America  are 
an  individual  society,  largely  defined  by  race.^’  ^ 
Although  they  recognize  traditionally  western  medi- 
cine, over  half  of  their  illnesses  are  believed  to  be  of 
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superhuman  origin,  and  therefore  the  jurisdiction  of  the 
buiai.  The  rites  of  the  Carib,  often  supervised  by  the 
huiai,  are  to  placate  the  neglected  or  offended  dead 
ancestor  who,  it  is  believed,  causes  sickness  and  other 
ailments.  Sorcery  and  magic  can  also  cause  disease  and 
ill  fortune. 

The  health  beliefs  of  the  Carib  are  an  admixture  of 
western  and  tribal  concepts.  These  often  confusing 
beliefs  are  taught  through  formal  and  familial  educa- 
tion, especially  through  the  superstitious  rites  and  pre- 
cautions of  the  traditional  tribal  concepts.  The  most 
thoroughly  explored  area  investigated  by  Taylor  in- 
volved pregnancy  and  the  puerperium.  Concurrent  with 
the  persistent  “precautions”  of  the  Carib  tradition  is 
the  “steadily  growing  confidence,  among  the  Black 


Carib,  in  modem  medical  care;  and  perhaps  a majority 
of  their  confinements  now  take  place  in  hospitals.  Most 
of  them  also  consult  the  doctor,  in  as  far  as  they  can 
afford  it,  for  all  ailments  and  injuries;  although  they  are 
free  to  have  recourse  to  their  traditional  methods  when 
western  science  — or  its  practitioner  — fails  to  effect  a 
cure.”^ 
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Abstract 

Bile  peritonitis  is  an  uncommon  disease  resulting 
from  abnormal  accumulation  of  bile  in  the  peritoneal 
cavity  frequently  complicated  by  secondary  inflamma- 
tory response  and  bacterial  contamination.  The  two 
most  common  causes  of  bile  peritonitis  are  perforation 
of  the  inflamed  gallbladder  and  traumatic  rupture  of  the 
biliary  tree.  Clinical  manifestations  range  from  signs 
and  symptons  of  acute  peritonitis  to  a benign  collection 
of  ascites.  The  diagnosis  is  confirmed  by  the  presence 
of  bilious  fluid  obtained  at  abdominal  paracentesis.  The 
primary  mode  of  therapy  is  surgical  repair  of  the  defect 
in  the  biliary  tree  combined  with  evacuation  of  bile 
from  the  peritoneal  cavity.  Untreated  bile  peritonitis  is 
uniformly  fatal  and  even  with  appropriate  management 
the  mortality  rate  is  20%. 
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Bile  peritonitis  is  an  inflammatory  condition  result- 
ing from  the  abnormal  accumulation  of  bile  and 
frequently  bacteria  in  the  peritoneal  cavity.  Without 
appropriate  treatment  the  disease  is  uniformly  fatal  and 
even  with  optimal  management  bile  peritonitis  results 
in  a 20%  mortality  rate.^  We  present  a case  of  bile 
peritonitis  to  remind  physicians  of  this  potentially  dev- 
astating disease. 

Case  Report 

A 44  year  old  female  was  admitted  to  the  hospital 
with  a three  week  history  of  fever,  nausea,  vomiting 
and  abdominal  pain  and  distention.  Four  weeks  prior  to 
admission  cholecystectomy  and  common  duct  explora- 
tion were  performed  with  placement  of  a T-tube  in  the 
common  bile  duct.  Three  weeks  before  admission  the 
T-tube  was  removed.  On  physical  examination  the 
temperature  was  101°  F,  icterus  was  present  and  the 
abdomen  was  tender  and  demonstrated  shifting  dull- 
ness. Admission  leukocyte  count  was  9400  per  cu  mm 
and  there  was  modest  elevation  of  liver  function  tests. 
Both  roentgenogram  and  CAT  scan  of  the  abdomen 
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suggested  the  presence  of  free  intraperitoneal  fluid  and 
endoscopic  retrograde  cholangiopancreatography 
(ERCP)  demonstrated  no  leak  in  the  biliary  system. 
Abdominal  paracentesis  produced  cloudy  bilious  fluid 
with  leukocyte  count  of  23800  per  cu  mm  and  no 
growth  on  culture.  Five  days  after  admission  explora- 
tory laparotomy  was  undertaken.  Over  five  liters  of 
bilious  fluid  was  encountered  and  removed  but  no  rent 
in  the  biliary  system  was  discovered.  The  patient  recov- 
ered uneventfully  and  has  not  had  a recurrence  of  bile 
peritonitis  two  months  after  discharge. 

Discussion 

The  incidence  of  bile  peritonitis  is  uncommon  and 
there  has  been  no  major  review  of  the  subject  in  over  ten 
years.  In  adults  the  most  common  causes  of  bile  perito- 
nitis are  perforation  of  the  inflamed  gallbladder  and 
trauma  to  the  biliary  tree  resulting  in  bile  leakage.  Less 
common  etiologies  include  spontaneous  rupture  of  the 
biliary  tract,  percutaneous  liver  biopsy,  percutaneous 
transhepatic  cholangiogram,  perforation  secondary  to 
gallbladder  torsion,  steroid  therapy,  typhoid  fever  and 
pancreatitis  and  ruptured  hepatic  hydatid  cyst.  ^ Bile 
peritonitis  also  is  reported  during  acute  cholecystitis 
without  perforation  of  the  gallbladder  and  is  postulated 


to  occur  by  bile  transudation  through  ischemic  gall- 
bladder wall.^  During  infancy  the  commonest  cause  is 
spontaneous  rupture  of  extrahepatic  bile  ducts."^ 

The  pathophysiology  of  bile  peritonitis  involves 
three  factors:  chemical  irritation  of  bile,  intraabdomi- 
nal exudation  of  fluid  and  bacterial  contamination.  Bile 
is  a potent  toxin  in  its  own  right  and  when  leaked 
intraperitoneally  results  in  marked  outpouring  of  fluid 
into  the  peritoneal  cavity.  Bacterial  invasion  develops 
either  during  perforation  itself  or  by  migration  of 
organisms  through  an  inflamed  gallbladder  or  intestinal 
wall.^’  ^ Rarely  in  adults  and  commonly  in  infants  and 
children  bile  accumulation  intraabdominally  does  not 
precipitate  an  inflammatory  response  or  bacterial  con- 
tamination although  the  reasons  for  such  a benign 
course  are  unknown.^ 

The  clinical  characteristics  of  bile  peritonitis  are 
varied.  Common  manifestations  include  fever,  tachy- 
cardia, abdominal  pain  and  tenderness  and  even  frank 
shock. ^ A more  benign  course  featuring  an  increasing 
abdominal  girth  in  the  absence  of  fever  and  pain  is  less 
common  and  has  been  entitled  bile  ascites.^  This  pic- 
ture is  common  during  infancy  and  childhood  and  may 
be  accompanied  by  vomiting,  respiratory  embarrass- 
ment and  scrotal  edema.* 
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The  diagnosis  of  bile  peritonitis  is  suspected  when 
signs  of  peritonitis  or  ascites  develop  in  the  proper 
clinical  setting  (vide  supra).  Leukocytosis  and  variable 
elevation  of  liver  functions  tests  may  be  present  and 
radiographic  studies  (x-ray,  CAT  scan)  of  the  abdomen 
may  suggest  the  existence  of  intraperitoneal  fluid.  The 
diagnosis  is  confirmed  by  abdominal  paracentesis 
which  yields  a viscous,  bilious  fluid. ^ A variety  of 
contrast,  radioisotope  and  endoscopic  studies  (cholan- 
giogram,  liver  scan,  ERCP)  may  confirm  the  presence 
of  bile  leakage  and  localize  its  origin.'* 

Proper  therapy  of  bile  peritonitis  involves  a multi- 
faceted program.  The  hypotensive,  septic  appearing 
patient  requires  vigorous  fluid  repletion  and  appropri- 
ate anitimcrobial  treatment  directed  at  secondary  bacte- 
rial invasion,  commonly  by  enteric  bacteria.®  In  the  less 
acutely  ill  patient  a pre-operative  attempt  to  determine 
the  location  of  bile  leakage  by  contrast,  radioisotope 
and  endoscopic  procedures  is  indicated.  The  primary 
mode  of  therapy  is  surgical  repair  of  the  defect  in  the 


biliary  system  combined  with  evacuation  of  bilious 
fluid  and  thorough  lavage  of  the  peritoneal  cavity.' 
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Breast  Clinic 
Cardiac  Surg^ 
Clinical  Labg 
Dentistry  ^ 
Oermatolq 
Dialysis  ( 
Emergency 
Hyperbaricl9led| 
Internal  Mediciq 
Cardiology 
Endocrinology 
Metabolism 
Gastroenterol 
Hematology  a| 
Dncology 
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nonary  Media 


!S& 

MeuMurnnim 

Sbst^Bc^K^— 

GyiWI^P^* 


Neur 

Neurmyi 
Neuq 
Db 

Dral  and  Maxillofacial 

Surgery 

Drthopedics 


Dutpatient  Diagnostic 
I Center 
Patfi 
diatric 


PlasB  Surgery 
RadiAgy 
Surgr 
Chewnd 
Vasllar 

GenC 

I and  Colon 


AVAILABLE MONDAY-FRIDAY  • 8A.M.-5P.M. 

NORWOOD  CLINIC 

1 528  NORTH  26TH  STREET,  BIRMINGHAM,  ALABAMA  35234 


"I'D  LIKE  TO  MAKE 
AN  APPOINTMENT 
WITH  THE  DOCTOR" 

Be  prepared,  Doctor.  More  patients  will  be 
asking  about  colorectal  cancer.  According  to  an 
ACS  survey*,  many  people  would  like  to  receive 
more  information  about  colorectal  cancer,  and 
83%  said  they  would  want  to  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer  can  be 
detected  before  symptoms  appear.  The  present 
cure  rate  is  44%.  The  cure  rate  could  be  as  high 
as  75%,  with  early  detection  and  appropriate 
management. 

Ask  about  the  Society’s  Colorectal  Check 
program  of  professional  and  public  education 
for  the  early  detection  of  colorectal  cancer. 

We’re  here  to  help.  You  can  reach  us  at  your 
local  American  Cancer  Society  office  or  write 
to  our  Professional  Education  Department 
at  National  Headquarters,  90  Park  Avenue, 

New  York,  N.Y  10016. 


“‘Cancer  of  the  Colon  and  Rectum:  Summary  of  Public  Attitude 
Survey,  ” Ca  33:  359-365,  1983  (Nov.-Dee  ) 

This  space  contributed  as  a public  service. 
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Out  Patient 
Diagnostic  Radiology  Center 


Alabama's  Most  Modem  Facilities  Available 

CAT.  Scan 

Head  and  total  body  scan 

Ultrasonography 

Studies  during  pregnancy,  gallbladder,  etc. 

Mammography 

Low  level  radiation  cancer  survey 

General  Diagnostic  Radiology 

Certified  black  lung  survey,  G.l.  studies,  I.V.R,  tomography,  etc. 

Diagnostic  testing  and  report  within  24  hours 


Norwood  Clinic 

1 625  25th  Street  North 
Birmingham,  Alabama 

Appointments  call  (205)252-0261 

250-6837 
WATSUne  I -800-272-648 1 


AUXILIARY 


Mrs.  Art  A.  Stamler 
A-MASA  President 


Families  in  need 


A major  part  of  the  Medical  Auxiliary  efforts  for  the 
past  few  years  have  been  the  “Shape  Up  for  Life” 
programs,  both  physical  and  mental.  The  medical  fami- 
ly has  problems  unique  to  its  way  of  life,  and  we  have 
ongoing  support  programs  that  deal  with  them  — the 
impaired  physician  program,  and  the  education  pro- 
gram for  spouse  support  during  malpractice  litigation. 

The  impaired  physician  program  has  been  around  for 
a long  while.  It’s  still  vital  that  auxilians  understand  it 
and  know  where  to  seek  support  assistance,  for  the 
spouse  will  usually  be  the  first  to  realize  that  her  partner 
is  an  alcoholic  or  a substance  abuser.  Most  often  a 
medical  family  nears  rock-bottom  before  accepting 
help,  or  having  help  forced  upon  them.  Spouses  are 
urged  not  to  wait  too  long  but  to  call  MASA  at  263- 
3947;  utmost  privacy  is  assured.  The  entire  family  in 
distress  will  be  treated,  to  help  understand  addiction, 
and  deal  with  it. 

The  Committee  on  the  Impaired  Physician  is  com- 
posed of  peer  colleagues,  chosen  for  their  competence, 
understanding  and  discretion.  Mrs.  Robert  Estock  is 
auxiliary  representative  on  this  group,  and  is  available 
to  assist  any  spouse. 


Our  second  family-oriented  program  concerns  mal- 
practice litigation,  and  how  it  may  create  problems  for 
an  entire  family.  There  used  to  be  a time  when  only  the 
physician  and  his  attorney  know  of  a malpractice  claim; 
they  were  few,  and  were  often  settled  out  of  court  to 
avoid  unpleasant  publicity.  That’s  all  changed.  Suits 
are  increasing,  and  the  size  of  settlements  has  esca- 
lated. The  process  of  litigation  may  last  years.  Figures 
reveal  that  of  all  suits  filed,  about  50%  are  dropped, 
30%  are  settled  out  of  court,  and  about  20%  go  to  trial. 
At  least  87%  of  the  time,  the  decision  is  in  favor  of  the 
physician.  We  don’t  often  read  about  this,  as  newspa- 
pers prefer  to  write  about  the  sensational  fat  settle- 
ments. 

The  spouse  is  usually  involved;  and  she  must  be 
aware  of  what  may  happen.  The  emotional  impact  on 
the  doctor  is  great  — his  ability  and  his  integrity  have 
been  questioned.  There  is  anger,  then  denial.  Always 
frustration.  The  family  structure  is  affected.  He’s  going 
to  be  moody,  preoccupied,  often  short-tempered,  with 
frequent  insomnia,  fatiguability,  tension,  and  lowered 
self-esteem.  There’s  a tendency  to  tell  no  one,  not  even 
trusted  colleagues.  But  he’ll  need  to  confide  in  his 
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lawyer,  and  the  sooner  the  better.  He  needs  to  tell  his 
spouse,  as  she  can  be  his  best  ally,  and  he’ll  need  to 
discuss  matters  with  his  children,  so  they’ll  be  able  to 
handle  it  among  their  peers. 

The  physician’s  spouse  is  part  of  the  total  process. 
She’ll  need  to  be  present  at  the  trial;  she’ll  need  to 
peruse  the  jury  list  for  friendly  names . Even  her  manner 
of  dress  at  the  trial  is  considered  important.  She  must  be 
attentive,  serious,  and  maintain  composure.  She  must 
be  supportive  of  her  spouse,  the  doctor,  for  he’ll  be 
burdened  with  anxiety,  and  must  locate  a sympathetic 
shoulder,  and  a strong  one. 

We’re  just  beginning  our  spouse  support  group  for 
malpractice  litigation.  The  chairman  of  this  committee 
is  Mrs.  Robert  Rhyne  (Marlyn),  203  East  Street,  Moul- 
ton, Alabama  35650. 


At  the  auxiliaries’  winter  workshop,  there’s  going  to 
be  a program  on  how  to  live,  and  keep  on  living,  with  a 
malpractice  suit.  There’s  a real  need  for  the  medical 
family  to  be  aware  of  these  two  sources  of  assistance. 
We’re  here,  and  want  very  much  to  help.  I never 
thought  we’d  have  to  include  in  our  style-shows  a new 
category  called  “What  to  Wear  to  a Malpractice 
Trial.’’  These  programs  are  offered  to  assist  a medical 
family  through  some  of  the  toughest  times  they  may 
face,  together. 
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You  need  a 
remedy  for 
delinquent 
accounts. 


Most  patients  take  your  advice  on  health  care  very  seriously.  But, 
they  don’t  always  take  you  seriously  when  you  try  to  collect  the 
money  they  owe  you. 

Here’s  the  remedy.  Let  I.C.  System — the  approved  collection 
service — collect  from  the  people  who  owe  you  money. 

Debtors  take  them  seriously! 

Fill  out  this  card  and  mail  it 
to  find  out  how 


The  System 
Works 
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Tell  me  more  about  the  I.C.  System  program. 


I.C.  SYSTEM,  INC. 

ACCOUNTS  RECEIVABLE  CONTROL  SERVICE 

444  East  Highway  96 
P.O.  Box  43639 
St.  Paul,  MN  55164 


Name  (Practice) 
Address  


City 


Signed 


Title. 


/ * ' 
'f  *• 


State 


Zip 


Form  No.  3.'^4l 


»•  7 a 


EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


ii 


ii.  . . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day 


Psychiatrist 

Calitornia 


. . appears  to  have 
the  best  safety  record  of  any 


of  the 


benzodiazepines  ff 


Psychiatrist 

Calitornia 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 


DALMANE 

flurazepam  HCI/Roche  (g 


sleep  that  satisfies 


15-mg/30-mg 

capsules 


References:  1.  Kales  J,  etal:  Clin  Pharmacol  Ther  12  691- 
697,  Jul-Aug  1971  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
78.356-363,  Sep  1975  3.  Kales  A,  etal:  Clin  Pharmacol 
Ther  79576-583,  May  1976  4.  Kales  A,  etal:  Clin  Pharma- 
col Ther  32781-788,  Dec  1982  5.  Frost  JD  Jr,  DeLucchi 
MR:  J Am  Geriatr  Sac  27:641-546,  Dec  1979  6.  Dement 
WC,  etal:  BehavMed,  pp  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD:  J Clin  Psychopharmacol  3:140-150,  Apr  1983 
8.  Tennant  FS,  etal:  Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21 :355-361, 

Mar  1977 


DALMANE^ 

flurazepam  HCI/Roche  (w 

Before  prescribing,  please  consult  complete  product  infor- 
mation. a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits.  In  acute  or  chronic  medical 
situations  requiring  restful  sleep.  Objective  sleep  loboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  odministrotion  Since  insomnlo  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriote  patient  evaluation 
Controindicdtions:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy.  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy.  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester.  Warn  patients  of 
the  potential  risks  to  the  fetus  should  the  possibility  of  becom- 
ing pregnant  exist  while  receiving  flurazepam  Instruct  patient 
to  discontinue  drug  prior  to  becoming  pregnant  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy 
Warnitrgs:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation.  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving).  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Though  physical  and  psychological  dependence  have  not 
been  reported  on  recommended  doses,  abrupt  discontinua- 
tion should  be  avoided  with  gradual  tapering  of  dosage  for 
those  potients  on  medication  for  a prolonged  period  of  time 
Use  caution  in  administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage 
Precoufions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedotion,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  etfects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  tunction 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheodedness, 
staggering,  ataxia  and  tailing  hove  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  heodache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pom,  nervousness,  talkativeness,  apprehension, 
irritability  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints  There  have  also  been  rare  occur- 
rences of  leukopenio,  gronulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breofh,  prurifus,  skin  rosh,  dry 
moufh,  bifter  tosfe,  excessive  salivation,  onorexia,  euphoria, 
depression,  slurred  speech,  confusion,  resflessness,  holluci- 
nations,  ond  elevoted  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphotose,  ond  paradoxical  reactions,  e g , 
excitement,  stimulotion  and  hyperactivity 
Dosage:  Individualize  tor  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  potienfs 
Elderly  or  debiMoted  patienis  1 5 mg  recommended  inifially 
unfil  response  is  defermined 

Supplied:  Copsules  conloining  15  mg  or  30  mg  flurazepam 
HCI 


Roche  Producfs  Inc 
Monoli,  Puerto  Rico  00701 


FOR  SLEEP 

After  more  than  1 5 years  of  use,  ifs  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning.^  ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety  As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  product  information  on  reverse  side 
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sleep  that  satisfies 
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There  are  many  insurance  companies  doing  business  in 
Alabama.  You  probably  recognize  them  by  their  ad  symbols. 

Physicians  symbolize  Mutual  Assurance . . . Like  Dr.  Jon 
Sanford  of  Fayette,  a member  of  our  Board  of  Directors. 

Mutual  Assurance . . . 

Created  hy  Alabama  physicians  — not 
insurance  executives. 

For  Alabama  physicians — with  your 
common  insurance  problems. 

Operated  by  Alabama  physicians — and 
we  know  who  offers  the  best  coverage  for 
Alabama  physicians . . . 

because  the  feeling  is  Mutual. 


.Mutual 

Assurance 

Society  of  Alabama 


Quick: 
Name  The 


Keflex^ 

cephalexin 


Additional  infornnatlon 
available  to  the  profession 
on  request. 


^□ISTA 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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Information  for  Authors 
Concerning  Manuscripts 


Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  S'/zxl  1 inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brief), 
the  author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given:  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page^  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  Stylebook! Editorial  Manual,  published  by  the 
AMA,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
When  conflicts  occur  between  usage,  etc. , by  an  author 
and  the  stylebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Sty'le  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Final  authority  on  grammar  is  Webster's  New  Inter- 
national, Unabridged,  Second  Edition. 

Length  of  Articles:  Articles  should  not  exceed 
3,000  words  (approximately  3-4  printed  pages).  Under 
exceptional  circumstances  only  will  articles  of  more 
than  4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top.  and  the  author's  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  For  photo- 
graphs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request  by  MASA  Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
cine, The  Medical  Association  of  the  State  of  Alabama. 
P.  O.  Box  1900-C,  Montgomery,  Alabama  36197. 
Telephone  (205)  263-6441,  or  (toll-free  in  Alabama) 
1-800-392-5668. 


Dx:  recurrent 

E.\ST  HVOH 


herpes  lobialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 


"HERPEGIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 


HeRpecin-a.^ 


“HERPECIN-Lf.  . . a conservative  approach 
with  low  rlskrtiigh  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-i proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc..  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Alabama  HERPECIN-L  is  available  at  all  Big  B,  Eckerd,  Harco, 
K&B,  Revco,  SupeRx  Drug  Stores  and  other  select  pharmacies. 
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OFFICE  OF  PUBLICATION:  P O Box  1900-C.  Montgomery. 
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Anatomy  of  a Crisis 


A wise  MASA  physician  once  said  something  that 
has  struck  in  my  mind;  “Almost  everything  is  multi- 
determined.” 

By  which  he  meant  that  there  are  all  kinds  of  contrib- 
uting causes  to  most  events  and,  for  all  I know,  most 
illnesses  as  well. 

What  brought  about  the  present  malpractice  crisis? 
After  some  years  of  relative  peace  and  quiet  following 
the  thunderations  of  the  mid-70’s,  what  brought  the 
monster  back  in  such  a fearsomely  new  and  more 
hideous  form? 

I suspect  that  its  reappearance  was  multi-determined 
— by  a whole  constellation  of  contributing  factors.* 

The  AMA  has  long  subscribed  to  the  “vice  of  his- 
tory” theory  which  holds  roughly  this:  modem  medi- 
cine is  helping  more  people,  by  several  orders  of  mag- 
nitude, than  ever  before  in  the  history  of  this  country  or 
any  country.  But  this  very  commonness  of  miracles 
creates  the  expectation  of  sure,  certain  delivery  of  mira- 
cles on  order  every  time. 

* (Not  lo  be  flippant,  I suspect  one  of  them  might  even  have  been  all  those  gel-rich-quick 
state-supported  lotteries,  like  the  one  in  New  York,  where  news  of  instant  multi-millionaires  must 
have  fanned  the  fires  of  greed  in  a thousand  souls.) 
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Far  more  people  today  receive  fairly  complete 
medical  care  than  a half-century  ago.  The  exposure  to 
maloccurrence  is  greatly  increased  thereby.  It  is  in- 
creased also  by  extended  lifespans  and  other  factors. 
But  above  all,  according  to  the  AMA  theory,  physi- 
cians are  victims  of  their  own  marvelous  success  story. 
The  public  has  come  to  expect  100%  satisfaction  every 
time.  If  they  don’t  get  it,  they  are  prepared  to  demand 
their  money  back  plus  a million  or  so  on  the  side  as 
heart  balm. 

Think  of  almost  any  procedure  and  its  changing 
success  rate  over  the  past  25  to  50  years  (if  it  existed  at 
all  back  then).  Whereas  an  earlier  expectation  of  good 
results  might  have  been  low,  hovering  around  40%, 
say,  for  the  riskier  cases,  today  that  same  procedure 
might  promise  good  results  80%  of  the  time. 

When  successes  were  fewer,  those  who  had  bad 
results  were  not  as  chagrined  as  today.  For  one  thing, 
they  were  in  the  majority.  Then  too,  there  was  a spirit  of 
fatalism  prevailing  back  a few  decades  ago  that  is  rarely 
in  evidence  today.  “I  want  it  all”  is  not  limited  to 


yuppies. 

If  80%  of  the  patients  undergoing  a procedure  may 
expect  a favorable  outcome,  the  remaining  20%  are 
perhaps  more  despondent  over  their  rotten  luck  than 
ever  before.  They  feel  cheated  and  persecuted.  As  with 
product  liability  cases,  which  medical  malpractice  re- 
sembles more  and  more,  the  litigious  American  is  satis- 
fied with  nothing  less  than  1 10%.  Give  him  99%  and 
he’ll  sue. 

Additionally,  of  course,  are  the  familiar  cliches 
about  specialization  and  fragmentation  of  care:  few 
Americans  these  days  have  one  doctor  they  can  call 
their  own.  This  rupture  of  an  old  relationship  makes 
litigation  easier  than  if  the  defendant  doctor  were  vir- 
tually a member  of  the  family,  as  in  the  days  of  fact  and 
fiction  Americans  fondly  recall  on  their  way  to  the 
courthouse. 

High  expectations.  . . . Weakened  bonds  of  the 
physician-patient  relationship.  . . . Here,  surely,  are 
two  of  the  determinants.  If  that  were  all,  it  might  be 
simpler.  But  if  you  look  around  you  will  see  that  even 
lawyers  are  being  sued  for  malpractice  far  more  than 
ever  in  history.  Accountants,  architects  and  engineers 
are  frequent  defendants  as  well. 

At  the  end  of  July,  The  Washington  Post  reported 
that  the  nation’s  big  eight  accounting  firms  have,  in  the 
past  few  years,  paid  out  more  than  $200  million  in  court 
settlements.  And  they  face  millions  more  in  back- 
logged  claims  awaiting  adjudication. 

The  unprecedented  wave  of  lawsuits  against  such 
prestigious  firms  as  Arthur  Anderson,  Ernst  & Whin- 
ney,  Price  Waterhouse,  and  Touche  Ross,  “threatens 
the  size  and  financial  health’’  of  the  accounting  profes- 
sion, the  Post  reported. 

Arthur  Anderson  alone  has  already  paid  out  more 
than  $137  million  in  court  settlements  in  audit  malprac- 
tice cases;  Peat,  Marwick  & Mitchell  has  paid  out 
almost  $20  million;  Ernst  & Whinney,  $6  million.  All 
face  more  suits. 

As  with  medical  liability,  accountant  liability  has 
been  greatly  intensified  by  recent  court  decisions,  mak- 
ing the  giant  firms  liable  not  just  to  the  clients  but  to 
investors,  creditors  and  other  third  parties  who  may 
claim  to  have  been  harmed  by  an  audit  failure. 

In  addition  to  its  previous  losses,  Anderson  is  being 
sued  for  $240  million  (by  the  British  government)  be- 
cause of  its  challenged  audit  of  the  Delorean  Motor  Co. 
A federal  jury  in  New  York  had  already  ordered  Ander- 
son to  pay  $81  million  for  allegedly  defrauding  the 
shareholders  of  the  Fund  of  Funds  mutual  fund  by 
faulty  audit. 

Peat  Marwick  is  being  sued  by  the  FDIC  for  $130 
million  for  its  audit  of  Penn  Square  Bank  which  failed 
shortly  after  the  audit.  Other  bank  failures  have  resulted 
in  similar  actions. 

Fortune  magazine  has  reported  that  the  whopping 
premium  increases  for  auditors’  liability  insurance  are 


common  in  other  sectors  as  well.  At  a time  when  many 
businesses  want  more  coverage,  they  are  finding  that 
this  year  their  top  has  been  sharply  reduced  and  their 
premiums  increased  as  much  as  1,000%  in  a single 
year. 

Many  corporations  are  hard  pressed  to  recruit  direc- 
tors for  their  boards  because  of  the  lawsuit  threat  and 
the  increasing  scarcity  of  the  commercial  liability  in- 
surance called  “D&O’’  (for  Directors  & Officers). 

Court  decisions  have  made  directors  and  officers 
personally  liable,  including  even  their  savings  and 
homes,  as  well  as  being  corporately  liable. 

American  underwriters  were  already  rocking  from 
1984  insurance  industry  losses  of  $3.5  billion  when  the 
Union  Carbide  tragedy  in  Bhopal  gave  them  even 
worse  nightmares  about  how  great  their  exposure  could 
be.  (Union  Carbide  is  believed  to  have  had  only  $200 
million  in  coverage,  nowhere  near  what  is  expected  to 
be  the  final  total  in  damages.) 

Lloyds  of  London  has  just  reduced  the  maximums  of 
many  U.S.  customers,  cutting  all  of  the  Big  Eight 
accounting  firms  by  35%  and  raising  rates  sky  high. 
Higher  deductibles  are  also  being  imposed,  Fortune 
said.  Many  major  companies  may  be  forced  to  go  bare 
or  set  up  their  own  captive  underwriters,  as  Bankamer- 
ica  has  already  done  in  the  Cayman  Islands  following 
its  own  catastrophic  experience. 


POTENCY 

RESTORED 


The  recent  development  of  the 
Inflatable  Penile  Prothesis  has  restored 
erectile  capacity  to  thousands  of  men 
who  suffered  from  chronic  impotence. 

An  open  forum  support  group  for 
these  men  and  others  who  still  suffer 
from  impotence  has  been  formed  in 
Mobile,  Alabama. 

Potency  Restored  meets  at 
Doctors  Hospital  of  Mobile 
on  the  second  Monday  of 
each  month  at  7 p.m. 

Persons  seeking  information  on  the 
surgery  are  urged  to  attend. 

For  additional  information  call  Doctors 
Hospital  of  Mobile,  (205)  438-4551,  ext. 
645,  Nursing  Services. 
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I am  sure  you  all  know  by  now  that  Alabama  lawyers 
have  themselves  been  forced  to  scrounge  around  to  get 
malpractice  insurance  at  reasonable  rates.  The  Execu- 
tive Director  of  the  State  Bar,  Reggie  Hamner,  reported 
in  the  Alabama  Lawyer  in  July  that  Alabama  losses  last 
year  exceeded  premium  income.  In  fact,  lawyers  are 
fast  becoming  prime  targets  of  malpractice  suits  all 
over  the  land. 

What  does  all  this  add  up  to  and  what  does  it  mean?  It 
adds  up  to  chaos,  but  what  it  means  is  something  else. 
For  one  thing,  the  United  States,  historically  a litigious 
nation,  now  has  an  enormous  overpopulation  of 
lawyers  — so  many  that  they  are  beginning  to  sue  each 
other  with  surprising  frequency. 

If  it  is  true  that  an  oversupply  of  surgeons  in  a 
community  inevitably  leads  to  more  surgery,  it  seems 
also  true  that  surplus  lawyers  produce  excessive  litiga- 
tion. 

It  is  not  at  all  comforting  to  me  that  we  have  so  much 
good  company  in  our  present  preoccupation  with 
medical  malpractice.  All  those  other  suits  serve  only  to 
heighten  my  alarm.  In  any  case,  the  passage  of  the  tort 
reform  package  is  more  essential  against  this  back- 
ground than  ever. 


I hesitate  to  close  on  a sardonic  note,  but  if  I were 
asked  to  say  where  all  this  is  heading  I would  be 
tempted  to  respond  somewhat  as  follows: 

They  say  America  is  now  entering  the  post-industrial 
society,  commonly  called  the  Third  Wave.  The  first 
wave  was  agriculture;  the  second,  the  industrial  rev- 
olution and  its  proliferation  of  smokestack  industries. 
The  Third  Wave,  they  say,  is  information.  We  have 
become  an  information-based,  computer-driven  socie- 
ty- 

I beg  to  demur.  I think  we  have  become  a Litigation 
Society.  The  home  of  the  free  and  the  brave  seems 
headed  to  expire  not  with  a bang  but  with  a whimper,  as 
the  last  process-server  serves  the  final  papers  on  the  last 
corporation  to  escape  insolvency. 

The  rest,  as  they  say,  is  silence  — a once  great  and 
powerful  nation  finally  choked  and  muted  by  a gigan- 
tic, critical  mass  of  lawsuits  covering  the  land  from  the 
Atlantic  to  the  Pacific. 

5^ 
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Board  Certified  physicians  or 
finishing  residents  in  the  following 
specialties  who  desire  an  attractive 
alternative  to  civilian  practice: 


NEUROSURGERY 
ORTHOPEDIC  SURGERY 


WANTED 


Positions  are  available  at  both  Army  teaching  facilities  and 
community  hospitals  throughout  the  Southeastern  United  States. 

Every  Army  physician  is  a commissioned  officer.  The  Army  offers  a 
rewarding  practice  without  the  burdens  of  malpractice  insurance 
premiums  and  other  non-medical  distractions. 

Army  medicine  provides  a reasonable  salary  while  stressing  a good 
clinical  practice.  Some  positions  offer  teaching  appointments  in  an 
affiliated  status  with  nearby  civilian  medical  schools  or  teaching 
programs.  The  Army  might  be  just  the  right  prescription  for  you  and 
your  family. 

To  obtain  more  information  on  eligibility,  salary,  and  fringe  benefits 
write  or  call  collect: 


Memphis,  TN  38104 
(901)  725-4445 


NORTHERN 

AMEDD  Personnel  Counselor 
Mid-Memphis  Tower  Building 
Suite  407 

1407  Union  Avenue 


SOUTHERN 


AMEDD  Personnel  Counselor 
144  Elk  Place 
Suite  1504 

New  Orleans,  LA  70112 
(504)  589-2373 
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President,  MASA 


The  Brave  New  World 

of  2010 


If  Straight-line  projections  were  always  valid,  we 
wouldn’t  be  here  at  all.  Parson  Malthus,  to  name  only 
one  doomsday  projectionist,  noted  that  food  supplies 
increased  arithmetically  and  people  geometrically. 
Therefore,  everyone  on  the  planet  should  have  perished 
in  famine  long  ago. 

Most  projections  done  by  those  with  an  axe  to  grind 
are  scarcely  worth  the  graph  paper  they  are  drawn  on. 
Mark  Twain  demonstrated  that  comically  in  Life  on  The 
Mississippi: 

“In  the  space  of  176  years  the  lower  Mississippi  has 
shortened  itself  242  miles.  This  is  an  average  of  a trifle 
over  one  mile  and  third  per  year.  Therefore,  any  calm 
person,  who  is  not  blind  or  idiotic,  can  see  that  in  the 
Old  Silurian  Period,  just  a million  years  ago  next 
November,  the  River  was  1,300,000  miles  long  and 
stuck  out  over  the  Gulf  of  Mexico  like  a fishing  rod. 
And  by  the  same  token,  any  person  can  see  that  742 
years  from  now  the  Lower  Mississippi  will  be  only  a 
mile  and  three  quarters  long,  and  Cairo  and  New 
Orleans  will  have  joined  their  streets  together.  . . . 
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What  follows  then,  is  somewhat  like  Mark  Twain’s 
fanciful  projection. 

Physicians  are  living  in  a period  when  just  about 
everybody  in  the  front  offices  is  telling  us  how  to 
practice  medicine.  HCFA,  for  example,  has  been  prov- 
ing for  the  past  several  years  that  lowest  common 
denominators  for  health  care  — averages,  means  and 
norms  — satisfy  the  basic  desideratum  of  the  American 
republic,  doing  the  greatest  good  by  the  greatest  num- 
ber of  folks.  DRGs,  we  are  asked  to  believe,  are  really 
democracy  in  action. 

Letting  all  that  pass  for  the  moment,  I would  like  to 
project  present  trends  in  medicine  to  the  Brave  New 
World  of  the  year  2010  — just  25  years  from  now.  If 
you  can  (like  me)  easily  think  back  to  what  it  was  25 
years  ago  — in  1960  — you  will  appreciate  the  fact  that 
we  are  really  talking  about  tomorrow. 

First,  medical  Star  Wars.  The  feds’  prospective  pay- 
ment system  is  based  on  computer  analysis  and  com- 
puter projection.  I suspect  the  nature  of  warfare  be- 
tween private  enterprise  and  the  central  government 
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Please  consult  full  prescribing  Information  before  use.  A summary  follows: 

INDtCATIONS  AND  USAGE:  SORBITRATE  (isosorbide  dinitrate)  is  indicated  tor  the  treatment 
and  prevention  ot  angina  pectoris  All  dosage  forms  of  isosorbide  dinitrate  may  be  used 
prophylactically  to  decrease  frequency  and  severity  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycerin 

The  sublingual  and  chewaWe  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pectons  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis 

CONTRAINDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites.  Epinephrine  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation 

WARNINGS:  The  benefits  of  SORBITRATE  during  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deleterious  effects  of  hypotension 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
subjects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg.  below  90  mmHg)  Paradoxical  bradycardia  and  increased 
angina  pectoris  may  accompany  nitrate-induced  hypotension  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy 
Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  m combination  Dose  adjustment  of  either  class  of 
agents  may  be  necessary 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dinitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbide  dmitrate  in  the  management  of  patients  with  angina  pectoris  has  not  been 
determined  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8 hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2-week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and.  in  open 
trials,  an  effect  seems  detectable  for  as  long  as  several  months 
Tolerance  clearly  occurs  m industrial  workers  continuously  exposed  to  nitroglycerin. 
Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly. 

Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use. 

Dnig  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle,  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long-term  studies  m animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbde  dinitrate  as  compared  with  rats  fed  a basal-controlled  diet 
F^egnancy  Category  C:  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose  There  are  no  adequate  and 
welt-controlled  studies  in  pregnant  women  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
established 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related  In  clinical  trials  at  various  doses,  the  following  have  been  observed 
Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent  Cutaneous  vasodilation  with  flushing  may  occur  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%)  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness. pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur  Nausea  and  vomiting  appear  to  be 
uncommon  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates.  The  formation  of  methemoglobin  is  dose-related  and.  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin 
DOSAGE  AND  ADMINISTRATION;  For  the  treatment  of  angina  pectons.  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  25  to  5 mg:  for  chewable  tablets,  5 mg.  for  oral  (swallowed) 
tablets,  5 to  20  mg.  and  for  controlled-release  forms,  40  mg 
SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose 
In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  blood  pressure 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined  The  oral 
confro//ec/-re/ease  forms  of  isosorbide  dinitrate  should  not  be  chewed 
DOSAGE  FORMS  AVAILABLE:  Sublingual  Tablets  (2  5, 5. 10  mg),  Chewable  Tablets  (5, 10  mg). 
Oral  Tablets  (5, 10. 20. 30. 40  mg).  Sustained  Action  Tablets  (40  mg) 


STUART  PHARMACEUTICALS 

Division  ot  ICI  Americas  Inc. 

Wilmington  DE  19897 


STR-2282 


will  dictate  our  response  in  kind.  I am  not  talking  about 
the  relatively  simple  office  computers  already  widely  in 
use.  1 am  talking  about  quantum-jump,  main-frame 
capability  that  will  give  hospitals  and  doctors  combat 
readiness  equal  to  the  massive  machines  HCFA  already 
has  us  all  plugged  into. 

It  simply  doesn’t  work  for  a mere  human  being  to  try 
to  reason  with  HCFA’s  electronic  bureaucracy.  The 
military  strategists  call  that  imbalance  a “destabiliz- 
ing” situation.  Only  by  an  escalation  of  our  hardware 
and  software  to  a level  of  parity  with  the  enemy  can  we 
begin  to  think  about  detente.  Only  when  our  terminals 
can  talk  to  their  terminals,  and  leave  us  to  hell  out  of  it, 
will  there  be  hope  of  peace. 

When  differences  occur,  as  they  always  have,  we’ll 
opt  for  bloodless  confrontation  between  our  electronic 
legions  and  theirs.  Physician  anger  with  each  new  out- 
rage will  have  been  eliminated:  our  giant  brains  will  be 
programmed  to  give  vent  to  that  in  suitably  blistering 
computer  responses  without  our  being  the  wiser  for  the 
engagement. 

In  fact,  anger  and  other  wasteful  emotions  are  the 
first  duties  I want  to  give  to  our  own  Big  Brother 
computer. 

“AI,”  for  Artificial  Intelligence,  is  the  buzz  word  in 
the  high-tech  journals  now,  as  man  looks  to  the  possi- 
bility of  creating  a truly  intelligent  electronic  brain  that 
can  reason,  argue  and  make  its  own  decisions.  I’m  all 
for  that.  AI  is  right  now  at  a fairly  primitive  level. 
Smart  machines  are  being  drilled  in  distinguishing  a 
square  from  a triangle,  simple  tasks  like  that.  But  I have 
all  the  confidence  in  the  world  the  Silicon  Valley  whiz 
kids  will  provide  you  and  me  with  a superprocessor  that 
can  out-scheme  and  out-sass  the  Washington  bu- 
reaucracy in  binary  language. 

This  is  an  eventuality  I look  forward  to:  I want 
computers  to  take  over  not  just  the  tedious  and  danger- 
ous jobs,  but  all  the  insulting  and  degrading  corre- 
spondence of  bureaucracy.  When  my  super- terminal  is 
ready,  I shall  impose  only  one  or  two  choice  comments 
on  its  circuitry.  My  small  purpose  will  be  to  humanize 
the  insults  I expect  it  to  level  on  the  technocrats  in  the 
public  and  private  sectors  who  have  been  hectoring  all 
of  us  with  their  weapons  superiority. 

I want  my  mouthpiece  computer  to  dazzle  them  with 
its  brilliance  and  vast  store  of  utterly  bewildering  in- 
formation, but  I want  it  always  to  end  on  a homey  note, 
such  as  “A  plague  on  both  your  houses.”  Or  maybe, 
“Your  non-sequiturs  suggest  system  failure.  Check 
your  software,  Buster.” 

With  that  kind  of  comrade  and  that  kind  of  friend,  I 
feign  would  walk  to  journey’s  end.  But  let’s  not  dwell 
on  such  pleasant  expectations,  but  move  to  the  less 
enjoyable. 

Consider  malpractice  trends.  I see  the  day  ap- 
proaching when  no  single  physician  will  ever  see  a 
patient  alone,  but  that  all  examinations  and  procedures 
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will  be  performed  by  a minimum  of  1 3 doctors:  one  to 
perform  the  procedure  and  12  to  sign  on  as  co- 
providers, thus  supplying  a full  jury  vote  of  corrobora- 
tion and  consensus  up-front. 

And  that  number  will  be  easy  to  swear  in  as  a medical 
posse  because  all  care  will  be  performed  in  giant  medi- 
cal care  processing  plants,  only  vaguely  resembling 
today’s  hospitals.  Human  clinicians  will  be  phased  out. 
Private  practice  will,  of  course,  have  passed  into  his- 
tory long  before  the  year  2010.  All  doctors,  or  whatever 
they  are  to  be  called  then,  will  be  working  for  Exxon, 
IBM,  and  AT&T. 

What  are  now  called  community  hospitals  will  be- 
come heliports.  Expectant  mothers  will  be  flown  by 
chopper  from  the  Piney  Woods,  the  Wiregrass,  the 
Piedmont,  the  Valley  and  the  Mountains  to  one  or  two 
giant  birthing  and  therapeutic  factories.  The  skies  will 
be  blackened  with  these  noisy  storks  on  their  way  to  the 
vast  health-care  cathedrals  of  glistening  corridors  and 
silent,  blinking  equipment,  minimally  staffed  by  the 
finest  engineer-physicians  money  can  buy. 

There  will  be  no  obstetricians  or  neonatologists  as 
such:  all  judgment  calls  will  be  made  by  litigation- 
proof  machines  — 13  of  them;  12  to  witness,  validate 
and  corroborate  the  first’s  decision.  Unanimity  will  be 
mandatory.  If  the  first  13  cannot  agree,  the  master 
computer  will  immediately  appoint  new  panels  until  no 
doubt  remains  to  be  second-guessed  by  12  humanoids 
in  court,  years  hence.  Since  no  human  physician  will 
have  made  any  life  and  death  decision,  only  computer 
tapes  will  be  available  to  the  tender  mercies  of  the  trial 
lawyers. 

I know  what  you  are  thinking:  medicine  will  have 
ceased  to  be  a humanistic  profession  but  will  have 
finally  merged  with  engineering,  robotics  and  com- 
puters. 

That’s  sad,  of  course,  but  the  trade-off  may  be  the 
only  way  to  approach  the  high  demands  the  judicial 
system  is  now  making  on  medicine.  In  a word,  that 
requirement  is  infallibility. 

1 doubt  that  machines  that  are  having  problems  dis- 
tinguishing between  squares  and  triangles  will  mature 
into  very  good  doctors  by  2010,  but  I believe  they  will 
be  excellent  defendants. 

Now  if  you  will  excuse  me,  I have  to  make  rounds. 


Ready  to  start 
your  practice? 

Need  a partner 
or  associate? 

Know  a community 
in  need  of  physicians? 


Use  MASA's  Physician  Piacement 
Register.  A public  service  of  the 
Medical  Association  of  the  State  of 
Alabama  conducted  for  physicians 
seeking  new  professional  positions 
and  Alabama  communities  that  are 
seeking  the  services  of  a physician. 

For  more  information  and  assist- 
ance, contact  the  masa  Physician 
Placement  Service: 


19  S.  Jackson  street 
P.O.  BOX  1900-C 
Montgomery,  al  36197 
(205)  263-6441 


One  More  Service  of  masa 


SECOND  ANNUAL 
FALL  INVITATIONAL 
SCIENTIFIC  SYMPOSIUM 

Saturday,  September  28,  1985 

Birmingham  Hilton  Hotel, 
Birmingham,  Aiabama 


8:30-  9:00  A.M. 
9:00-  9:30  A.M. 

9:30-10:00  A.M. 

10:00-10:30  AM. 

10:30-11:00  A.M. 


REGISTRATION  — Coffee  and  Donuts 

Robert  E.  Pieroni,  M.D.,  Tuscaloosa;  George  D.  Getting,  Ed.D.,  Montgomery — “Medical 
Quackery:  Past  and  Present” 

Ed  Partridge,  M.D.,  Birmingham  — “Interpretation  and  Evaluation  of  Abnormal  Pap  Smear 
in  the  Midst  of  a Human  Papilloma  Virus  Epidemic” 

Thoms  A.  Gaskin,  M.D.,  Birmingham  — Breast  Conservation  in  Treatment  of  Breast 
Cancer” 

Discussion  of  Manuscripts,  Part  I — Meet  the  Authors  — Discuss  Topics  — Ask  Questions 

Greg  L.  Jones,  M.D.,  Anniston  — “Mainutrition  in  Patients  Admitted  to  Northeast  Alabama 
Regional  Medical  Center” 

William  J.  Crump,  M.D.,  Huntsville  — “Sentinel  Practice  Networks” 

Steve  Ellison  & John  Ferrara,  M.D.,  Mobile  — “Perioperative  Management  of  Patients  with 
Sickle  Cell  Anemia” 


Tim  Day,  M.D.  & John  Ferrara,  M.D.,  Mobile  — “Roie  of  Barium  Contrast  Enema  in 
Evaluation  of  Patients  Over  40  With  Groin  Hernia 


Mary  Jo  Cagle,  Kenneth  Ponder  & Robert  Pieroni,  M.D.,  Tuscaloosa  — “Pica:  Its  Frequent 
Association  with  Iron  Deficiency  Anemia  in  Alabamians” 

Steve  Lovelady,  M.D.,  Jim  Parker  & Robert  Pieroni,  M.D.,  Tuscaloosa  — “A  Severe 
Neuroiogic  Manifestation  of  Blastomycosis” 

11:00-11:30  A.M.  Carl  J.  Sanfelippo,  M.D.,  Birmingham  — “Kidney  Cancer — Making  an  Early  Diagnosis” 

11 :30-12:00  Noon  Jiri  Dubovsky,  M.D.,  Birmingham  — “Clinical  Application  of  Modern  Method  of  Bone 

Quantitation” 


12  Noon-1 :00  P.M.  LUNCHEON 

1:00-  1:30  P.M.  Terry  Treadwell,  M.D.,  Montgomery — “Abdominai  Aortic  Aneurysms:  Who,  What  & 

When?” 


1:30-  2:00  P.M.  Trey  Thomas,  M.D.  & John  Ferrara,  M.D.,  Mobile  — “Role  of  Endoscopic  Scierotherapy  in 

Management  of  Bieeding  Esophageai  Varices” 

2:00-  2:30  P.M.  H.  Evan  Zeiger,  M.D.,  Birmingham  — “Low  Back  Pain:  Needie  vs  Knife” 

2:30-  3:00  P.M.  Discussion  of  Manuscripts,  Part  II — Meet  the  Authors  — Discuss  Topics  — Ask  Questions 

Robert  Y.  Kim,  M.D.,  Birmingham  — “Interstitial  1-125  Implantations  — New  Approach  in 
Management  of  Prostatic  Cancer” 


Raymond  L.  Bell,  M.D.,  Mobile — “Cytoprotection — Cytorepair” 

Scott  L.  Faulkner,  M.D.,  Montgomery  — “Evaiuation  of  Pulmonary  Coin  Lesions” 

Andreas  Maddux  & Robert  Pieroni,  M.D.,  Tuscaloosa  — “The  Clinical  Spectrum  of 
Rhabdomyolysis  ” 

Carla  N.  Thomas,  M.D.,  Anniston  — “Assessment  of  Nutritional  Adequacy  of  Breast  Milk” 
3:00-  3:30  P.M.  Robert  S.  Naftel,  M.D.,  Birmingham  — “Magnetic  Resonance  Imaging” 

3:30-  4:00  P.M.  Robert  L.  Baldwin,  M.D.,  Birmingham  — “Treatment  of  Dizziness” 

For  further  information  contact:  MASA  Education  Department  1-800-392-5668  or  205/263-6441. 
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Out  Patient 
Diagnostic  Radiology  Center 


Alabama's  Most  iVlodem  Facilities  Available 

CAT.  Scan 

Head  and  total  body  scan 

Ultrasonography 

Studies  during  pregnancy,  gallbladder,  etc. 

Mammography 

Low  level  radiation  cancer  survey 

General  Diagnostic  Radiology 

Certified  black  lung  survey,  G.l.  studies,  I.V.R,  tomography,  etc. 

Diagnostic  testing  and  report  within  24  hours 


Norwood  Clinic 

1 625  25th  Street  North 
Birmingham,  Alabama 

Appointments  call  (205)252-0261 

250-6837 
WATS  Une  1-800-272-6481 


A Synopsis  of  Surgical  Care  of 
Geriatric  Patients 

T.  Nagendran  M.D.* 


Introduction:  In  this  age  of  aging,  surgeons  are 
called  to  tackle  more  and  more  difficult  surgical  prob- 
lems in  geriatric  patients.  All  surgical  specialites  can 
expect  an  increased  workload  of  about  20%  related  to 
geriatrics  in  the  next  ten  years,  especially  cardiovascu- 
lar and  thoracic  surgery,  urology,  ophthalmology,  and 
general  surgery.  While  orthopedic  surgeons  already  see 
many  geriatric  patients,  it  is  expected  their  geriatric 
workload  will  increase  10%.  Since  this  population  has 
a low  tolerance  for  complications  in  particular  for  a 
second  complication,  special  attention  should  be  paid 
to;  a)  subtle  presentations  of  clincal  problems;  b) 
pharmacokinetics;  c)  fluid  and  electrolytes  changes;  d) 
multi-system  diseases;  and  e)  nutritional  status  of  these 
patients . 


* Chief.  Surgical  Serivce.  VA  Medical  Center.  Tuskegee.  Alabama.  Adjt.  Clinical 
Professor.  Morehouse  School  of  Medicine.  Atlanta.  Georgia. 


Biology  of  Aging 

Aging  is  defined  as  genetically  programmed,  uni- 
versal, progressive,  irreversible,  and  deleterious 
process,  which  is  reflected  by  a linear  decline  after 
maturity  in  physiological  vigor  and  an  increased  slug- 
gishness of  physiologic  reaction  to  environment  stress. 
The  aging  process  affects  all  systems,  namely  car- 
diovascular, renal,  digestive,  musculoskeletal,  ner- 
vous, endocrine,  and  immune  systems. 

Age  Related  Changes  in  Vital  Organs 

Cardiovascular  system:  1)  A blood  pressure  of  160/ 
90  or  less  is  normal  for  elderly.  2)  An  aging  heart  is 
characterized  by:  a)  decreased  strength  of  contraction; 
b)  decreased  cardiac  output;  c)  decreased  stroke  vol- 
ume; d)  decreased  left  ventricular  ejection  fraction;  e) 
decreased  left  ventricular  diastolic  compliance  and  fill- 
ing; and  f)  increased  impedance  to  left  ventricular  ejec- 
tion. 3)  An  aging  heart  has  decreased  ionotropic  re- 
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sponse  to  catecholamine  but  prolonged  chronotropic 
and  vasodilatory  responses  which  may  lead  to  arryth- 
mias,  heart  failure,  and  sudden  death. 

Clinical  Implications: 

1 .  Mortality  for  an  elective  major  operation  in  elder- 
ly with  cardiovascular  disease  is  much  higher. 


TABLE  1* 


Group  of  Patients 

Mortality 

a.  Control  group — all  patients  without 

cardiovascular  disease 

2.4% 

b.  All  age  patients  with  cardiovascular  disease 

6.6% 

c.  Patients  60  years  or  older  with 

cardiovascular  disease 

7.2% 

d.  Patients  70  years  or  older  with 

cardiovasculare  disease 

14.3% 

2.  Aortic  stenosis  or  combines  aortic  and  mitral 
valvular  heart  disease  carry  higher  mortality  than 
rheumatic  mitral  valvular  heart  disease.^ 

3.  Mitral  insufficiency  and  chronic  obstructive  lung 
disease  associated  with  cor  pulmonale  carry  prohibitive 
mortality  rate.  So  surgery  is  recommended  only  to 
those  conditions  where  conservative  management  will 
result  in  50%  mortality  or  more,  and  then  only  after 
aggressive  preoperative  preparation.^ 

4.  The  documented  history  of  an  acute  myocardial 
infarction  is  the  most  ominous  feature  of  arteriosclerot- 
ic heart  disease.  Table  2 summarizes  the  incidence  of 
postoperative  myocardial  infarction  compared  to  pre- 
operation duration  since  last  M.I. 

5.  Patients  with  either  preoperative  atrial  fibrillation 
of  paroxysmal  atrial  tachycardia  or  incomplete  heart 
block  or  left  bundle  branch  block  carry  higher  postop- 
erative risk. 

6.  New  York  Heart  Association  functional  classi- 
fication and  related  mortality  for  major  intra-thoracic  or 
intra-abdominal  procedures  are  as  follows: 


TABLE  2^ 


Duration  Since  Last  M.I. 

Incidence  of 

Post  Operative  M.I.% 

a.  Less  than  6 months 

54.5% 

b.  6 months  to  1 year 

25.0% 

c.  1 year  to  2 years 

22.4% 

d.  2 to  3 years 

5.9% 

e.  More  than  3 years 

1.0% 

7.  The  ability  of  elderly  patients  to  meet  the  in- 
creased respiratory,  circulatory,  and  metabolic  de- 
mands in  the  preoperative  ratory,  circulatory,  and 
metabolic  demands  in  the  preoperative  period  can  be 
predicted  by  preoperative  physiologic  assessment  with 
a SWAN-GANZ  catheter. 

8.  Aorto-coronary  bypass  grafts  and/or  carotid  end- 
arterectomies carry  low  morbidity  and  mortality,  so 
these  procedures  should  be  considered  before  elective 
major  intra-abdominal  surgery  in  the  elderly. 

Respiratory  systems: 

1.  In  the  absence  of  disease,  the  lung  ages  well. 
Compared  to  a 25-year-old,  a 75-year-old  person  has 
about  25%  less  lung  volume  and  maximal  lung  func- 
tion, but  still  this  is  5-10  times  greater  than  resting 
requirements. 

2.  While  the  elderly  need  less  oxygen  at  rest  due  to 
decreased  metabolic  expenditure,  their  maximal  ox- 
ygen consumption  after  full  exercise  is  limited  due  to 
their  cardiovascular  system  disease,  diminished  mus- 
culoskeletal strength  and  obesity.  (Table  4). 

Clinical  Implications: 

1 . Normal  aged  lung  has  ample  reserve  to  deal  with 
gas  exchange  requirements  of  surgical  illness. 

2.  Generalized  weakness  with  concomitant  respira- 
tory muscle  weakness  is  the  major  perioperative  prob- 
lem. 

3.  Elderly  tolerate  endotracheal  tube  poorly,  so 
tracheostomy  should  be  considered  after  two  days. 


TABLE  3 


Functional 

Classification 

Symptoms 
at  rest 

Symptoms  on 

Physical  Activity 

Mortality 

Class  1 

None 

Ordinary  physical  activity;  no  undue  fatigue 
palpitation,  dyspnoea  or  angina 

11% 

Class  II 

None 

Ordinary  physical  activity;  fatigue,  palpitation,  dyspnoea  or  angina 

21% 

Class  III 

None 

Less  than  ordinary  physical  activity;  dyspnoea, 
fatigue,  palpitation  or  angina 

42% 

Class  IV 

May  have  chest 
pains  or 
dyspnoea 

Any  physical  activity;  symptoms  or 
cardiac  insufficiency  or  anginal  syndrome 

100% 
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TABLE  4 


Youth 

Elderly 

Total  lung 
capacity 

100% 

75% 

Residual 
volume 
vital  capacity 

15%  1 

I Net  loss  25% 

35-40%  J 

Oxygen 
consumption 
at  rest 

122ccs/min/M^ 

80ccs/min/M^ 

Oxygen 
consumption 
after  full 
exercise 

50ccs/KG/min 
(3.5  liters/min) 

30ccs/KG/min 
(2.1  liters/min) 

4.  Disease  states  fall  in  three  categories  as  describes 
in  Table  5. 


Renal  System: 

1.  Aging  is  associated  with  general  decline  of  all 
functions  of  kidney  to  include;  a)  glomerular  filtration; 
b)  tubular  function;  c)  endocrine  function;  and  d)  com- 
pensatory adaptation. 

2.  Morphologic  changes  include:  a)  progressive  loss 
of  cortical  mass;  b)  sclerosis  of  glomeruli  (10-30%  of 
glomeruli  are  sclerosed  in  70  years  or  older);  c)  in- 
creased interstitial  fibrosis;  d)  narrowing  of  preglo- 
merular  vessels;  and  e)  development  of  shunts  between 
afferent  and  efferent  arterioles.  High  protein,  high 
calorie  diet  in  elderly  is  associated  with  progressive 
glomerular  sclerosis. 

3.  Functional  changes  include:  a)  decreased  blood 
flow;  b)  decreased  glomerular  filtration  rate;  c)  de- 
creased free  water  clearance;  and  d)  decreased  ability  to 
conserve  or  excrete  electrolytes,  water,  or  acid. 

Clinical  Implications: 

1 .  Unlike  in  young  persons,  normal  serum  creatinine 
level  in  elderly  does  not  mean  normal  glomerular  filtra- 
tion rate.  In  geriatric  patients,  the  glomerular  filtration 
rate  is  decreased  but  so  is  total  amount  of  creatinine 


produced  due  to  diminished  muscle  mass.  So  the  fol- 
lowing formula  is  suggested  to  calculate  glomerular 
filteration  rate  (GFR)  which  is  very  important  in  certain 
drugs  usage  like  aminoglycosides. 

GFR  (ml/min)  = (140  - AGE) ^ 

serum  creatinine  (mg/dl) 

Body  Weight  in  KG 
72 

This  formula  overestimates  the  GFR  in  women  and 
obese  patients.  Multiply  this  formula  by  0.85  for 
women. 

2.  Elderly  usually  have  hypodipsia  (lack  of  thirst) 
often  leading  to  hypernatremia,  thus  needing  a strict 
intake  and  output  measurement  and  frequent  electrolyte 
assessment. 

3.  Close  monitoring  of  renal  function  is  needed  when 
using  the  following  drugs;  a)  prostaglandin  inhibitors 
(non-steriodal  anti-inflammatory  analgesics);  b)  diuret- 
ics; c)  aminoglycoside  antibiotics;  and  d)  radio-contrast 
dye. 

Special  Problems  in  Elderly: 

1.  Susceptibility  to  hypothermia:  In  the  elderly,  the 
body’s  ability  to  adjust  to  cold  decreases  and  because 
their  sensitivity  to  cold  is  sometimes  impaired,  they 
may  be  unaware  of  potentially  dangerous  temperatures. 
This  is  probably  related  to  inability  to  raise  the  cate- 
cholamine level.  Core  temperature  should  always  be 
preferred  over  oral  temperature.  The  operating  rooms, 
special  care  units,  radiology  suites,  etc. , should  always 
be  kept  warm  (78°  F)  along  with  proper  blanket  cover- 
ing to  prevent  profound  hypothermia. 

Drug  Therapy  in  Elderly^' 

a.  Elderly  are  very  susceptible  to  adverse  drug  reac- 
tions. 

b.  Responsiveness  to  drugs  is  altered  in  elderly. 

c.  Absorption  of  the  drugs  from  GI  tract  decreases 
with  age  due  to  (1)  increased  gastric  pH;  (2)  decreased 
gastric  motility  and  delayed  emptying;  and  (3)  de- 
creased mesenteric  blood  flow. 

d.  Alteration  in  distribution  of  drugs  occurs  due  to  1) 
age  related  fall  in  body  water  which  occurs  secondary 
to  loss  of  body  cell  mass,  thus  higher  concentration  of 


TABLE  5 


Disease 

Pulmonary  Function  Abnormality 

Atelectasis 

Treatment 

1.  Generalized  muscle  weakness 

Maximal  breathing  capacity  less  than 
40%  of  predicted  (difficult  to  breath 
in) 

Common 

Intermittent  positive  pressure  brea- 
thing or  ventilation  — postop  physical 
therapy. 

2.  Emphysema  — Bronchitis 

Expiratory  flow  less  than  50%  of  pre- 
dicted and  increased  residual  volume 
(difficult  to  breathe  out) 

Rare 

Bronchodilators.  Mechanical  ventila- 
tion 

3.  Decreased  oxygenation  due  to  ane- 
mia or  congestive  heart  failure 

N/A 

Correct  primary  pathology.  Keep  HCT 
30%  or  higher. 
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Today  our  children  are  computing  basic  math.  Tomorrow, 
they’ll  be  programming  the  future. 

But  before  they  can  fill  the  computer  screen  with  new 
information,  well  have  to  help  fill  their  minds.  With 
ideas.  Information.  Dreams.  With  the  stimulation  only  a first- 
rate  college  education  can  provide. 

But  theyll  need  your  help. 

Because  only  with  your  help  will  colleges  be  able  to  cope 
with  the  high  cost  of  learning. 

Rising  costs  and  shrinking  revenues  are  threatening  the 
ability  of  colleges  to  provide  the  kind  of  education 
tomorrow’s  leaders  need  to  solve  tomorrow’s  problems. 

So  please  give  generously  to  the  college  of  your  choice. 

You’ll  be  programming  America  for  success  for  years 
to  come. 

Give  to  the  college  of  your  choice. 

CCXJNOL  fOft  FINANCIAL  AID  TO  EOUCATON  INC  M I A PUBLIC  SERVia  OF  THIS  PUBLICATION 
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drugs  per  unit  volume;  and  2)  an  increase  in  the  ratio  of 
body  fat  to  lean  tissue,  thus  prolonging  the  effects  of 
lipid  soluble  drugs  (Table  6). 

TABLE  6 


Age  25 

Age  75 

Body  fat 

15% 

30% 

Lean  tissue 

17% 

12% 

Bone 

6% 

77% 

Intracellular  water 

42% 

33% 

Extracellular  water 

21% 

20% 

e.  The  efficiency  of  drug  elimination  is  decreased 
due  to;  1)  liver  changes,  and  2)  kidney  changes. 
Changes  in  kidneys  have  been  already  enumerated. 
Changes  in  liver  are:  1)  decreased  blood  perfusion  so 
some  of  the  drugs  given  orally  will  bypass  the  liver, 
thus  increasing  the  serum  level;  and  2)  decrease  in 
activity  of  microsomal  enzyme  systems  leading  to  slow 
clearance  of  certain  drugs. 

f.  Hemostasis  is  less  responsive  in  elderly  so  com- 
pensatory mechanisms  to  buffet  the  body  against  side 
effects  are  not  as  effective. 

g.  Consideration  should  be  given  to  the  patient’s  age, 
his  general  condition,  type  and  dose  of  the  drug  before 
prescribing.  Low  dosage  should  be  started  initially  and 
then  dosage  may  be  increased  if  necessary.  In  general, 
elderly  tolerate  small  doses  of  major  tranquilizers,  e.g. , 

0.5  mgm  of  Haldol  is  much  better  than  larger  doses  of 
minor  tranquilizers. 

h.  Keep  the  number  of  drugs  to  an  absolute  mini- 
mum. 

i.  Always  consider  the  adverse  reactions. 

j.  Be  sure  the  drug  therapy  is  absolutely  needed. 

k.  Always  give  instructions  to  patients,  relatives,  or 
neighbors  in  simple  terms  so  that  they  can  monitor  the 
drug  therapy. 

l.  While  prophylactic  antibiotics  cannot  take  the 
place  of  good  surgical  techniques,  proper  usage  of 
antibiotics  in  clean  cases,  clean-contaminated  cases, 
contaminated  cases,  and  infected  cases  would  be  highly 
beneficial.  Always  start  antibiotics  at  least  one  or  two 
hours  prior  to  surgery  and  give  two  additional  doses  in 
the  postoperation  period.  In  cases  where  surgery  lasts 
for  more  than  three  hours,  give  an  additional  dose 
intra-operatively. 

Nutritional  Considerations  in  Elderly: 

1.  Most  of  the  elderly  do  not  receive  the  recom- 
mended daily  allowance  of:  a)  calories,  b)  calcium,  c) 
iron,  d)  vitamin  A,  e)  thiamine,  and  f)  folate. 

2.  A number  of  them  are  also  protein  deficient. 

3.  Particularly,  the  elderly  Black  male  and  lower 
income  groups  are  at  high  risks. 

4.  Impaired  digestion,  absorption  and  assimilation  of 
excretion  of  waste  products  adds  to  this  malnourish- 
ment. 


5.  Half  of  Americans  65  or  older  are  edentulous. 

6.  Triceps  skin  fold  thickness  is  a poor  index  for 
estimating  the  percentage  of  fat  in  elderly. 

7.  Measurement  of  abdominal  circumference  corre- 
lates well  with  body  weight. 

8.  Total  protein,  delayed  skin  hypersensitivity  reac- 
tion and  serum  albumin  level  are  helpful  in  predicting 
the  operative  morbidity  and  mortality." 

9.  Also  additional  indices  such  as  absolute  lympho- 
cyte count  less  than  1500/cubic  milliliter,  decreased 
serum  levels  of  zinc  and  vitamin  B-12  and  folate  would 
help  to  assess  the  nutritional  status. 

10.  Obese  elderly  patients  are  less  likely  to  die  from 
surgery  than  malnourished  elderly  patients. 

1 1 . The  importance  of  pre-and  post-operative  nutri- 
tional support  cannot  be  overemphasized. 

12.  Discontinue  all  medications  which  will  impair 
the  patient’s  ability  to  ambulate  or  to  eat. 

13.  Early  ambulation  and  exercise  to  tolerance  will 
improve  appetite. 

Senescence  of  Immune  System:^^ 

( 1 ) The  most  consistent  and  significant  depression  of 
the  immune  system  in  the  elderly  is  in  cell  mediated 
immunity,  even  though  all  three  components  of  the 
immune  system  are  affected. 

(2)  Deficient  immune  system  in  elderly  is  due  to  a) 
involution  of  thymus,  b)  inability  of  promitive  pluripo- 
tent  stem  cells  to  proliferate,  and  c)  poor  nutritional 
status.  This  contributes  to  the  high  incidence  of  infec- 
tions, malignancies,  auto-immune  diseases,  and  im- 
mune complex  mediated  diseases. 

(3)  Vitamin  C given  1 gm/day  for  a week,  2 gm/day 
for  a week,  and  3 gms/day  for  a week  seems  to  improve 
the  cell  mediated  immunity. 

(4)  Table  7 summarizes  the  common  findings. 

Malignancies: 

All  malignancies  with  exception  of  leukemeia,  thy- 
roid, and  testicular  origin  are  more  common  in  the 
elderly.  Table  8 gives  the  age  related  incidence  of 
various  malignancies. 

Infections: 

1 . The  elderly  are  more  susceptible  to  infectious 
diseases  and  carry  higher  morbidity  and  mortality  to  the 
same. 

Aging  deficient  cell  mediated  immunity 

frequent  infections  malnutrition 

catabolic  process  loss  of  protein  and  minerals 

2.  Whereas  the  overall  nosocomial  infection  rale  is 
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TABLE  7 


Changes  in  Immune  System  Secondary 

to  Protein,  Vitamins,  and  Trace  Elements  Deficiency  Changes  Secondary  to  Aging 


Thymo.s 

Atrophy 

Atrophy 

Tonsils 

Atrophy 

Atrophy 

Lymph  Nodes 

Wasting,  loss  of  germinal  centers 

Loss  of  germinal  centers 
Increased  reticulum 

Humoral  factors: 

IgG 

Normal 

Normal 

IgA 

Increased 

Normal 

IgM 

Normal 

Decreased 

IgE 

Increased 

Normal 

IgD 

— 

Normal 

Secretory  IgA 

Decreased 

Normal 

Antibody  function 

Normal 

Normal  except  T cell  mediated 
antibody  production 

Natural  antibodies 

— 

Decreased 

(e.g.  blood  group) 

Cellular  immunity  absolute  # 

Decreased 

Decreased 

of  T Cells 

Activated  cells 

— 

Deficient 

T Suppressor  Cells 

— 

Decreased 

T Helper  Cells 

— 

Same 

Skin  test  response 

Decreased 

Decreased 

Lymphokine  production 

— 

Diminished 

Phagocytosis  PMN 

Increased 

Normal 

Macrophages 

Decreased 

Normal 

Phacocytosis 

Normal 

Decreased 

Bactericidal 

Normal  to  Decreased 

Decreased 

only  5%,  it  is  15%  in  geriatric  patients.  Fifty  to  75%  of 
these  infections  would  be  from  gram  negative 
pathogens . 

3.  Mechanical  barriers  to  infection,  such  as  skin  and 
mucous  membrane,  are  adversely  affected  in  the  elder- 
ly with  decreased  skin  moisture,  decreased  secretion 
and  deficient  ciliary  function. 

4.  Lung,  urinary  tract,  gram  negative  bacteremia, 
endocarditis,  and  skin  infections  are  very  common  in 
the  elderly. 

5.  Pneumonia  in  70-year-old  or  older  carries  a mor- 
tality rate  of  60%,  depending  on  underlying  illness  such 
as  congestive  heart  failure,  chronic  renal  failure,  malig- 
nancy, and  chronic  obstructive  lung  disease.  Common 
pathogens  seen  are  A. Pneumoniae,  Legionnaire’s, 
S.Aures,  influenza.  Gram-negative  necrotizing 


TABLE  8 

Age  and  Incidence/100,000 


SITE 

30-40 

40-50 

50-60 

60-70 

70-80 

1.  Prostate 

Less  than  I 

Less  than  1 

20 

90 

280 

2.  Stomach 

5 

12 

70 

160 

220 

3.  Skin 

10 

20 

60 

120 

220 

4.  Colon 

2 

3 

40 

80 

130 

5.  Pancreas 

Less  than  1 

2 

20 

40 

60 

6.  Esophagus  Less  than  1 

Less  than  1 

10 

30 

60 
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pneumonia,  respiratory  syncytial  virus,  and  tuberculo- 
sis. Consider  vaccine  against  flu  and  pneumococcus. 

Surgical  Decision  Making.  Preoperative  and 
Postoperative  Care  in  the  Aged: 

1 . It  is  the  surgeon’s  responsibility  to  take  his  geriat- 
ric surgical  patient  to  surgery  in  the  best  possible  condi- 
tion with  the  shortest  preoperative  stay. 

2.  The  following  points  should  be  kept  in  mind 
always: 

(1)  Investigation:  Least  invasive. 

(2)  Diagnosis:  Total,  not  just  surgical  diagnosis, 
but  all. 

(3)  Operation:  The  most  appropriate. 

(4)  Post-op  Period:  Shortest  possible. 

(5)  Recovery:  Complication  free. 

(6)  Rehabilitation:  Complete. 

3.  The  following  factors  should  be  considered  before 
a decision  is  made: 

(1)  Progression  of  disease 

(2)  Risks  of  surgery 

(3)  Chances  of  cure 

(4)  Chances  of  palliation 

(5)  Life  expectancy 

(6)  Will  to  live 

(7)  Biological  age 

(8)  Complications  of  disease 


MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 
The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Princ) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORM  ATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


(9)  Disability  after  operation  and  ability  and  will- 
ingness of  patient  and  his  family  member(s)  to 
deal  with  it. 

4.  Once  the  decision  is  made,  simply  discuss  it  with 
the  patient  and  his  family  and  let  them  decide. 

5.  Let  the  patient  talk  and  let  us  listen. 

6.  Mortality  rate  from  emergency  operations  are 
much  higher  than  elective  operations  (Table  9);  this 
factor  should  be  taken  into  account  when  a decision  is 
made. 

TABLE  9 

Mortality  Rate  for  Emergency  Operations 


Age  Less  Than  70  More  Than  70 


Perforated  ulcer 

7% 

22% 

GI  Bleeding 

12% 

20% 

Biliary  Surgery 

0-1% 

12% 

Strangulated  Hernia 

0-1% 

10% 

Colonic  Obstruction 

10% 

24% 

7.  Blood  transfusions  should  not  be  given  in  elderly 
less  than  48  hours  before  operation  to  avoid  hyper- 
volemia. Maintain  HcT  around  30%  and  not  higher 
than  40%  to  prevent  increased  blood  viscosity  and  risk 
of  arterial  thrombosis  resulting  from  it.  Consider  giving 
10  mgm  Lasix  IV  with  each  unit  of  blood  transfusion. 

8.  Newly  discovered  hypertension  needs  no  treat- 
ment unless  diastolic  pressure  is  100mm  of  Hg  or 
above.  Even  at  this  level,  treatment  with  diuretics  in  the 
immediate  preoperative  period  will  lead  to  post  induc- 
tion hypotension.  On  the  other  hand,  patients  who  have 
been  on  anti-hypertension  medication  for  a long  time 
should  receive  this  medication  until  the  morning  of 
surgery. 

9.  Pulmonary  function  along  with  arterial  blood 
gases  should  be  done.  Also,  some  form  of  stress  test, 
like  walking  or  climbing  a flight  of  stairs,  should  be 
done  to  assess  the  patient’s  physical  status  as  outlines  in 
Table  3. 

10.  Sputum  should  be  inspected  and  cultures  secured 
if  purulent;  may  need  preoperative  broad  spectrum  anti- 
biotics. 

1 1 . Elderly  very  often  fall  into  the  category  for  high 
risk  deep  vein  thrombosis  and  thrombo-embolic  com- 
plications. Consider  some  method  of  preoperative  pre- 
cautionary measures  (e.g.  subcutaneous  Heparin). 

12.  Shaving  is  totally  unnecessary  in  many  elderly. 

13.  Encourage  patient  to  bring  all  his  artificial  aids,  a 
radio,  a clock,  and  a calendar  to  the  hospital. 

Post-Operative  Considerations: 

1.  Pulmonary: 

A.  Goals  here  are:  a)  to  maintain  adequate  oxygena- 
tion; b)  to  withdraw  pulmonary  support  as  early  as 
possible;  and  c)  to  prevent  intercurrent  pulmonary  sep- 
sis. Chest  physiotherapy  should  be  started  as  early  as 
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possible. 

B.  Prevent  post  operative  pneumonia.  It  causes 
mortality  as  high  as  46%  in  elderly.  Common  causes 
for  postoperative  pneumonia  are  a)  atelectasis  resulting 
from  inadequate  tidal  volume  during  anesthesia  or  post- 
operatively  from  pain,  increased  intra-abdominal  pres- 
sure or  sedation;  b)  aspiration;  c)  respiratory  assistance; 
d)  peritonitis)  and  e)  prolonged  stay  in  intensive  care 
units. 

2.  Cardiovascular  System:  A.  Maintain  intravascular 
volume.  B.  Maintain  red  cell  mass.  C.  Monitor  urine 
output.  D.  Swan-Ganz  catheter  and  monitoring  pul- 
monary wedge  pressure.  C.  Watch  for  arrythmias;  if 
they  should  occur,  look  for  primary  causes  such  as 
hypokalemia,  hypovolemia,  hypoxemia,  pulmonary 
embolus,  and  sepsis. 

3.  Renal  System: 

Oliguric  renal  failure  is  nearly  always  fatal  in  elder- 
ly, so  hourly  monitoring  of  urine  output  is  essential.  In 
cases  of  oliguria,  diuretics  should  be  given  only  when 
intravascular  volume  has  been  documented  to  be 
adequate. 

4.  Mental  Status: 

Acute  confusion  and  disorientation  in  elderly  are 
very  common  in  postoperative  period.  Always  look  for 
a treatable  physiologic  or  metabolic  cause  such  as 
hypoxemia,  hypovolemia,  sepsis,  hyper  or  hypogly- 
cemia, hypo  or  hypernatremia,  drug  toxicities  (such  as 
Cimetidine,  Metronidozole),  sleep  deprivation,  and 
poorly  controlled  pain. 

5.  Infection  Surveillance: 

Watch  for  pulmonary,  urinary  tract,  wound,  IV 
catheters,  and  skin  nosocomial  infections  everyday. 

6.  Skin  care  in  postoperative  period  is  very  impor- 
tant. Air  matress  or  water  matress  should  be  used; 
frequent  turning  is  a must.  Do  not  drag  the  patient  over 
the  linen  because  this  will  easily  traumatize  the  elder- 
ly’s skin;  instead,  gently  lift  them  off  the  bed. 

7.  Keep  elderly  in  a ward,  rather  than  in  a private 
room;  allow  patient’s  family  members  to  stay  with 
patient  as  long  as  possible. 

Anesthesia  Considerations: 

1.  The  elderly  do  not  need  preoperative  narcotics, 
sedatives,  or  anticholinergics;  local  anesthesia  goes 
much  further. 

2.  There  is  no  difference  in  mortality  when  general 
vs  regional  or  local  anesthesia  are  compared,  but  re- 
gional or  local  anesthesia  is  associated  with  low  mor- 
bidity, especially  in  postoperative  mental  confusion. 
So  use  regional  or  local  anesthesia  in  elderly  whenever 
possible. 

3.  Avoid  hypothermia  in  the  operating  room. 

Summary  and  Conclusions 

1 . Eighty  percent  of  the  elderly  are  healthy  and  living 
independently. 


2.  The  elderly  tolerate  surgical  procedures  well  but 
their  reserves  to  tolerate  complications  are  very  low, 
more  so  for  a second  complication. 

3.  They  are  drier  and  fatter,  thus  altering  medication 
distribution. 

4.  They  are  extremely  susceptible  to  hypothermia. 

5.  They  have  hypodipsia. 

6.  They  are  more  prone  to  develop  infection,  cancer, 
and  auto-immune  diseases  due  to  compromised  im- 
mune system. 

7.  Normal  serum  creatinine  in  elderly  does  not  mean 
normal  GFR. 

8.  With  particular  attention  to  pulmonary,  car- 
diovascular, and  renal  system,  appropriate  meticulous 
surgery  should  result  in  successful  outcome  in  elderly 
irregardless  of  their  chronological  age. 
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Rating  Maturity  in 
Adolescent  Athletes 

William  A.  Daniel,  Jr.,  M.D.* 


Twenty-five  million  boys  and  girls  take  part  in  su- 
pervised sports  programs.  Young  athletes  in  junior 
and  senior  high  schools  compete,  and  adolescent  boys 
in  particular  use  sports  to  ensure  self-esteem  and  to  gain 
acceptance  by  peers.  Adolescence  is  characterized  by 
change,  and  physicians  can  use  a simple  rating  system 
to  evaluate  growth  and  the  degree  of  maturity  in  an 
individual  youngster.  This  system  permits  an  assess- 
ment of  where  in  the  growth  process  the  boy  or  girl  is  at 
the  time  of  examination,  alerts  the  physician  to  com- 
mon abnormalities  of  physical  development,  predicts 
the  next  changes  in  growth,  can  be  used  to  group  sports 
participants  according  to  developmental  stages,  and 
may  decrease  injuries. 

Chronologic  age  is  a poor  standard  to  use  in  evaluat- 
ing physical  condition  or  grouping  boys  and  girls  for 
competitive  sports  activities.  If  one  observes  a group  of 
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seventh  grade  students,  it  is  immediately  obvious  that 
one  or  two  of  them  are  equal  in  size  to  older  high  school 
students,  others  are  obviously  growing  taller,  and  some 
still  appear  as  small  children.  They  are  all  the  same 
chronologic  age  and  in  the  same  school  grade,  but  they 
cannot  compete  equally  in  sports  or  many  tests  for 
physical  development.  The  onset  of  puberty  varies 
from  about  10  to  15  years  of  age,  with  girls  starting  the 
growth  spurt  earlier  than  boys.  The  great  variability  in 
the  age  of  onset  of  puberty  is  most  often  genetically 
determined  although  chronic  illness,  renal  disease  or 
Crohn’s  disease  for  example,  can  affect  both  the  age  of 
onset  and  the  velocity  of  change. 

If  a physician  wishes  to  evaluate  the  stage  of  growth, 
the  skeletal  age  is  the  most  accurate  method  to  use;  but, 
this  can  be  expensive,  sometimes  unavailable,  and  is 
not  recommended  for  repetitive  testing.  Rating  the 
stage  of  sexual  maturation  is  a simple  method  having 
extremely  high  correlation  with  skeletal  age.  This 
method  was  developed  by  Tanner'  and  is  used  world- 
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wide  by  physicians  caring  for  adolescents.  Sex  matu- 
rity ratings  are  of  great  clinical  value. 

Tanner  based  his  classification  of  maturity  stages  of 
girls  on  the  pattern  and  quantity  of  pubic  hair,  and  the 
configuration  of  the  breasts.  For  boys,  the  pubic  hair 
pattern/quantity  and  changes  in  genitalia  form  the 
criteria  for  assigning  sex  maturity  ratings.  These  stan- 
dards are  shown  in  Table  1 with  sex  maturity  ratings 
(SMR)  from  1 to  5.  SMR-1  is  prepubertal  and  rating  5, 
for  practical  purposes,  is  adult.  It  is  assumed  physicians 
examine  the  breasts  of  girls  and  genitalia  of  boys  and 
view  the  pubic  hair  pattern  in  both  sexes.  These  simple 
observations  permit  assigning  a mean  sex  maturity  rat- 
ing and  should  prompt  the  physician  to  think  about 
clinical  conditions  associated  with  the  period  of  adoles- 
cent growth  and  to  discuss  future  changes  with  the 
young  patient. 

Clinical  Uses  of  Sex  Maturity  Ratings 

The  earliest  visual  evidence  of  pubescence  in  a girl  is 
the  presence  of  a breast  bud,  a small  mass  under  the 
nipple.  If  this  has  not  appeared  by  age  13,  it  is  generally 
accepted  that  puberty  is  delayed  although  this  is  more 
often  constitutional  than  abnormal.  The  slight  breast 
enlargement  is  quickly  followed  by  light,  straight  hair 
along  the  inner  borders  of  the  labia  indicating  a sex 
maturity  rating  of  2 (SMR  2).  At  this  stage,  height 
velocity  rapidly  increases  and  the  girl  is  likely  to  grow 
about  three  inches  within  a few  months.  Further  en- 
largement of  the  breasts  and  increase  in  the  quantity  of 
pubic  hair  with  formation  of  the  feminine  triangle 
occur,  SMR-3,  and  the  onset  of  menses  most  often 
appears  at  SMR-4  although  a sizeable  number  of  girls 
attain  menarche  at  SMR-3.  Almost  without  exception, 
a girl’s  peak  height  increase  has  finished  by  time  she 
begins  to  menstruate  and  further  gain  in  height  rapidly 
decreases. 

Slight  enlargement  of  the  testes,  most  often  by  age 
13.5  years,  is  the  first  sign  of  pubertal  change  in  a boy. 
This  increase  in  size  is  often  difficult  to  detect  unless 
the  boy  has  been  examined  several  times  in  the  recent 
past.  Pubic  hair  soon  appears  laterally  at  the  base  of  the 
penis,  is  straight,  unpigmented  at  first,  and  with  further 
growth  that  is  accompanied  by  increased  size  of  the 
testes  and  penis,  meets  in  the  middle  of  the  area  at  the 
penile  base.  When  these  pubic  hair  changes  occur, 
SMR-3,  the  boy  is  in  his  period  of  most  rapid  growth 
and  will  gain  four  or  more  inches  within  a few  months. 
After  reaching  the  peak  of  height  increase,  SMR-3  for 
pubic  hair  development,  boys  begin  to  add  muscle 
mass,  SMR-4,  and  produce  sperm.  During  the  entire 
period  of  growth  in  boys,  testosterone,  the  quantity  of 
hemoglobin,  the  hematocrit  percentage,  and  serum 
alkaline  phosphatase  increase.  The  physical  size  and 
appearance  also  rapidly  change.  Height  usually  in- 
creases very  slowly  for  a few  more  years.  Some 


changes  in  either  sex  are  more  accurately  correlated 
with  sex  maturity  ratings  for  pubic  hair,  genital,  or 
breast  growth;  but,  for  general  use,  the  mean  value  can 
be  used. 


Maturity  Ratings  and  Sports 

There  is  great  variability  in  the  size  and  stage  of 
maturity  in  any  group  of  boys  or  girls  in  junior  high 
school  and  lower  grades  of  senior  high  school.  Late 
maturers  are  often  greatly  concerned  about  their  size 
and  worry  that  they  are  abnormal  or  have  some  myster- 
ious disease.  Most  states  require  a certificate  of  fitness 
for  sports  participation  that  includes  a list  of  limita- 
tions, if  indicated.  At  the  time  of  examination,  a sex 
maturity  rating  can  easily  be  determined.  If  the  SMR  is 
2,  the  physician  knows  a boy  is  just  starting  to  grow  and 
can  discuss  this  process  with  him.  We  have  found  that 
sketching  the  changes  in  genital  and  pubic  hair  growth 
provides  boys  with  indicators  by  which  they  can  antici- 
pate changes  in  height  and  muscular  development  and 
they  appreciate  the  information.  A boy  can  be  told  at 
SMR-2  that  his  body  is  beginning  to  change;  that  he 
will  be  growing  most  rapidly  at  SMR-3  and  will  add 
about  four  inches  of  height;  that  he  will  gain  weight  and 
increase  muscle  mass  at  SMR-4.  If  he  participates  in 
sports,  he  should  be  warned  about  possible  harmful 
effects  of  anabolic  steroids.  The  physician  will  be  cog- 
nizant that  during  SMR  2-3  the  epiphyses  are  in  danger 
of  being  injured  whereas  at  SMR-4  there  is  less  danger; 
that  weightlifting  is  more  logically  begun  at  SMR-4 
when  muscle  mass  increases  than  during  SMR-3  when 
the  bones  are  lengthening  and  little  lean  body  mass  is 
added.  Girls  at  SMR  2-3  should  be  carefully  evaluated 
for  scoliosis  which  often  occurs  during  the  most  rapid 
period  of  growth.  Some  adolescent  girls  fear  that  men- 
struation will  decrease  sports  performance  because  of 
associated  dysmenorrhea,  and  the  physician  can  dis- 
cuss this  with  them. 

From  a logical  standpoint,  boys  and  girls  should  be 
grouped  according  to  the  stage  of  maturity.  Competi- 
tion between  an  adolescent  at  SMR-2  and  one  at  SMR-4 
is  usually  physiologically  unfair,  particularly  in  contact 
sports.  For  example,  a tall,  thin  boy  at  SMR-3  is  more 
likely  to  be  injured  than  a much  shorter  boy  who  is  at 
SMR-4.  Age,  height  and  grade  give  little  information 
applicable  to  sports  participation.  It  is  unlikely  that 
such  groupings  will  take  place  in  our  schools,  but 
physicians  can  note  their  concerns  on  permission 
forms.  Sometimes  a perceptive  physician  can  discuss 
sports  activities  with  a boy  or  girl  and  recommend  a 
sport  more  in  keeping  with  developmental  stages. 
Swimming,  tennis  and  other  sports  are  often  of  greater 
value  to  immature  athletes  than  are  contact  sports  until 
growth  has  progressed.  A major  goal  is  to  establish  the 
beginning  of  a fitness  program  that  will  extend  into 
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TABLE  1 

Sexual  Maturity  Ratings  (SMR) 


Bovs 

S.\iR 

Pubic  Hair 

Penis 

Testes 

1 

None 

Preadolescent 

Preadolescent 

2 

Sparse,  long,  slightly  pigmented 

Slightly  enlarged 

Enlarged  scrotum,  pink, 
texture  altered 

3 

Darker,  begins  to  curl,  small  amount 

Penis  longer,  increased  in  length 

Larger 

4 

Resembles  adult  type,  but  less  in 
quantity;  coarse,  curly 

Larger;  glans  and  breadth 
increase  in  size 

Larger,  scrotum  dark 

5 

Adult  distribution,  spread  to 
medial  surface  of  thighs 

Adult 

Adult 

Girls 

SMR 

Pubic  Hair 

Breasts 

1 

2 

Preadolescent 

Sparse,  lightly  pigmented,  straight, 
medial  border  of  labia 

Preadolescent 

Breasts  and  papillae  elevated  as  small  mounds 
areolar  diameter  increased 

3 

Darker,  starts  to  curl,  increased  amount 

Breasts  and  areolae  enlaged;  no  contour  separation 

4 

Coarse,  curly  abundant,  but  amount  less  than  in  adult 

Aerolae  and  papillae  form  secondary  mounds 

5 

Adult  feminine  triangle  spread  to 
medial  surface  of  thighs 

Mature;  nipple  projects,  areolae  part  of  general  breast  contour 

(Adapted  from:  Tanner,  JM:  Growth  at  Adolescence,  ed  2,  1962,  Blackwell  Scientific  Publications,  Oxford,  England.) 
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STAR  WARS  of  Oncology 

A one-day  medical  symposium  presented  by 
South  Highlands  Hospital,  Birmingham,  Alabama 
DATE:  Friday,  November  1, 1985 
MEETING  LOCATION:  Birmingham  Hilton 
808  South  20th  St. 

Birmingham,  Alabama 

FEE:  $65.00 

Free  for  pre-registered  residents 
Free  for  medical  students 
CME  Credit  - 7 Hrs.  Cat.  I 
FOR  INFORMATION  AND  RESERVATIONS: 

Call  Mrs.  Dena  Metts,  (205)  930-7703 
Distinguished  speakers  to  include,  among  others: 

Richard  M.  Dwyer,  M.D.— Laser  Endoscopy  Medical  Group,  Inc.,  Los 
Angeles,  CA;  Chief  of  Endoscopy,  Harbor  General  Hospital,  Terrance, 
CA;  Clinical  Assistant  Professor  of  Medicine,  U.C.L.A.  Medical  Center 
— “Management  of  carcinoma  of  the  Gl  tract,  including  rectum  and 
esophagus.” 

John  S.  Macdonald,  M.D.— Professor  of  Medicine,  Director,  Division 
of  Hematology/Oncology,  University  of  Kentucky,  Lexington  — “Cancer 
chemotherapy:  past  successes  and  strategies  for  the  future.” 

Thomas  C.  Merigan,  M.D.— George  E.  and  Lucy  Becker  Professor  of 
Medicine  and  Head,  Division  of  Infectious  Diseases — Stanford 
University,  Stanford,  CA— ‘Immunotherapy  of  cancer  in  its  broadest 
aspects.  Interferon.  Monoclonal  antibodies.” 

Sydney  E.  Salmon,  M.D.— Professor  of  Medicine  and  Director, 
Arizona  Cancer  Center,  Tucson;  Immediate  Past  President,  American 
Society  of  Clinical  Oncology— ‘A  discussion  of  tumor  necrosis  factor. 
Biological  response  modifiers  in  cancer  treatment.” 
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INDERIDELA 


The  world's  leading  beta  blocker 
and  diuretic-foronce-dally 
convenience  without  compromise 
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When  selecting  other  once-daily  agents,  physicians  may  have  to  compromise 
either  their  choice  of  beta  blocker  or  diuretic.  With  INDERIDE®  LA,  physicians 
have  the  agents  most  widely  prescribed  worldwide— INDERAL®  and  hydro- 
chlorothiazide—with  the  convenience  of  once-daily  dosage. 

24-hour  blood  pressure  control  with  the 
broad  benefits  of  INDERAL  (propranolol  HCI) 

The  controUed-release  delivery  system  of  INDERIDE  LA  provides  24-hour  beta 
blockade  and  the  broad  cardiovascular  benefits  of  INDERAL  with  a single  daily 
dose.  Compliance  is  enhanced  because  once-daily  administration  fits  easily  into 
patient^  d^y  routines. 

Plus  startdard-release  hydrochlorothiazide, 
the  thiazide  of  choice  w comfortable 
morning  diuresis 

Hydrochlorothiazide  is  the  world’s  most  widely  prescribed  antihypertensive 
diuretic.  When  taken  in  the  morning,  INDERIDE  LA  provides  cornfiartable 
morning  diuresis.  Each  dosage  strength  of  INDERIDE  LA  contains; 

-one  of  the  three  most  widely  prescribed  dosage  strengths  of  INDERAL*  LA- 
80  mg,  120  mg,  or  160  mg  and 

—an  established,  effective  daily  dose  of  standard-release  hydrochlorothiazide— 

50  mg 
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80/50  120/50  760/50* 


Once-daily 

INDERIDELA 


Convenience  without  compromise 
One  capsule-Once  dally 


•The  appearance  ot  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 

INOERIDE*  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INOERAL®  LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

No  455— Each  INDERIDE®  LA  80/50  Capsule  contains 
Propranolol  hydrochloride  {INDERAL*  LA) 

Hydrochlorothiazide 

No  457— Each  INDERIDE*  LA  120/50  Capsule  contains 
Propranolol  hydrochloride  (INDERAL®LA) 

Hydrochlorothiazide 

No  459— Each  INDERIDE*  LA  160/50  Capsule  contains 
Propranolol  hydrochloride  (INDERAL®  LA) 

Hydrochlorothiazide 

INDERIDE  LA  is  indicated  in  the  management  of  hypertension 

This  fixed-combination  drug  is  not  indicated  for  initial  therapy  of  hypertension.  If 
the  fixed  combination  represents  the  dose  titrated  to  the  individual  patient's  needs, 
therapy  with  the  fixed  combination  may  be  more  convenient  than  with  the  separate 
components. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL*): 

Propranolol  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus  bradycardia  and  greater  than 
first  degree  block,  3)  bronchial  asthma,  4)  congestive  heart  failure  (see  WARNINGS)  unless  the 
failure  is  secondary  to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide: 

Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or  hypersensitivity  to  this  or  other 
sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®): 

CARDIAC  failure  Sympathetic  stimulation  may  be  a vital  component  supporting  circulatory 
function  in  patients  with  congestive  heart  failure  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  m overt  congestive 
heart  failure  if  necessary  they  can  be  used  with  close  follow-up  in  patients  with  a history  of 
failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic 
blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can  in  some  cases,  lead  to  cardiac  failure  Therefore  at  the  first  sign  or  symptom  of  heart 
failure  the  patient  should  be  digitalized  and/or  treated  with  diuretics  and  the  response 
observed  closely,  or  propranolol  should  be  discontinued  (gradually  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patients  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice  If  propranolol  therapy  is  interrupted 
and  exacerbation  of  angina  occurs  »l  usually  is  advisable  to  remstilute  propranolol  therapy-^ 
and  take  other  measures  appropriate  for  the  management  of  unstable  angina  pecton^ 
Since  coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  foHow'ffiS^o\ie 
advice  in  patients  considered  at  risk  of  having  occult  atherosclerotic  hearLdise®^  who  afla 
given  propranolol  for  other  indications  i . 


THYROTOXICOSIS  Beta  blockade  may  mask  Gettain  clirifisaJ  o^  hyperthyroidism 
Therefore  abrupt  withdrawal  of  propranolol  may  be  followed  by[an  e>«®^rb^on  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolbf  does  Qpjd^st&tfhyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNOR®^,  several  cases  have  been 
reported  in  which  after  propranolol  the  tachycardia  was -replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  maior  surgery  is  controversial  It  should  be  noted,  however  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema) -PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL.  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
adjust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous 
elevation  of  blood  pressure 
Hydrochlorothiazide: 

Thiazides  should  be  used  with  caution  in  severe  renal  disease  In  patients  with  renal  disease 
thiazides  may  precipitate  azotemia  In  patients  with  impaired  renal  function,  cumulative  effects 
of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipi- 
tate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®): 

general  Propranolol  should  be  used  with  caution  in  patients  with  impaired  hepatic  or  renal 
function  Propranolol  is  not  indicated  for  the  treatment  of  hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine,  should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 


CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day.  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumongenic  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised 
when  propranolol  is  administered  to  a nursing  mother 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide: 

General  Periodic  determination  of  serum  electrolytes  to  detect  possible  electrolyte  im- 
balance should  be  performed  at  appropriate  intervals 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance  namely  Hyponatremia  hypochloremic  alkalosis,  and  hypokalemia 
Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the  patient  is 
vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis  may  also 
influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of  mouth,  thirst, 
weakness,  lethargy,  drowsiness,  restlessness  muscle  pains  or  cramps,  muscular  fatigue, 
hypotension,  oliguria  tachycardia  and  gastrointestinal  disturbances  such  as  nausea  and 
vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present , 
or  during  concomitant  use  of  corticosteroids  or  ACTH 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use 
of  potassium  supplements  such  as  foods  with  a high  potassium  content 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypo- 
natremia may  occur  in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water 
restriction  rather  than  administration  of  salt,  except  m rare  instances  when  the  hyponatremia  is 
life-threatening  Iri  actual  salt  depletion,  appropriate  replacement  is  the  therapy  of  choice 
Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  rpay  be  increased,  decreased,  or  unchanged 
Diabetes  mellitus  which  has  been  talent  may  income  manifest  during  thiazide  administration 
If  progressive  renal  impairment  beGpme&^evideni  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  PKliaelS  without  signs  of  thyroid  disturbance 
Calcium  excretion  isUecreasad  by  thtSKldes  Pathologic  changes  m the  parathyroid  gland 
with  hypercalcemia  and  hypophosphatemia  .have  been  observed  in  a few  patients  on  pro- 
longed thiazide  therapy.  The  common  complications  of  hyperparathyroidism,  such  as  renal 
iilhiasis.  bone  resorption,  and  peptic  uicer^on  have  not  been  seen  Thiazides  should  be 
discor^tinued  before  carrying  out  tests  for^arathyroid  function 

DRUG  interactions- Thiazide  drugs  may  increase  the  responsiveness  to  tubocuranne 
The  antihypenensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
|»tient  Thiaaoes  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is 
,nGt  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 
j ' PREGNANCJY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  in 
cord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed 
against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  jaundice 
thrombocytopenia  and  possibly  other  adverse  reactions  which  have  occurred  m the  adult 
NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential  the  patient  should  stop  nursing 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS 
Propranolol  hydrochloride  (INDERAL*): 

Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  required  the  withdrawal  of 
therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension. paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Centra/  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude  weakness,  fatigue  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping  diarrhea 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  Pharyngitis  and  agranulocytosis  erythematous  rash,  fever  combined  with  aching 
and  sore  throat  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence. and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  conjunclivae  reported  for  a beta  blocker  (practoiol) 
have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipa- 
tion. jaundice  (intrahepatic  cholestatic  jaundice),  pancreatitis,  sialadenitis 

Central  Nervous  System  Dizziness  vertigo,  paresthesias,  headache,  xanthopsia 
Hematologic  Leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or 
narcotics) 

Hypersensitivity  Purpura,  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis),  fever,  respiratory  distress,  including  pneumonitis,  anaphylactic 
reactions 

Other  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm,  weakness,  restless- 
ness, transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced 
or  therapy  withdrawn 
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adult  life,  and  unhappiness  or  injury  that  occurs  be- 
cause of  injudicious  sports  participation  can  possibly 
affect  the  future  health  of  the  individual. 

Preparticipation  Examinations 

What  should  be  done  at  a preparticipation  examina- 
tion is  discussed  in  an  accompanying  article  in  this 
issue.  There  is  increasing  interest  in  sports  activities  of 
adolescents  and  also  a need  for  study  of  injuries  and 
means  of  preventing  them.  If  the  physician  will  record 
the  sex  maturity  rating  of  the  patient  on  the  prepartic- 
ipation form,  the  information  can  be  used  to  improve 


sports  activities,  to  study  the  relationship  between  per- 
formance or  injuries  and  stages  of  maturity,  and  to 
develop  preventive  measures.  Only  in  this  way  can  we 
improve  the  care  adolescents  receive  and  help  them  to 
achieve  optimal  growth  and  development. 
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Athletic  Pre-Participation 
Examinations 

Ronald  A,  Feinstein,  M.D.* 


Athletic  Pre-Participation  Examinations 

Each  year  approximately  one-hundred  thousand 
junior  and  senior  high  school  students  in  Alabama 
participate  in  scholastic  activities  that  require  pre- 
participation physical  examinations  (PPE).  Because 
the  majority  of  participants  are  teenagers,  this  examina- 
tion offers  us  the  opportunity  to  provide  health  screen- 
ing and  counseling  to  an  often  under  serviced  and 
hard-to-reach  group.  The  purpose  of  this  article  is  to 
provide  guidelines  for  the  physician  who  is  doing  pre- 
participation examinations. 

A “standard”  physical  examination  is  generally  a 
determination  of  health  status  in  the  resting  state.  The 
PPE  on  the  other  hand  must  include  an  evaluation  of 
fitness  in  action.  Ideally  the  examination  has  five  spe- 
cific objectives: 

1.  Evaluation  of  the  general  state  of  health.  This  is  a 
limited  examination  that  is  not  intended  to  be  compre- 
hensive nor  should  it  take  the  place  of  regular  medical 
care.  Done  appropriately  it  will  identify  athletes  at 
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increased  risk  who  will  require  further  evaluation. 

2 . Obtain  a diagnosis  and  prompt  treatment  of  remedi- 
able conditions.  This  often  requires  referral  to  a pri- 
mary-care physician  or  specialist  for  a more  compre- 
hensive evaluation.  The  screening  physician’s  major 
responsibility  is  to  explain  to  the  athlete  and  his/her 
parent  the  reason  for  refusing  clearance. 

3.  Diagnose  the  stage  of  physical  maturity.  Increasing 
research  shows  that  pubescent  athletes  should  be  com- 
peting with  physiologic  peers  instead  of  chronologic 
peers.  Assessing  each  individual’s  stage  of  physical 
maturity  (Tanner  stage)  will  allow  for  more  appropriate 
classifications  for  competition. 

4.  Determine  the  athlete’s  level  of  physical  fitness. 
Tests  of  cardiovascular  fitness,  body  composition, 
flexibility,  and  strength  will  all  help  in  counseling  the 
athlete.  Studies  showing  the  decreasing  level  of  fitness 
in  children  and  adolescents  necessitates  our  developing 
a series  of  routine  screening  tests  for  these  measure- 
ments. 

5.  Recommend  an  appropriate  sport  if  it  is  necessary 
to  disqualify  or  limit  participation  in  the  intended 


sport.  There  will  almost  always  be  an  activity  that  even 
the  most  handicapped  teenager  can  participate  in. 

The  office  examination  by  an  athlete’s  private  physi- 
cian who  is  knowledgeable  about  the  person’s  medical 
history  and  is  also  capable  of  doing  a sports  examina- 
tion is  probably  the  best  way  to  manage  the  PPE. 
Unfortunately  many  participants  do  not  have  such  a 
regular  source  of  medical  care. 

The  examination  of  a large  number  of  athletes,  with- 
out the  benefit  of  a medical  history,  done  in  a gymna- 
sium or  locker- room  cannot  be  endorsed.  Due  to  the 
size  of  the  task  and  under  the  prevailing  conditions, 
they  generally  result  only  in  hurried  superficial  ex- 
aminations. 

An  acceptable  alternative  to  the  primary  care  ex- 
amination is  the  carefully  organized  “station- 
oriented”  group  examination.  Done  by  physicians  and 
support  personnel  in  one  location  this  can  provide  the 
environment  for  a thorough,  efficient  and  cost- 
effective  evaluation.  This  format  breaks  the  examina- 
tion up  into  one  of  individual  organ  systems.  Each 
athlete  is  instructed  to  move  from  one  station  to  another 
until  completion  of  the  entire  examination.  If  possible 
scheduling  should  be  four  to  six  weeks  before  participa- 
tion is  to  begin.  This  allows  for  further  evaluation  and 
treatment  if  necessary.  At  the  site  of  the  examination 
each  health  professional’s  services  should  be  utilized  to 
allow  the  physician  the  opportunity  to  concentrate  on 
aspects  of  the  examination  that  they  can  only  do  (car- 
diovascular, respiratory,  musculoskeletal  and  genital). 
Arrangements  should  be  made  prior  to  the  examination 
for  a responsible  adult,  preferably  the  head  coach,  to 
accompany  the  team  and  be  present  during  the  ex- 
aminations. Boys  should  be  instructed  to  wear  shorts 
and  T-shirts  while  girls  should  come  in  shorts  and  an 
easily  removable  shirt.  Ideally,  a cardiologist  and  an 
orthopedist  can  be  available  for  consultation  thus 
avoiding  the  necessity  for  referrals. 

The  medical  history  is  the  single  most  important  part 
of  the  health  appraisal.  Ideally  it  should  be  simple, 
understandable  and  designed  to  identify  only  those 
conditions  which  would  limit  athletic  participation. 

There  is  little  need  for  detailed  accounts  of  perinatal, 
psychosocial  or  family  history  or  an  exhaustive  review 
of  systems.  Areas  of  investigation  of  most  importance 
are  the  cardiopulmonary,  musculoskeletal  and  neuro- 
logic systems.  These  should  be  probed  thoroughly  with 
additional  questions  relating  to  general  health,  hospi- 
talizations and  limitations  in  function.  Specific  ques- 
tions concerning  loss  of  consciousness,  spinal  cord 
injury,  previous  operations,  injuries  or  casting  and  past 
rehabilitative  efforts  should  be  asked. 

In  an  attempt  to  prevent  sudden  death  due  to  car- 
diovascular problems  some  experts  recommend  asking 
about  fainting  or  syncope  during  exercise,  if  the  athlete 
has  had  any  previous  history  of  arrhythmias  or  heart 
murmurs  and  if  there  have  been  any  close  family  mem- 


bers who  have  died  suddenly.  When  parents  and 
athletes  can  not  report  adequately  or  lack  some  impor- 
tant medical  information  additional  data  through  a 
primary  care  doctor  or  through  the  school  should  be 
obtained. 

Young  athletes  will  benefit  the  most  from  the  yearly 
physical  screening.  As  athletes  progress  in  scholastic 
activities,  one  is  less  likely  to  discover  any  significant 
medical  problems  other  than  those  that  are  associated 
with  previous  injury  that  have  not  been  properly  reha- 
bilitated. The  two  organ  systems  that  generally  concern 
the  examiner  the  most  are  the  orthopedic  and  car- 
diovascular systems. 

Due  to  the  high  incidence  of  acquired  musculoskele- 
tal problems  the  examiner  must  develop  an  organized 
approach  to  the  muscles,  bones  and  joints  of  the  body. 
Greatest  emphasis  needs  to  be  placed  on  areas  of  pre- 
vious injury.  Other  problems  may  be  avoided  by  iden- 
tifying any  muscle  weakness  or  ligament  laxity.  No 
athlete  should  be  cleared  for  participation  if  they  have 
not  totally  recovered  from  an  injury. 

Sudden  death  in  some  athletes  has  been  caused  by  a 
cardiovascular  problem.  Heart  murmurs,  high  blood 
pressure  and  arrhythmias  create  considerable  concern 
during  the  PPE. 

Most  heart  murmurs  can  be  evaluated  by  the  primary 
physician.  Usually  a careful  examination  including 
auscultation,  palpation  and  inspection  combined  with 
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Roche  salutes 


Monday  Morning  Quarterbacks 
make  a major  contribution  to 
sports  medicine 


Considering  the  importance  ot  tootball  under  Coach  Paul 
“Bear"  Bryant  at  the  University  of  Alabama,  it  is  perhaps  not 
surprising  that  research  into  football  injuries  has  been  under 
way  since  1975  at  the  University  Sports  Medical  Clinic  in 
conjunction  with  the  Division  of  Orthopedic  Surgery  of  the 
University  School  of  Medicine. 

Reducing  football-related  injuries 
a goal 


Initially  funded  by  Alabama  football  devotees  calling  them- 
selves the  Monday  Morning  Quarterbacks,  the  investigative 
work  was  directed  toward  a comprehensive  understanding  of 
the  mechanisms  of  injuries  related  to  football  in  an  attempt 
to  reduce  their  number  and  severity. ' 

Quarterbacks  frequently  get  neck 
Injuries 


In  a recent  analysis  of  1877  high-school  football  injuries  in 
Birmingham,  certain  trends  became  evident.  Injuries  to 
shoulder,  hand/fingers,  head/neck,  knee  and  ankle  account 
for  65.8%  of  all  injuries.  Offensively,  ball  handlers  sustain 
the  most  injuries,  with  the  quarterback  position  inherently  the 
most  hazardous.  Defensively,  linebackers  and  defensive 
backs  sustain  the  greatest  number  of  injuries.  It  would 
appear,  too,  that  since  the  number  of  game  injuries  is  higher 
than  those  in  practice  sessions,  when  normalized  for  time  of 
exposure  or  risk,  player  intensity  is  substantially  heightened 
in  competitive  game  play. ' 


Rule  and  equipment  changes 
affected 


Study  data  have,  additionally  influenced  rule  changes  and 
equipment  specification  for  high-school  football  players 
throughout  the  state.  Several  studies,  in  Alabama  and  in 
other  areas,  have  demonstrated  a relationship  between  the 
number  and  severity  of  knee  and  ankle  injuries  and  the 
shoes  worn  by  athletes.  Today,  as  a direct  result,  most  play- 
ers in  the  Birmingham  area  wear  soccer-type  shoes  instead 
of  the  old  seven-post  cleated  shoes. ' 

Alabama  football  has  long  influenced  the  way  the  game 
is  played  across  the  country.  It  is  quite  possible  that  research 
into  football  conducted  in  Alabama  will  have  an  analogous 
effect  upon  sports  medicine  in  this  country. 


ALABAMA  MEDICINE 
TODAY 


Reference:  1.  Culpepper  Ml,  Niemann  KMW:  Soufft  MedJ  76  873-878, 
Jul  1983 

Copyright  © 1985  by  Roche  Products  Inc.  All  rights  reserved. 


rocheN 


TODAY:  FOR  THE  PATIENT 
WITH  MIXED  DEPRESSION 
AND  ANXIETY 

A rational  approach,  combining 

- The  standard  antidepressant: 
amitriptyline 

- The  proven  anxiolytic  action  of 
Librium®  (chlordiazepoxide  HCI/Roche)(E 

Marked  improvement  often  occurs  as  early  as  the  first  week 

Headache,  insomnia  or  Gl  upsets  associated  with  mixed  depression  and 
anxiety  often  respond  quickly 

Feeling  better,  patients  feel  encouraged  to  stay  the  course-therefore, 
fewer  dropouts:  .006  compared  to  amitriptyline* 

Convenient  single  /?.s.  dosing  sufficient  in  some  patients;  helps  patients 
with  mixed  depression  and  anxiety  sleep  through  the  night.  Patients 
should  be  cautioned  about  the  combined  effects  of  Limbitrol  with  alcohol 
and  other  CNS  depressants,  and  about  activities  requiring  complete 
mental  alertness  such  as  operating  machinery  or  driving  a car 


In  moderate  depression  and  anxiety 


IN  PLACE  OF 
LIMBITROL  5-12.5  WRITE: 


IN  PLACE  OF 
LIMBITROL  10-25  WRITE: 


Umbitror 

Each  loblei  contains  5 mg  chlordiozepoxide  and  12  5 mg  omitriptvline(os  the  hydrochloride  salt) 


Each  tablet  contains  10  mg  chlordiozepoxide  ond  25  mg  omitriptYline(os  the  hydrochloride  solt) 


c 

c 


Easier  to  remember. . . easier  to  prescribe 


•Feighner  JR  eiol  Psychoptiarmacology  61  217-225,  Mor  22,  1979 

Please  see  summary  of  product  Information  on  following  page. 


LIMBITROL*  ® Ttanqulllzer-Antldepressant 

Before  prescribing,  please  consult  complete  product  Intormation,  a summary  ot 
which  tollows: 

Indicohons:  Relief  of  moderofe  fo  severe  depression  ossociofed  wifh  moderofe  fo 
severe  onxiefy 

Contraindicotions:  Known  hypersensifivify  fo  benzodiazepines  or  fricyclic  onfidepres- 
sonfs  Do  nof  use  wifh  monoamine  oxidase  (MAO)  inhibifors  or  wifhin  14  doys  follow- 
ing disconfinuofion  of  MAO  inhibitors  since  hyperpyrefic  crises,  severe  convulsions  and 
deafhs  hove  occurred  wifh  concomifonf  use,  fhen  inifiofe  coufiously,  gradually  Increas- 
ing dosage  unfil  opfimol  response  is  achieved  Confroindicofed  during  ocu  e recovery 
phase  following  mVocardiol  inforcfion 

Warnings:  Use  wifh  greof  core  in  pofienfs  wifh  history  of  urinary  refenfion  or  ongle- 
closure  gloucomo  Severe  constlpofion  may  occur  in  pofienfs  faking  fricyclic  onflde- 
pressonfs  and  onficholinergic-fype  drugs  Closely  supervise  cardiovascular  pofienfs 
(Arrhythmias,  sinus  tochycardia  and  prolongation  of  conduction  time  reported  with 
use  of  tricyclic  antidepressants,  especially  high  doses  Myocardial  infarction  and 
stroke  reported  with  use  of  this  doss  of  drugs  ) Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  Increased  risk  of  congenital 
malformations  as  suggested  in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy,  advise  patients  to  discuss  therapy  if  they 
intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordlazepoxide  hove  been  reported 
rarely,  use  caution  in  odministering  Limbifrol  to  addiction-prone  individuals  or  those 
who  might  increose  dosage,  withdrawal  symptoms  following  discontinuotion  of  either 
component  alone  hove  been  reported  (nauseo,  headache  and  malaise  for  amitripty- 
line, symptoms  [including  convulsions]  similar  fo  those  of  barbiturate  withdrawal  for 
chlordlazepoxide). 

Precautions:  Use  wifh  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  lorge  quantities  in  these  patients  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treatment.  Amitriptyline  component  may 
block  action  of  guanethidine  or  similor  ontihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated,  sedative  effects  may  be  additive.  Discon- 
tinue severol  days  before  surgery.  Limit  concomitant  administration  of  ECT  to  essential 
treatment  See  Warnings  for  precautions  about  pregnancy  Limbitrol  should  not  be 
token  during  the  nursing  period  Not  recommended  in  children  under  12  In  the  elderly 
and  debilitated,  limit  fo  smallest  effective  dosage  to  preclude  ataxia,  oversedation, 
confusion  or  anticholinergic  effects 

Adverse  Reactions:  Most  frequently  reported  ore  those  associated  with  either  compo- 
nent alone  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion  Many  depressive  symptoms  including  anorexia, 
fatigue,  weokness,  restlessness  and  lethargy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline  Granulocytopenio,  joundice  and  hepatic  dysfunction  have 
been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  have  been  reported  with  one  or  both  components  or 
closely  related  drugs 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke. 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomania  and  increased  or  decreased  libido 

Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extrem- 
ities, extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodofion,  paralytic  ileus,  urinary  retention,  dila- 
tation of  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus 
Hematologic  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  pur- 
puro,  thrombocytopenio 

Gastrointestinal:  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diarrhea,  black  tongue 

Endocrine:  Testiculor  swelling  and  gynecomastia  in  the  male,  breast  enlargement, 
galactorrhea  ond  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering 
of  blood  sugar  levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone) 
secretion 

Other  Headache,  weight  gam  or  loss,  increased  perspiration,  urinary  frequency, 
mydriasis,  jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  hoving  token  an  overdose 
Treatment  is  symptomatic  and  supportive  I V odministration  of  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning 
See  complete  product  information  for  monifestation  and  treatment 
Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to 
smallest  effective  dosage  when  satisfactory  response  is  obtained  Larger  portion  of 
daily  dose  may  be  token  at  bedtime  Single  h.s.  dose  may  suffice  for  some  patients. 
Lower  dosages  are  recommended  for  the  elderly 

Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  of  three  or  four  tablets  daily  in 
divided  doses.  Increased  up  to  six  tablets  or  decreased  to  two  tablets  dally  as  required 
Limbifrol  Tablets,  Initial  dosoge  of  three  or  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses. 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing 
10  mg  chlordiazepoxide  and  25  mg  dmitriptyline  (as  the  hydrochloride  salt),  and 
Tablets,  blue,  film-coated,  each  containing  5 mg  chlordiazepoxide  end  12.5  mg 
amitriptyline  (as  the  hydrochloride  salt)— bottles  ot  100  and  500,  Tel-E-Dose® 
packoges  of  100,  Prescription  Paks  of  50 


an  electrocardiogram  and  chest  x-ray  can  rule  out  the 
most  common  cardiac  defects.  The  conditions  that  have 
been  identified  to  be  associated  with  sudden  death  are; 
1)  hypertrophic  cardiomyopathy,  2)  idiopathic  concen- 
tric left  ventricular  hypertrophy,  3)  coronary  artery 
anomalies  and  disease  and,  4)  aortic  rupture. 

Screening  blood  pressures  among  young  athletes 
raises  a great  number  of  questions.  Blood  pressure  rises 
continuously  from  birth  through  adolescence.  Even 
among  teenage  athletes  of  the  same  age  the  normal 
range  of  blood  pressures  may  depend  on  their  stage  of 
physical  maturity. 

A common  problem  with  blood  pressure  measure- 
ment in  athletes  is  improper  technique.  Some  athletes 
have  extremely  well  developed  upper  arms  with  large 
biceps  and  triceps  while  others  have  long  lean  upper 
arms.  For  a valid  measurement  the  width  of  the  bladder 
must  be  adequate  to  cover  at  least  two-thirds  of  the 
individual’s  upper  arm  and  should  be  of  adequate 
length  to  encircle  at  least  one-half  of  the  circumference 
of  the  arm.  The  cuff  should  be  long  enough  to  be 
wrapped  around  the  arm  several  times. 

For  practical  purposes,  for  children  less  than  ten 
years  old  upper  limits  are  130/75,  and  for  youths  older 
than  ten  the  maximum  values  are  140/85. 

Ectopic  beats  not  disappearing  with  low  intensity 
exercise  need  evaluation.  Conduction  defects  need  to 
be  further  investigated  by  a cardiologist. 

Before  any  athlete  is  limited  or  excluded  from  partic- 
ipation or  if  the  examining  physician  has  any  concern  or 
reservations  about  participation,  consultation  should  be 
sought  from  a cardiologist  familiar  with  the  problems 
of  children  and  youth. 

Today,  of  major  importance  in  youth  athletics  is  the 
establishment  of  an  athlete’s  stage  of  physical  maturity. 
Included  in  this  journal  is  an  article,  “Sex  Maturity 
Ratings’’  by  William  A.  Daniel,  Jr.,  M.D.  It  explains 
the  manner  by  which  to  stage  the  physical  maturity  of 
an  athlete  and  the  significance  of  doing  so. 

Presently,  there  is  no  need  to  do  any  routine  labora- 
tory testing  during  the  PPE.  The  Likelihood  of  obtain- 
ing a false-positive  test  has  been  shown  to  be  extremely 
high.  Therefore,  unless  specifically  indicated  no 
routine  laboratory  screening  should  be  done. 

Recommendations  for  participation  have  been  estab- 
lished by  the  Committee  on  the  Medical  Aspects  of 
Sports  of  the  American  Medical  Association  (Table  1). 
These  consider  each  athlete’s  condition  and  the  sport 
they  are  being  screened  for.  Activities  have  been  classi- 
fied according  to  their  intensity  and  association  with 
physical  contact  (Table  2). 

The  majority  of  children  and  adolescents  enjoy  and 
benefit  from  participation  in  scholastic  athletic  activi- 
ties. Exclusions  and  limitations  should  be  made  after 
careful  consideration  and  discussion  with  the  athlete 
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and  his/her  parents.  Pre-participation  examinations  are 
not  intended  to  disqualify  the  athlete  but  to  maximize 


TABLE  I 

Disqualifying  Conditions  for  Sports  Participation 


Conditions 

Collision^ 

Contact 

Noncontact 

Othe/ 

GENERAL 

Acute  infections: 

Respiratory,  genitourinary,  infectious  mononucleosis,  hepatitis, 
active  rheumatic  fever,  active  tuberculosis 

X 

X 

X 

X 

Obvious,  physical  immaturity  in  comparison  with  other  competitors 
Hemorrhagic  disease: 

X 

X 

Hemophilia,  purpura,  and  other  serious  bleeding  tendencies 

X 

X 

X 

Diabetes,  inadequately  controlled 

X 

X 

X 

X 

Jaundice 

EYES 

X 

X 

X 

X 

Absence  or  loss  of  function  one  eye 

RESPIRATORY 

X 

X 

Tuberculosis  (active  or  symptomatic) 

X 

X 

X 

X 

Severe  pulmonary  insufTiciencv 

CARDIOVASCULAR 

X 

X 

X 

X 

Mitral  stenosis,  aortic  stenosis,  aortic  insufficiency,  coarctation  of  aorta, 
cyanotic  heart  disease,  recent  carditis  of  any  etiology 

X 

X 

X 

X 

Hypertension  on  organic  basis 

Previous  heart  surgery  for  congenital  or  acquired  heart  disease* 

X 

X 

X 

X 

LIVER 

Enlarged  liver 

SKIN 

X 

X 

Boils,  impetigo,  and  herpes  simplex  gladiatorum 

SPLEEN 

X 

X 

Enlarged  spleen 

HERNIA 

X 

X 

Inguinal  or  femoral  hernia 

MUSCULOSKELETAL 

X 

X 

X 

Symptomatic  abnormalities  or  inflammations 

Functional  inadequacy  of  the  musculoskeletal  system,  congenital  or  acquired. 

X 

X 

X 

X 

incompatible  with  the  contact  or  skill  demands  of  the  sport 
NEUROLOGICAL 

X 

X 

X 

History  or  symptoms  of  previous  serious  head  trauma,  or  repeated  concussions 
Controlled  convulsive  disorder! 

X 

Convulsive  disorder  not  moderately  well  controlled  by  medication 

X 

Previous  surgery  on  head 

RENAL 

X 

X 

Absence  of  one  kidney 

X 

X 

Renal  disease 

GENITALIA! 

X 

X 

X 

X 

Absence  of  one  testicle 

Undescended  testicle 

' Football,  rugby,  hockey,  lacrosse,  etc. 

^ Baseball,  soccer,  basketball,  wrestling,  etc. 

^ Cross  country,  track,  tennis,  crew,  swimming,  etc. 

* Bowling,  golf,  archery,  field  events,  etc. 

* t^ch  patient  should  be  judged  on  an  individual  basis  in  conjunction  with  his  cardiologist  and  operating  surgeon. 

t Each  patient  should  be  judged  on  an  individual  basis.  All  things  being  equal,  it  is  probably  better  to  encourage  a young  boy  or  girl  to  participate  in  a non-contact  sport 
rather  than  a contact  sport.  However,  if  a particular  patient  has  a great  desire  to  play  a contact  sport,  and  this  is  deemed  a mcgor  ameliorating  factor  in  his/her  adjustment  to 
school,  a.ssociates  and  the  seizure  disorder,  serious  consideration  should  be  given  in  letting  him/her  participate  If  the  seizures  are  moderately  well  controlled  or  that  the 
athlete  Ls  under  good  medical  management. 

t The  Committee  approves  the  concept  of  contact  sports  participation  for  youths  with  only  one  testicle  or  with  an  undescended  testicle(s),  except  in  specific  ca.ses  such  as 
an  inguinal  canal  undescended  testlcle(s),  following  appropriate  medical  evaluation  to  rule  out  unusual  Ipjury  risk.  However,  the  athlete,  parents  and  school  authorities 
should  be  fully  informed  that  participation  in  contact  sports  for  such  youths  with  only  one  testicle  does  carry  a slight  ittjury  ri.sk  to  the  remaining  healthy  testicle.  Following 
such  an  injury,  fertility  may  be  adversely  affected.  But  the  chances  of  an  ipjury  to  a descended  testicle  are  rare,  and  the  injury  risk  can  be  further  substantially  minimized 
with  an  athletic  supporter  and  protective  device. 

Ba.scd  on  recommendations  of  the  American  Medical  As.soriation  Committee  on  Medical  Aspects  of  .Sports. 
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TABLE  2 


C'lassincation  of  Sports 


Contact 

Strenuous 

Limited 

Contact 

Non- 

contact 

Moderately 

Strenuous 

Non- 

strenuous 

Football 

Basketball 

Crew 

Badminton 

Archery 

Ice  Hockey 

Field 

Hockey 

Cross 

Country 

Baseball 

(Limited 

Bowling 

Lacrosse 

(Boys) 

Lacrosse 

(Girls) 

Contact) 

Riflery 

Rugby 

Soccer 

Fencing 

Golf 

Wrestling 

Volleyball 

Swimming 

Table  Tennis 

Wrestling 

Gymnastics 

Skiing 

Tennis 

Track  and 
Field 

Water  Polo 

Curling 

the  benefit  and  diminish  the  risk  of  sports  participation. 
Suggested  Readings 

Shaffer  TE:  The  health  examinatin  for  participation  in  sports.  Ped.  Annals  7:666-675, 
10/1978. 

Harvey  J:  The  preparticipation  examination  of  the  child  athlete.  Clinics  in  Sports  Med 
Vol  1,  No  3:353-369,  11/1982. 

Strong  WB,  Steed  D:  Cardiovascular  evaluation  of  the  young  athlete.  Ped  Cl  No  Am 
Vol  29,  No  6:1325-1339,  12/1982. 

Strong  WB,  Linder  CW:  Preparticipation  health  evaluation  for  competitive  sports. 
Peds  in  Review  Vol  4,  No  4:1 13-121 , 10/1982. 

Runyan  DK:  The  pre-participation  examination  of  the  young  athlete.  Cl  Peds  Vol  22, 
No  10:674-679,  10/1983. 

Cooper  DL,  Cahill  BR,  Haycock  CE.  Kennedy  WJ:  Medical  evaluation  of  the  athlete 
...  a guide.  Sports,  AMA,  Revised  9/1976.  S 


CORRESPONDENCE 


Critical  Review  Critique 

In  the  June  1985  issue  of  Alabama  Medicine  an 
article  appeared  entitled  “Behavioral  Medicine  Educa- 
tion in  the  Family  Medicine  Residency:  A Critical 
Review.”  That  article  waged  criticism  at  the  educa- 
tional efforts  of  the  Alabama  Residency  Training  pro- 
grams on  the  basis  of  a survey  of  residents. 

Our  purpose  in  critically  reviewing  this  article  is  not 
to  say  that  all  behavioral  medicine  education  in  Alaba- 
ma is  perfect.  Controversy  over  what  to  teach  and  how 
to  teach  it  has  existed  as  long  as  there  has  been  family 
practice  residency  programs.  There  are,  however, 
several  statements  and  conclusions  made  in  the  original 
article,  which  must  not  be  left  unchallenged. 

The  first  and  most  obvious  point  is  the  extremely 
small  size  of  the  sample.  While  data  can  be  reported,  it 
is  of  very  doubtful  validity  to  draw  conclusions  from  34 
responses  out  of  174  residents  in  the  state. 

Moreover,  more  than  one  third  of  the  respondents 
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were  PGY-1  residents  (interns)  whose  knowledge, 
opinions  and  experience  can  hardly  be  used  to  judge  a 
three-year  curriculum.  To  judge  a response  from  “at 
least  one  resident  from  each  program”  as  an  “adequate 
representative  sample”  is  statistically  irresponsible. 

While  most  of  the  paper  merely  reports  results  and 
trends,  the  authors  step  onto  thin  ice  when  they  state, 
“A  clear  training  deficit  also  emerged  in  the  resident’s 
self  reports  in  the  area  of  relating  different  patients  with 
differing  symptoms  to  differential  decisions  about 
psychological  treatment  interventions.” 

This  conclusion  would  appear  to  be  based  on  the  lack 
of  resident  answers  to  an  open  ended  survey  question. 
Specifically,  the  authors  state  “Overall  residents 
seemed  most  unsure  of  their  answers  on  this  open  ended 
survey  question,  ‘How  do  you  determine  which  therapy 
is  appropriate.’  ” 

The  authors  concluded  that,  “Results  reveal  a lack  of 
association  in  residents’  decision  making  process  be- 
tween symptom  cluster,  psychological  or  psychiatric 
diagnosis  and  appropriate  related  treatment.” 

Perhaps,  instead,  the  results  reveal  an  unclear  ques- 
tion! Clearly,  open-ended  questions  on  surveys  have 
great  interpretive  pitfalls,  as  demonstrated  here. 

If  anything,  this  question  and  its  responses  (or  lack  of 
responses)  may  highlight  the  difference  in  approach 
between  philosophy  and  practice. 

Finally,  we  do  not  doubt  that  the  quoted  reference 
from  the  “Newsletter  of  Psychologists  in  Family  Medi- 
cine and  Primary  Health  Care”  made  the  statement  that 
“psychologists  are  being  increasingly  employed  to 
provide  leadership  in  this  area  (behavioral  science 
education  in  Family  Practice  curricula).” 

We  stand  behind  the  principle  that  there  is  no  area  of 
Family  Medicine  education  where  Family  Physicians 
should  surrender  “leadership.”  Family  Physician  edu- 
cators are  the  most  appropriate  people  to  provide  lead- 
ership in  all  areas  of  education  for  Family  Practice 
Residents.  In  education,  as  in  practice,  there  will  be 
consultation  and  “shared-care”  but  the  Family  Physi- 
cian remains  the  leader  of  the  Family  Practice  educa- 
tion team. 

Do  not  be  misled  that  the  original  article  appeared  to 
come  from  the  UAB  Department  of  Family  Medicine. 
The  authors  are  at  the  Montgomery  branch  of  the  UAB 
Department  of  Family  Medicine. 

The  authors  exercised  their  academic  freedom  in 
submitting  this  article  for  publication  and  the  views 
expressed  in  the  original  manuscript  do  not  reflect  those 
of  the  Department  of  Family  Medicine  at  the  University 
of  Alabama  at  Birmingham. 
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An  Exit  Interview  With 
Alice  Chenault 

by  James  F.  Gauthier* 


This  past  year  was  the  first  time  a medical  student 
has  ever  served  on  the  AMA  Board  of  Trustees. 
Alice  Chenault,  who  graduated  from  the  University  of 
Alabama  School  of  Medicine  this  past  May,  was 
chosen  by  the  Medical  Student  Section  and  confirmed 
by  the  Board  of  Trustees  themselves  for  this  position. 

Alice  did  not  come  to  her  new  post  from  the  typical 
medical  student’s  background.  After  receiving  her 
B.S.  in  Biology  and  M.S.  in  Physiology,  she  taught  at 
the  university  level  for 
seven  years,  and  was 
then  employed  as  a 
Biomedical  Consultant 
by  the  National  Aero- 
nautics and  Space  Ad- 
ministration for  three 
years  before  deciding  to 
“take  the  plunge  and  do 
what  I had  always 
wanted  — medical 
school.” 

Her  publication  cred- 
its include  several  jour- 
nal articles  and  a full- 

length  college  textbook  Alice  Chenault 


* James  E.  Gauthier  is  a third  year  medical  student  at  UASOM  (Huntsville)  and 
Secretary-Editor  of  the  Governing  Council  of  the  Medical  Student  Section  of  MAS  A. 


in  nutrition,  published  in  1984  by  Holt,  Rinehart,  and 
Winston.  Married  to  Milton  Harris,  Professor  of  Che- 
mistry at  the  University  of  Alabama  in  Huntsville,  she 
is  the  mother  of  a teenage  daughter  and  an  infant  son. 

The  name  Chenault  will  surely  be  familiar  to  many 
MAS  A members.  Over  the  years  Alice’s  parents  have 
been  very  involved  in  organized  medicine.  Dr.  John 
Chenault  was  a member  of  the  Board  of  Censors  from 
1960  through  1975,  and  served  as  its  Chairman  from 
1967  through  1975.  In  addition,  he  served  on  the  AMA 
Board  of  Trustees  from  1968  through  1974,  which 
makes  Alice,  in  addition  to  being  the  first  student 
member,  the  first  second-generation  member  of  the 
Board. 

Alice’s  mother.  Belle  Chenault,  served  terms  as 
president  of  the  Auxiliary  to  MASA,  the  Southern 
Medical  Association  Auxiliary,  and  the  AMA  Auxili- 
ary, and  was  also  a member  of  the  AMPAC  Board  of 
Directors  from  1970  through  1979. 

JAMIE:  How  has  your  family  life  been  affected  by,  not 
only  being  a mother  going  away  to  medical  school,  but 
also  by  being  so  involved  in  organized  medicine? 

ALICE:  Of  course,  it  has  had  an  enormous  impact  on 
my  family,  and  I could  never  have  done  what  I have 
done  without  their  support.  From  the  very  first  day 
when  I began  thinking  about  applying  to  medical 
school  they  have  been  my  cheerleaders,  advisors,  and 
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biggest  resource.  Alex  Haley  has  a quote  1 like: 
“Whenever  you  see  a turtle  on  top  of  a fence  post,  you 
know  he  had  some  help.”  Well,  it  took  a lot  of  helpers 
to  boost  me  up  onto  this  particular  fence  post,  and  my 
family  must  take  the  most  credit. 

Although  they’ve  had  to  take  up  a lot  of  slack  for  me, 
and  have  made  a lot  of  sacrifices,  I really  don’t  think  the 
impact  has  been  all  negative.  My  family  seem  to  enjoy 
my  activities,  and  find  our  hectic  lifestyle  stimulating.  I 
myself  am  grateful  to  my  own  parents  for  giving  me 
role  models  as  people  who  felt  a commitment  to  offer 
their  services  where  they  could,  and  I hope  my  children 
will  view  my  work  that  way.  As  a matter  of  fact,  my 
daughter  wrote  an  essay  titled  “My  Thoroughly  Mod- 
em Mom,”  and  said  she  had  learned  from  me  to  “do 
your  best,  take  your  chances,  and  never  get  bored.” 
That’s  the  way  I hope  she  continues  to  feel  about  life. 

JAMIE:  How  have  your  instructors  and  the  people  in 
Huntsville  reacted? 

ALICE:  I’ve  been  very  gratified  by  the  response  I’ve 
had  from  the  local  campus  and  community,  and  would 
like  to  record  my  vote  of  thanks  to  them  here.  Everyone 
has  been  very  interested  in  what  I’ve  been  doing,  and 
they  seem  to  be  proud  that  our  campus  has  a person 
active  at  this  level  of  involvement.  They’ve  also  been 
quite  supportive  in  important,  practical  ways.  My  pre- 
ceptors have  been  willing  to  arrange  the  flexibility  I’ve 
needed  to  take  time  off  for  meetings,  and  my  fellow 
students  have  been  understanding  when  I’ve  had  to 
swap  call  schedules  so  often.  Dean  George  Comer  even 
arranged  for  me  to  have  secretarial  help,  which  is  of 
enormous  benefit  to  a medical  student  trying  to  do  this 
job.  All  the  other  Trustees  have  clinical  offices  with 
secretaries,  filing  cabinets,  and  access  to  computers 
and  such.  It  was  hard  for  them  to  realize  that  the  student 
Tmstee  not  only  can’t  get  a letter  typed  at  a moment’s 
notice,  she  frequently  can’t  even  find  a private  tele- 
phone for  an  important  conference  call  during  the  day 
on  a busy  hospital  rotation.  So  the  University  here  gave 
me  the  part-time  services  of  the  OB  departmental 
secretary,  who  takes  care  of  my  correspondence,  my 
schedule,  my  expenses,  and  my  travel  arrangements. 
Because  I’m  so  hard  to  reach  these  days,  the  AM  A 
bought  me  a beeper  and  routes  all  my  calls  through  my 
secretary,  who  is  good  at  tracking  me  down. 

JAMIE:  What  were  your  responsibilities  as  a member 
of  the  AM  A Board  of  Tmstees? 

ALICE:  It’s  hard  to  summarize  that  list  briefly.  In 
addition  to  the  fiduciary  responsibilities  that  the  Board 
has  for  the  financial  affairs  of  the  AMA,  the  Board  is  of 
course  involved  in  all  the  policy  decisions  of  the  Asso- 
ciation. It  receives  input  from,  and  sends  information 
to,  the  .seven  Councils  of  the  AMA,  the  House  of 
Delegates,  and  the  AMA  Staff.  Frequently  these  take 
the  form  of  Reports,  such  as  the  45  Reports  of  the  Board 


of  Trustees  that  will  be  considered  by  the  House  of 
Delegates  at  this  year’s  Annual  Meeting.  It’s  up  to  us  to 
prepare  these  reports,  which  deal  with  important  policy 
issues,  and  go  over  them  detail  by  detail,  debate  them, 
and  vote  on  what’s  going  to  be  in  there  and  what’s  not. 
In  addition,  the  Board  hears  presentations  from  indi- 
viduals or  groups  with  issues  they  want  us  to  consider, 
some  of  which  can  be  very  controversial.  It’s  a diverse 
and  exciting  job. 

JAMIE:  How  much  time  do  these  Board  meetings  take? 

ALICE:  We  meet  approximately  every  six  weeks,  and 
the  meetings  last  from  four  to  ten  days.  In  addition, 
some  special  sessions  are  called.  For  instance,  as  a new 
Trustee  I was  required  to  attend  a media  training  ses- 
sion which  teaches  techniques  for  giving  good  inter- 
views to  either  the  electronic  or  print  media.  Also, 
urgent  Board  business  comes  up  often  that  must  be 
taken  care  of  without  physically  convening  the  Board, 
and  when  that  happens  conference  calls  are  held.  So 
I’ve  had  to  be  available  for  these  things. 

JAMIE:  Were  you  given  a certain  area  to  work  in? 

ALICE:  I was  appointed  to  serve  on  the  Nominating 
Committee,  a subgroup  of  eight  Trustees.  A very  im- 
portant function  of  the  Board  is  to  appoint  people  to 
various  committees,  councils,  working  groups,  and 
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panels  within  the  AM  A.  There  are  vacancies  like  these 
to  be  filled  at  every  Board  meeting,  and  as  the  first 
student  Trustee,  I was  pleased  to  be  given  this  appoint- 
ment. Other  than  this  assignment,  1 had  the  freedom  to 
determine  my  own  direction  and  to  choose  for  myself 
the  issues  of  most  interest  to  me. 


JAMIE:  What  are  the  three  most  important  issues  fac- 
ing the  medical  student  today? 

ALICE:  First,  let  me  emphasize  that  I think  all  issues 
facing  organized  medicine  are  “medical  student 
issues,”  because  we  are  more  than  anyone  else  the 
physicians  who  will  be  having  to  cope  with  the  prob- 
lems they  represent,  over  a career  lifetime  of  probably 
four  decades.  But  I can  identify  some  issues  of  particu- 
lar concern  to  medical  students.  First  are  what  might  be 
called  “pro  bono  publico”  issues;  the  ones  that  have 
given  the  Medical  Student  Section  its  nickname  “the 
conscience  of  the  AM  A.”  These  are  the  matters  per- 
taining to  public  health  and  public  welfare,  such  as 
health-compromising  lifestyles  (e.g.  smoking  and 
alcohol  use),  child  and  elderly  abuse,  environmental 
protection,  nuclear  power,  reproductive  choice  and  the 
like.  These  are  issues  on  which  medical  students  have 
exerted  a considerable  amount  of  leadership  within  the 
AM  A,  bringing  things  to  the  attention  of  the  Associa- 
tion that  might  not  otherwise  have  become  AMA  poli- 
cy. 
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Second  are  economic  issues  unique  to  medical  stu- 
dents, such  as  tuition  and  student  loans.  These  are 
important  for  reasons  that  go  far  beyond  the  selfish 
concerns  of  students  who  want  to  reduce  their  out  of 
pocket  expenses.  How  medical  eduction  is  financed  has 
enormous  impact  not  only  on  the  individual  medical 
student  but  on  the  accessibility  of  medical  education  to 
future  doctors  from  a broad  socioeconomic  spectrum. 

If  student  loans  are  cut  back  and  tuition  continues  to 
increase,  there  is  a real  danger  that  we’ll  come  to  see 
medicine  becoming  a profession  only  for  the  children 
of  the  very  wealthy.  And,  once  students  graduate  with 
terrible  debt  burdens,  they’ll  often  feel  compelled  to 
take  high-paying  subspecialty  careers  in  affluent  areas 
rather  than  to  treat  people  whose  need  may  be  greater 
but  who  are  less  able  to  remunerate  the  doctor. 

Thirdly  is  another  economic  concern,  and  that  is  the 
whole  constellation  of  new  economic  pressures  under 
which  the  next  generation  of  doctors  will  work.  We’re 
the  ones  facing  not  only  unprecedented  educational 
debt  burdens,  but  also  levels  of  competition,  efforts  at 
cost-containment,  and  problems  of  professional  liabil- 
ity that  never  existed  before.  Again  these  things  have  an 
impact  far  beyond  the  personal  hardship  of  the  physi- 
cian in  practice.  They  will  affect  the  way  the  doctor  sets 
up  his  or  her  practice,  the  marketing  techniques  he  or 
she  is  willing  to  use,  the  way  the  office  will  be  handled. 
These  things  in  turn  will  have  a great  impact  on  the 
health  of  the  country. 

JAMIE:  As  far  as  the  three  most  important  issues  that 
face  medicine  as  a whole,  then,  do  you  feel  there  is 
quite  a bit  of  overlap  with  the  concerns  of  the  medical 
student? 

ALICE:  Yes,  the  only  other  issue  I would  add  is  the 
assessment  of  medical  technology,  which  I’m  defining 
broadly  here  to  include  everything  a doctor  does  to  a 
patient,  including  procedures,  drugs,  operations, 
equipment,  and  so  forth.  I think  we  are  coming  to  a time 
when  assessment  of  the  safety  and  efficacy  of  our 
medical  technology  is  going  to  be  a crucial  issue,  and 
the  way  we  decide  whether  our  procedures  are  in  fact 
justifiable  is  going  to  have  to  change.  We  are  going  to 
have  to  develop  more  concrete,  scientific  ways  of  look- 
ing at  the  results  of  what  we  do. 

JAMIE:  What  has  been  the  high  point  of  this  year?  j 

AlLICE:  It  would  really  be  hard  for  me  to  name  any  one  i 
high  point.  I would  say  that  my  tenure  on  the  Board  has 
been  getting  more  and  more  enjoyable  as  the  year  has 
gone  by.  The  worst  part  about  the  job  has  been  that  I 
knew  from  the  very  beginning  that  it  was  only  going  to 
last  one  year.  A year  is  an  incredibly  short  time  to  learn 
the  ropes  and  start  making  an  impact  on  the  Board. 
Other  Board  members  are  elected  to  three-year  terms. 
Frequently,  they  spend  much  of  their  first  year  observ- 
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ing,  feeling  their  way  around,  building  their  alliances, 
and  not  entering  very  actively  into  the  debate  and  deci- 
sion-making. I,  of  course,  couldn’t  afford  to  do  this,  so 
I had  to  plunge  in  and  start  swimming  upstream  from 
the  very  first  day.  Although  it  was  somewhat  difficult 
to  begin  with,  I think  every  Board  meeting  I have  gone 
to  has  been  its  own  high  point.  Because  at  every  meet- 
ing I find  myself  more  and  more  aware  of  how  to 
accomplish  what  I want  to  accomplish;  more  and  more 
able  to  influence  opinion  and  bring  about  changes. 
Each  meeting  has  more  triumphs  for  me  than  the  one 
before.  So  I’m  very  reluctant  to  be  going  out  of  office! 

JAMIE:  What  has  been  the  low  point  of  this  past  year? 

ALICE:  I guess  it  might  have  been  my  second  Board 
meeting.  At  my  very  first  one  I more  or  less  kept  my 
mouth  shut  and  just  tried  to  see  what  in  the  world  was 
going  on,  and  what  I could  get  away  with  and  what  I 
couldn’t.  At  the  second  Board  meeting  I came  very  well 
prepared,  I thought.  There  were  about  four  things  in  the 
agenda  book  that  I wanted  changed,  for  what  I consid- 
ered strong,  defensible  reasons.  And  I more  or  less 
jumped  in  with  both  feet,  in  my  accustomed  style. 
Now,  I consider  myself  a fairly  persuasive  debater. 
And  usually  when  I’m  well  prepared  and  express  my- 


self forcefully,  people  tend  to  say,  “Yeah,  you’ve  got  a 
point  there.  I think  you’re  right.  We’ll  do  it  your  way . ’ ’ 
Well,  it  didn’t  work  that  way  this  time;  I was  voted 
down  unanimously  on  every  single  item.  Just  voted 
down  unanimously!  Although  it  was  pretty  discourag- 
ing, I came  away  with  some  lessons.  On  the  Board  of 
Trustees  you  can’t  just  do  your  own  homework  and 
then  jump  in  and  expect  to  carry  the  day;  you  also  have 
to  get  on  the  telephone  and  talk  to  the  people  who  you 
hope  may  share  your  point  of  view  and  pump  ’em  up  a 
little  bit  ahead  of  time.  Then  when  you  say  your  piece, 
other  people  aren’t  caught  off  guard  and  they’ve  had 
time  to  prepare  what  they  want  to  say,  and  maybe 
they’ll  come  to  your  assistance,  especially  if  they  have 
reason  to  think  yoMr  assistance  might  be  valuable  to  one 
of  their  causes  in  the  future.  And  pretty  soon  the  ball 
starts  rolling  your  way.  I had  a lot  more  success  after  I 
learned  this  lesson,  although  it’s  about  five  times  as 
much  work  as  I was  used  to  doing. 

JAMIE:  What  changes,  if  any,  would  you  make  to  this 
position  if  you  had  the  chance? 

ALICE:  One  big  one,  which  will  not  come  as  any 
surprise  to  anybody;  I’d  like  to  see  the  medical  student 
have  a vote.  Not  because  very  many  of  the  votes  are 


If  there  are  problems 
and  there  is  drinkings 
drinking  may  be  the  probl 


Specializing  in  the  treatment  of  alcoholism  and  drug  dependency  conditions 
31 1 Jones  Mill  • Statesboro,  Georgia  30458  • 912-764-6236  • JCAH  Accredited 


September  I9K5  / 45 


PHYSICIANS,  A WEEKEND 
WITH  THE  RESERVE 
ISN'T  JUST  ANOTHER  DAY 
AT  THE  OFFICE. 


It  s not  just  different  in  the  Army  Reserve, 
there  are  opportunities  to  explore  other 
phases  of  medicine,  to  add  knowledge,  and 
to  develop  important  administrative  skills. 
There  are  enough  different  needs  to  fill  right 
in  your  local  Army  Reserve  unit  to  make  a 
weekend  a month  exciting  and  rewarding. 
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ARMY  RESERVE.  BE  ALLYOU  CAN  BE. 


close,  but  because  as  a Trustee  without  a vote  one  tends 
to  be  excluded  from  the  preliminary  lobbying  that  goes 
on,  from  the  phone  calling  and  talking  aside  and  saying 
“I  hope  I can  count  on  your  vote  on  this  issue,  and 
here’s  why.”  The  student  Trustee’s  non  voting  status 
tends  to  make  him  or  her,  at  least  to  a degree,  isolated 
from  being  a full  participant  in  all  of  the  Board’s  de- 
liberations. 

yAM/E.’What  advice  can  you  give  to  your  successor? 

ALICE:  My  successor  is  David  Brailer,  the  current 
Chairperson  of  the  Medical  Student  Section.  He  is  not 
going  to  need  a lot  of  help  from  me,  because  he  is  a very 
savvy,  well  informed,  bright  person  who  already 
knows  the  ropes.  But  in  general  terms,  this  would  be 
my  advice  to  every  student  Trustee:  be  prepared;  be 
confident;  and  then  just  hew  to  the  line  and  let  the  chips 
fall  where  they  may.  You  wouldn’t  be  where  you  are  if 
you  didn’t  have  a contribution  to  make;  go  for  it 
fearlessly.  You  will  be  listened  to  with  respect,  and  you 
will  be  influential  at  the  very  highest  levels.  Enjoy  your 
year  and  make  the  very  most  of  it;  it’s  over  too  soon. 

JAMIE:  Where  does  Alice  Chenault  go  from  here? 

ALICE:  I’ll  be  doing  a residency  in  Psychiatry  at  the 
University  of  Alabama  in  Birmingham.  Fortunately, 
the  department  there  has  offered  me  flexibility  to  do 
most  of  my  first  year’s  work  in  primary  care  here  in 
Huntsville,  so  we  won’t  have  to  move  the  family  right 
away.  My  husband  has  a sabbatical  year  coming  up,  so 
we  will  be  able  to  go  to  Birmingham  together  next  year. 
Like  so  many  other  professional  women.  I’m  up  against 


the  problems  of  coordinating  not  one  but  two  very 
significant,  very  highly  evolved  careers,  and  it  takes 
some  juggling  and  some  compromises  on  all  sides. 

JAMIE:  Will  you  be  involved  in  the  Resident  Physi- 
cians Section  now? 

ALICE:  I hope  to  continue  to  be  very  active;  I think  it 
would  be  unfortunate  to  do  what  I have  done  and  then 
drop  out  of  sight.  So  I’ll  be  running  for  a seat  on  the 
Resident  Physicians  Section  Governing  Council.  It’s 
tough  to  get  elected  when  you’ve  just  been  a resident 
for  two  weeks  at  convention  time,  but  I’ll  give  it  a try . I 
plan  to  remain  active  in  health  policy  as  much  as  I can 
for  the  rest  of  my  professional  life. 

Toward  the  end  of  this  interview  Alice  offered  this 
assessment  of  her  reasons  for  being  involved  in  orga- 
nized medicine: 

“If  you  want  to  know  why  I do  what  I do  I’ll  have  to 
quote  Dr.  Ron  Henderson,  who  when  he  was  asked  the 
same  question  said  that  there  were  only  three  motives  as 
far  as  he  knew  for  doing  anything  voluntarily,  and  those 
were  ‘remuneration,  recognition,  and  romance.’ 

“What  compensates  you  for  activities  in  organized 
medicine  is  obviously  not  remuneration,  since  most 
people  take  a financial  loss  to  serve  in  the  AM  A. 
There’s  some  recognition,  of  course;  but  the  primary 
factor  is  the  romance.  For  Ron  that’s  where  it’s  at,  and 
for  me  it  is  too.  It  is  the  love  of  the  thing  itself,  the  love 
of  seeing  your  own  ideas  put  into  effect,  and  the  thrill  of 
making  a difference  in  something  you  consider  impor- 
tant.” [U 
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AFTER  BREAKTHROUGH  BLEEDING  AND  AMENORRHEA 
SHE'S  ABOUT  TO  GIVE  UP  ON  ORAL  CONTRACEPTION. 
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BECAUSE  SOMETIMES  A 50  IS  PREFERABLE 


See  next  page  for  brief  summary  of  prescribing  informafion 


Brief  Summary  of  Prescribing  Information 

NORLESTRIN*  (norelhindrone  acetate  and  ethinyl  estradiol  tablets,  USP) 

See  section  under  Special  Notes  on  Administration  and  HOW  SUPPLIED. 

Before  prescribing  please  see  full  prescribing  information  A Brief  Summary  follows 

DESCRIPTION 

Norlestrin  Products  are  progestogen-estrogen  combinations 

INDICATIONS  AND  USAGE 

Norlestrin  Products  are  indicated  lor  the  prevention  of  pregnancy  in  women  who  elect  to  use 
oral  contraceptives  as  a method  of  contraception 
In  clinical  Inals  with  Norlestrin  1/50  involving  25,983  therapy  cycles,  there  was  a preg- 
nancy rate  of  0 05  per  100  woman-years,  in  clinical  Inals  with  Norlestrin  2 5/50  involving 
96.388  cycles,  there  was  a pregnancy  rale  of  0 22  per  100  woman-years 
Dose-Related  Risk  of  Thromboembolism  from  Oral  Contraceptives:  Studies  have 
shown  a positive  association  between  the  dose  of  estrogens  in  oral  contraceptives  and  the 
risk  of  thromboembolism  It  is  prudent  and  in  keeping  with  good  principles  of  therapeutics  to 
minimize  exposure  to  estrogen  The  oral  contraceptive  prescribed  for  any  given  patient 
should  be  that  product  which  contains  the  least  amount  of  estrogen  that  is  compatible  with 
an  acceptable  pregnancy  rale  and  patient  acceptance 
CONTRAINDICATIONS 

1 Thrombophlebitis  or  thromboembolic  disorders 

2 A past  history  of  deep-vein  thrombophlebitis  or  thromboembolic  disorders 

3 Cerebral  vascular  or  coronary  artery  disease 

4 Known  or  suspected  carcinoma  of  the  breast 

5 Known  or  suspected  estrogen-dependent  neoplasia 

6 Undiagnosed  abnormal  genital  bleeding 

7 Known  or  suspected  pregnancy  (See  WARNING  No  5) 

8 Benign  or  malignant  liver  tumor  which  developed  during  the  use  of  oral  contraceptives 
or  other  estrogen-containing  products 

WARNINGS 

Cigarette  smoking  increases  the  risk  of  serious  cardiovascular  side  effects  from 
oral  contraceptive  use.  The  risk  Increases  with  age  and  with  heavy  smoking  (15  or 
more  cigarettes  per  day)  and  is  quite  marked  in  women  over  35  years  of  age. 

Women  who  use  oral  contraceptives  should  be  strongly  advised  not  to  smoke. 

The  use  of  oral  contraceptives  is  associated  with  increased  risk  of  several  serious 
conditions  including  thromboembolism,  stroke,  myocardial  infarction,  hepatic  ade- 
noma, gallbladder  disease,  and  hypertension  Practitioners  prescribing  oral  contracep- 
tives  should  be  familiar  with  the  following  information  relating  to  these  risks 

1 Thromboembolic  Disorders  and  Other  Vascular  Problems.  An  increased  risk  of  throm- 
boembolic and  thrombotic  disease  associated  with  the  use  of  oral  contraceptives  is  well- 
established  Studies  have  demonstrated  an  increased  risk  of  fatal  and  nonfatal  venous 
thromboembolism  and  stroke,  both  hemorrhagic  and  thrombotic 

Cerebrovascular  Disorders:  In  a collaborative  study  in  women  with  and  without  predispos- 
ing causes,  it  was  estimated  that  the  risk  of  hemorrhagic  stroke  was  2,0  times  greater  in 
users  than  nonusers,  and  the  risk  of  thrombotic  stroke  was  4 0 to  9 5 times  greater 
Myocardial  Infarction:  An  increased  risk  of  myocardial  infarction  associated  with  oral 
contraceptives  has  been  reported  confirming  a previously  suspected  association  These 
studies  found  that  the  greater  the  number  of  underlying  risk  factors  (cigarette  smoking, 
hypertension,  hypercholesterolemia,  obesity,  diabetes,  history  of  preeclamptic  toxemia)  for 
coronary  artery  disease,  the  higher  the  risk  of  developing  myocardial  infarction,  regardless 
of  whether  the  patient  was  an  oral  contraceptive  user  or  not  Oral  contraceptives,  however, 
were  found  to  be  a clear  additional  risk  factor 
It  has  been  estimated  that  users  who  do  not  smoke  (smoking  is  considered  a major  pre- 
disposing condition  to  myocardial  infarction)  are  about  twice  as  likely  to  have  a fatal  myo- 
cardial infarction  as  nonusers  who  do  not  smoke  Oral  contraceptive  users  who  are  smokers 
have  about  a fivefold  increased  risk  of  fatalinfairction  compared  to  users  who  do  not  smoke, 
but  about  a tenfold  to  twelvefold  increased  risk  compared  to  nonusers  who  do  not  smoke. 
The  amount  of  smoking  is  also  an  ipriportant  factor 

Risk  of  Dose:  In  an  analysis  of  data.  British  investigators  concluded  that  the  risk  of  throm- 
boembolism. including  coronary  thrombosis,  is  directly  related  to  the  dose  of  estrogen  used 
in  oral  contraceptives,  however  the  quantity  of  estrogen  may  not  be  the  sole  factor  involved 
Persistence  of  Risk:  Two  studies  have  suggested  that  an  increased  risk  may  persist  for  as 
long  as  6 years  after  discontinuation  of  oral  contraceptive  use  lor  cerebrovascular  disease 
and  9 years  for  myocardial  infarction. -in  addition,  a prospective  study  suggested  the  per- 
sistence of  risk  for  subarachnoid  hemorrhage 

Estimate  of  Excess  Mortality  from  Circutetory  Diseases:  The  risk  of  diseases  of  the  cir- 
culatory system  is  concentrated  in  older  women,  in  those  with  a long  duration  of  use,  and  in 
cigarette  smokers. 

A study  of  available  data  from  a variety  of  sources  concluded  that  the  mortality  associated 
with  all  methods  of  birth  control  is  tow  and  below  that  associated  with  childbirth,  with  the 
exception  of  oral  contraceptives  in  women  over  40  who  smoke 
The  risk  of  thromboembolic  and  thrombotic  diseases  associated  with  oral  contraceptives 
increases  with  age  after  approximately  age  30  and,  for  myocardial  infarction,  is  further 
increased  by  hypertension,  hypercholesterolemia,  obesity,  diabetes,  or  history  of  pre- 
eclamptic toxemia,  and  especially  by  cigarette  smoking 
The  physician  and  the  patient  should  be  alert  to  the  earliest  manifestations  of  thromboem- 
bolic and  thrombotic  disorders  Should  any  occur  or  be  suspected,  the  drug  should  be  dis- 
continued immediately 

A fourfold  to  sixfold  increased  risk  of  postsurgery  thromboembolic  complications  has 
been  reported  in  users.  If  feasible,  oral  contraceptives  should  be  discontinued  at  least  four 
weeks  before  surgery  of  a type  associated  with  an  increased  risk  of  thromboembolism  or 
prolonged  immobilization 

2 Ocular  Lesions  Neuro-ocular  lesions,  such  as  optic  neuritis  or  retinal  thrombosis,  have 
been  associated  with  the  use  of  oral  contraceptives  Discontinue  the  oral  contraceptive  if 
there  is  unexplained  sudden  or  gradual,  partial,  or  complete  loss  of  vision,  onset  of  propto- 
sis  or  diplopia;  papilledema,  or  retinal  vascular  lesions 

3 Carcinoma  Long-term  continuous  administration  of  estrogen  in  certain  animal  species 
increases  the  frequency  of  carcinoma  of  the  breast,  cervix,  vagina,  and  liver 

In  humans,  an  increased  risk  of  endometrial  carcinoma  associated  with  the  prolonged 
use  of  exogenous  estrogen  in  postmenopausal  women  has  been  reported  However,  there 
IS  no  evidence  suggesting  increased  risk  of  endometrial  cancer  in  users  of  conventional 
combination  or  progestogen-only  oral  contraceptives 
Studies  found  no  evidence  of  increase  in  breast  cancer  in  women  taking  oral  contracep- 
tives. however,  an  excess  risk  in  users  with  documented  benign  breast  disease  was 
reported 

There  is  no  confirmed  evidence  of  an  increased  risk  of  cancer  associated  with  oral  contra- 
ceptives Close  clinical  surveillance  of  users  is.  nevertheless,  essential  In  cases  of  undiag- 
nosed persistent  or  recurrent  abnormal  vaginal  bleeding,  appropriate  diagnostic  measures 
should  be  taken  to  rule  out  malignancy  Women  with  a strong  family  history  of  breast  cancer, 
or  who  have  breast  nodules,  fibrocystic  disease,  or  abnormal  mammograms,  should  be 
monitored  with  particular  care 

4 Hepatic  Tumors  Benign  hepatic  adenomas  have  been  found  to  be  associated  with  oral 
contraceptives  Because  hepatic  adenomas  may  rupture  and  may  cause  death  through 
intra-abdominal  hemorrhage,  they  should  be  considered  in  women  presenting  abdominal 
pain  and  tenderness,  abdominal  mass,  or  shock 

A few  cases  of  hepatocellular  carcinoma  have  been  reported  in  women  taking  oral  contra- 
ceptives The  relationship  of  these  drugs  to  this  type  of  malignancy  is  not  known  at  this  time 

5 Usage  in  or  Immediately  Preceding  Pregnancy.  Birth  Defects  in  Offspring,  and  Malig- 
nancy in  Female  Offspring  During  early  pregnancy,  female  sex  hormones  may  seriously 
damage  the  offspring 

An  increased  risk  of  congenital  anomalies,  including  heart  defects  and  limb  defects,  has 
been  reported  with  the  use  of  oral  contraceptives  in  pregnancy. 

There  is  some  evidence  that  triploidy  and  possible  other  types  of  polyploidy  are  increased 
among  abortuses  from  women  who  become  pregnant  soon  after  ceasing  oral 
contraceptives 

Pregnancy  should  be  ruled  out  before  continuing  an  oral  contraceptive  in  any  patient  who 
has  missed  two  consecutive  menstrual  periods.  If  the  patient  has  not  adhered  to  the  sched- 


ule. the  possibility  of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period, 
and  oral  contraceptives  should  be  withheld  until  pregnancy  has  been  ruled  out  If  preg- 
nancy IS  confirmed,  the  patient  should  be  apprised  of  the  potential  risks  to  the  fetus  and  the 
advisability  of  continuation  of  the  pregnancy  should  be  discussed 
Women  who  discontinue  oral  contraceptives  with  the  intent  of  becoming  pregnant  should 
use  an  alternate  form  of  contraception  for  a period  of  time  before  attempting  to  conceive 
Administration  of  progestogen-only  or  progestogen-estrogen  combinations  to  induce 
withdrawal  bleeding  should  not  be  used  as  a test  of  pregnancy 

6 Gallbladder  Disease  Studies  report  an  increased  risk  of  surgically  confirmed  gallblad- 
der disease  in  users  of  oral  contraceptives 

7 Carbohydrate  and  Lipid  Metabolic  Effects  Because  decreased  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients,  prediabetic  and  diabetic  patients 
should  be  carefully  observed  while  receiving  oral  contraceptives 

An  increase  in  triglycerides  and  total  phospholipids  has  been  observed 

8 Elevated  Blood  Pressure  An  increase  in  blood  pressure  has  been  reported  in  patients 
receiving  oral  contraceptives  The  prevalence  in  users  increases  with  longer  exposure  Age 
IS  also  strongly  correlated  with  development  of  hypertension  Women  who  previously  have 
had  hypertension  during  pregnancy  may  be  more  likely  to  develop  elevation  of  blood 
pressure 

9 Headache  Onset  or  exacerbation  of  migraine  or  development  of  headache  of  a new 
pattern  which  is  recurrent,  persistent,  or  severe,  requires  discontinuation  of  oral 
contraceptives 

10  Bleeding  Irregularities  Breakthrough  bleeding,  spotting,  and  amenorrhea  are  fre- 
quent reasons  for  patients  discontinuing  oral  contraceptives  In  breakthrough  bleeding, 
nonfunctional  causes  should  be  borne  in  mind  In  undiagnosed  abnormal  bleeding  from  the 
vagina,  adequate  diagnostic  measures  are  indicated  to  rule  out  pregnancy  or  malignancy 

Women  with  a past  history  of  oligomenorrhea  or  secondary  amenorrhea,  or  young  women 
without  regular  cycles  should  be  advised  that  they  may  have  a tendency  to  remain  anovula- 
tory or  to  become  amenorrheic  after  discontinuation  of  oral  contraceptives 

11  Ectopic  Pregnancy  Ectopic  as  well  as  intrauterine  pregnancy  may  occur  in  contracep- 
tive failures 

12  Breast-Feeding  Oral  contraceptives  may  interfere  with  lactation  Furthermore,  a small 
fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identified  in  the  milk  of  moth- 
ers receiving  these  drugs 

PRECAUTIONS 

1 A complete  medical  and  family  history  should  be  taken  prior  to  the  initiation  of  oral  con- 
traceptives The  pretreatment  and  periodic  physical  examinations  should  include  special 
reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs,  including  Papanicolaou 
smear  and  relevant  laboratory  tests.  As  a general  rule,  oral  contraceptives  should  not  be 
prescribed  for  longer  than  one  year  without  another  examination. 

2 Preexisting  uterine  leiomyomata  may  increase  in  size 

3 Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and  the  drug 
discontinued  if  depression  recurs  to  a serious  degree. 

4,  Oral  contraceptives  may  cause  fluid  retention  and  should  be  prescribed  with  caution, 
and  only  with  careful  monitoring,  inpatients  with  conditions  which-itiight  be  aggravated, 

5 Patients  with  a past  history  of  jaundice  during  pregnancy  have  an  increased  risk  of 
..recurrence  of  jaundice  If  iaundtce  develops,  the  medication  should  be  discontinued 

6 Steroid  hormones  may  be  poorly  metabolized  and  should  be  administered  with  caution 
in  patients  with  impaired  liverfunction 

7,  Users  may  have  disturbances  in  normal  tryptophan  metabbfism,  whichmay  result  in  a 
relative  pyridoxine  deficiency 
8 Serum  folate  levels  may  be  depressed 

9.  The  pathologist  should  be  advised  of  oral  contraceptive  therapy  when  relevant  speci- 
mens are  submitted 

10  Certain  endocrine  and  liver  function  tests  and  blood  components  may  be  affected. 

(a)  Increased  sulfobromophthalein  retention  (b)  Increased  prothrombin  and  factors  VII, 
VIII,  IX,  and  X;  decreased  antithrombin  3.  increased  norepinephrine-induced  platelet  aggre- 
gability,  (c)  Increased  thyroid-binding  globulin  (TBG)  leading  to  increased  circulating  total 
thyroid  hormone  (d)  Decreased  pregnanediol  excretion  (e)  Reduced  response  to  metyra- 
pone  test 

Drug  Interactions:  Reduced  efficacy  and  increased  incidence  of  breakthrough  bleeding 
have  been  associated  with  concomitant  use  of  rifampin  A similar  association  has  been  sug- 
gested with  barbiturates,  phenylbutazone,  phenytoin  sodium,  tetracycline,  and  ampicillin 

ADVERSE  REACTIONS 

An  increased  risk  of  the  following  serious  adverse  reactions  has  been  associated  with  oral 
contraceptives  thrombophlebitis,  pulmonary  embolism,  coronary  thrombosis,  cerebral 
thrombosis,  cerebral  hemorrhage,  hypertension,  gallbladder  disease,  benign  hepatomas, 
congenital  anomalies 

There  is  evidence  of  an  association  between  the  following  conditions  and  the  use  of  oral 
contraceptives,  although  additional  confirmatory  studies  are  needed  mesenteric  thrombo- 
sis. neuro-ocular  lesions,  eg,  retinal  thrombosis  and  optic  neuritis 
The  following  adverse  reactions  have  been  reported  in  patients  receiving  oral  contracep- 
tives and  are  believed  to  be  drug  related,  nausea  and/or  vomiting,  usually  the  most  com- 
mon adverse  reactions,  occur  in  approximately  10%  or  less  of  patients  during  the  first  cycle 
Other  reactions,  as  a general  rule,  are  seen  much  less  frequently  or  only  occasionally: 
gastrointestinal  symptoms,  breakthrough  bleeding:  spotting,  change  in  menstrual  flow: 
dysmenorrhea,  amenorrhea  during  and  after  treatment,  temporary  infertility  after  discon- 
tinuance of  treatment;  edema:  chloasma  or  melasma,  breast  changes,  change  in  weight, 
change  in  cervical  erosion  and  cervical  secretion;  possible  diminution  in  lactation  when 
given  immediately  postpartum,  cholestatic  jaundice,  migraine,  increase  in  size  of  uterine 
leiomyomata,  rash  (allergic),  mental  depression,  reduced  tolerance  to  carbohydrates, 
vaginal  candidiasis:  change  in  corneal  curvature,  intolerance  to  contact  lenses 
The  following  adverse  reactions  have  been  reported  and  the  association  has  been.neither 
confirmed  nor  refuted,  premenstrual-like  syndrome,  cataracts;  changes  in  libido,  chorea, 
changes  in  appetite,  cystitis-like  syndrome;  headache:  nervousness;  dizziness;  hirsutism, 
loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum,  hemorrhagic  eruption,  vaginitis, 
porphyria 

Special  Notes  on  Administration 

Menstruation  usually  begins  two  or  three  days,  but  may  begin  as  late  as  the  fourth  or  fifth 
day,  after  discontinuing  medication 

After  several  months  on  treatment,  bleeding  may  be  reduced  to  a point  of  virtual  absence, 
reduced  flow  may  be  a result  of  medication  and  not  indicative  of  pregnancy. 

HOW  SUPPLIED 

Norlestrin  [2ll  1/50  is  available  in  compacts  each  containing  21  tablets  Each  tablet  contains 
1 mg  of  norethindrone  acetate  and  50  meg  of  ethinyl  estradiol  Available  in  packages  of  five 
compacts  and  packages  of  five  refills 

Norlestrin  [2l]  2 5/50  is  available  in  compacts  each  containing  21  tablets  Each  tablet 
contains  2 5 mg  of  norethindrone  acetate  and  50  meg  of  ethinyl  estradiol  Available  in  pack- 
ages of  five  compacts  and  packages  of  five  refills 
Norlestrin  [H]  1/50  is  available  in  compacts  each  containing  21  yellow  tablets  and  7 
brown  tablets  Each  yellow  tablet  contains  1 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Each  brown  tablet  contains  75  mg  of  ferrous  fumarate,  USP  Available  in 
packages  of  five  compacts  and  packages  of  five  refills 
Norlestrin  [FB  2 5/50  is  available  in  compacts  each  containing  21  pink  tablets  and  7 
brown  tablets  Each  pink  tablet  contains  2 5 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Each  brown  tablet  contains  75  mg  of  ferrous  fumarate,  USP  Available  in 
packages  of  five  compacts  and  packages  of  five  refills, 

Norlestrin  [551 1/50  is  available  in  compacts  each  containing  21  yellow  tablets  and  7 white 
inert  tablets  Each  yellow  tablet  contains  1 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Available  in  packages  of  live  compacts  and  packages  of  five  refills 
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CLASSIFIED 

Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  I900-C,  Montgomery,  Alabama 
36197-4201. 


MEDICAL  OFFICE,  sale  or  rent.  Intersection  of  Interstate  10  & 65, 
Mobile,  Alabama.  1600  square  feet,  8 years  old,  like  new.  GP 
retiring.  Contact  Dr.  Savage,  P.O.  Box  8482,  Mobile,  AL  36608, 
Telephone  (205)  342-8556. 


SEMINARS  — Most  major  ski  areas.  Club  Med,  Disney  World  and 
other  resorts.  Topic:  MEDICAL/LEGAL  and  FINANCIAL  MAN- 
AGEMENT. Accredited.  CURRENT  CONCEPT  SEMINARS, 
INC.  (since  1980),  3301  Johnson  St.,  Hollywood  , FL  33021  (800) 
428-6069.  Fee  $175. 


ARCHITECTURE  PROFESSIONAL  SERVICES  AVAILABLE. 
William  R.  Schauer  — Architect  — 3814  5th  Ct  N,  Birmingham, 
AL.  Solar  Energy  Design  — Economics  — Interiors/Dial  205  252 
5151. 


Physicians  Signature  Loans  to  $50,000.  Up  to  7 years  to  repay  with 
no  prepayment  penalties.  Use  for  taxes,  consolidation,  investment 
or  any  other  purpose.  Prompt,  courteous  service.  Competitive  fixed 
rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians  Service 
Association,  Atlanta,  GA.  TOLL-FREE  (800)  241-6905.  Serving 
the  Medical  Community  for  over  10  years. 


HOLTER  SCANNING  AND  INTERPRETATION  — Nationwide. 
For  offices  or  hospitals  at  very  special  rates.  Includes  cardiology 
interpretation.  Immediate  phone  reporting  etc.  Special  rates  for 
hospitals,  HMO’s.  Will  provide  recorder  and  arrange  for  your 
office  to  learn  patient  connection,  quality,  etc.  For  information  call 
Pittsburgh  Cardiovascular,  412-372-2035.  2550  Mosside  Blvd., 
Monroeville,  PA  15146. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Birming- 
ham. Faculty  appointment  with  Family  Practice  Center  at  Universi- 
ty of  Alabama  if  qualified.  Join  established  practice  or  work  indi- 
vidually. Salary  of  $50,000  to  $65,000  guaranteed  until  practice  is 
self-sufficient.  Generous  fringe  benefits  include  life,  disability, 
health,  retirement,  and  malpractice  insurance,  two  weeks  con- 
tinuing education,  and  three  weeks  annual  leave.  All  equipment, 
including  X-ray  and  lab,  furniture,  and  supplies  provided.  Manage- 
ment services  including  personnel,  payroll,  tax  reports,  and  billing 
provided.  If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation,  P.O. 
Box  1486,  Tuscaloosa,  Alabama  35403,  or  telephone  Frank 
Cochran,  collect  at  758-7545  for  more  information. 


PHYSICIANS:  OB-GYN’s/General  Surgeons/Intemal  Medicine. 
Practice  opportunities  available  in  southeastern  U.S.  Growing, 
progressive  practices.  Cross  coverage  available.  Must  be  Board 
Eligible.  Generous  practice  incentives.  Send  C.V.  to:  Professional 
Relations,  16633  Ventura  Blvd.,  P.O.  Box  1800,  Encino,  CA. 
91436  or  call  (818)990-2000. 


ASSOCIATE  CLINICAL  DIRECTOR 
LLOYD  NOLAN  HOSPITAL, 

FAIRFIELD,  ALABAMA 
GENERAL  PSYCHIATRY  UNIT 

Mental  Health  Management,  Inc.,  a nationwide  firm  spe- 
cializing in  the  management  of  psychiatric  and  alcoholic 
units  has  immediate  openings  for  two  Associate  Clinical 
Directors. 

Associate  Clinical  Directors  will  be  paid  an  administrative 
stipend  for  non-billing,  administrative  duties  requiring 
approximately  15  hours  per  week.  An  excellent  opportunity 
exists  for  a private  office  practice  with  individual  patient 
billings.  Applicants  must  be  board  certified  or  eligible  in 
Psychiatry. 

For  additional  information,  please  contact,  toll-free: 

Personnel  Director 
Dept.  ALA 

1500  Planning  Research  Drive 
Suite  250 

McLean,  Virginia  22102 
1-800-368-3589 
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AUXILIARY 


Mrs.  Art  A.  Stamler 
A-MASA  President 


An  American  in  Guatemala 


International  health  interests  have  been  part  of 
medical  auxiliary  activities  for  many  years.  We’ve 
collected  soap  for  Zaire,  drug  samples  for  India,  and 
eyeglasses  for  Brazil;  we  made  nightgowns  for  Catho- 
lic Charities  overseas  programs,  and  donated  linens  to 
Mennonites  for  their  foreign  missions.  Funds  were 
collected  to  help  pay  for  shipping  disaster  relief  items  to 
Guatemala  following  their  calamitous  earthquake  in 
1976,  and  we’ve  been  involved  in  Guatemalan  health 
projects  ever  since,  jointly  with  other  organizations 
which  reach  out  to  our  neighbors  to  the  south. 

There  is  great  need  for  almost  anything  medical  in  all 
financially  disadvantaged  countries,  but  lately  the 
emphasis  is  shifting  toward  helping  people  help  them- 
selves. For  example,  after  many  trips  to  Guatemala 
with  medical  teams  working  in  mission  clinics  and 
other  facilities,  it  became  apparent  that  we  were  only 
scraping  the  surface  — real  problems  lay  deeper,  the 
result  of  a complex  financial  structure  which  often 


rationed  medical  care  to  those  with  limited  means. 

A system  of  National  Hospitals  exists  which  finances 
each  bed  at  the  rate  of  $ 1 ,000  per  annum  for  all  costs  — 
medications,  sheets,  nursing  care,  food,  laboratory  ser- 
vices, painting  the  walls,  salaries,  everything!  Ob-  i 
viously,  something  like  this  isn’t  what  your  basic  US  | 
citizen  is  accustomed  to,  but  it’s  all  that  is  available  to  j 
the  campesinos  and  subsistence  farmers  who  make  up 
50%  of  that  country’s  population.  j 

One  way,  we  found,  to  bridge  the  medical  and  cul- 
tural gaps  that  exist  between  our  nations  was  to  create  I 
exchange  programs  — medical  students,  physicians, 
technologies,  ideas  and  more.  Even  our  children  got 
into  the  act  when  the  youngsters  of  Guatemalan  medi- 
cal families  visited  medical  families  here,  and  our 
offspring  reciprocated;  as  a result,  whole  families  be- 
came acquainted  and  found  common  ground  in  such  j 
matters,  naturally,  as  medical  auxiliary  affairs.  ;; 

In  Guatemala,  there  are  no  active  auxiliaries,  and  we  I 
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were  asked  to  assist  in  their  organization.  Recently, 
two  Alabama  auxilians  travelled  south  to  lay  the  foun- 
dations of  a new  companion  organization  to  the  coun- 
try’s medical  association  with  a task  force  of  medical 
wives  from  Guatemala  City.  They  identified  some  of 
their  major  problems  as  (1)  drunk  driving;  (2)  underfi- 
nanced public  medical  facilities;  and  (3)  infant  mortal- 
ity, and  these  will  be  the  initial  targets  for  action. 

Two  hundred  sixty  kilometers  west  of  Guatemala 
City  lies  the  small  city  of  Huehuetenango.  Here,  a 
group  of  physicians,  dentists  and  pharmacists  and  their 
wives  met  to  organize  a “medico”  society,  involving 
the  three  disciplines;  a primary  goal  will  be  to  assist  the 
Mayan  natives  of  the  area  and  their  families  when 
hospitalization  is  necessary. 

The  problems  include  ill  abandoned  children  at  the 
hospital;  abandoned  because  their  families  could  no 
longer  care  for  them  and  tend  the  crops  simultaneously, 
across  the  mountains.  So  the  little  ones  are  held  at  the 
hospital  until  a home  can  be  found  for  permanent  place- 
ment, and  the  new  medico  auxiliary  has  another  project 
before  it. 

All  isn’t  bleak,  however,  in  Guatemala.  Malpractice 


suits  are  virtually  unheard  of,  for  example,  and  Medi- 
care problems  aren’t  troublesome,  for  there  is  no  Medi- 
care. But  the  real  concerns  are  for  the  large  numbers  of 
patients  without  a means  of  financing  their  medical  care 
at  all,  and  without  adequate  nutrition,  housing  or 
education.  Most  medical  practices,  especially  in  rural 
areas,  are  overrun  with  patients  and  with  a variety  of 
pathology  that  is  fascinating  to  the  outsider’s  eye. 

Wives  of  physicians  of  Guatemala  are  of  the  feeling 
that  an  organized  auxiliary  can  accomplish  much  for 
that  country.  Similarly,  so  could  auxiliaries  in  many 
other  developing  nations.  Possibilities  for  joint  projects 
between  United  States  auxiliaries  and  those  of  other 
nations  are  boundless  — people  reaching  out  to  each 
other  in  friendship  and  assistance. 

Chairman  of  International  Health  Projects  for  A- 
MASA  is  Mrs.  Troy  Bohannon  of  Sheffield,  Alabama. 
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Bea  Physician 
and  a family  man 

There’s  time  for  both. 


Find  yourself... 
and  your  family 
in  the  Air  Force! 


Time  to  relax  with  your 
family— and  still  enjoy  the 
professional  advantages  of 
modern  facilities  and  a highly 
trained  technical  staff.  You’ll  have 
the  standing  of  an  officer  AND  a 
professional.  Yet,  there’s  challenge, 
too.  Air  Force  medicine  ranges  from 
research  to  every  conceivable  type  of 
clinical  practice,  in  every  conceiv- 


able location 
you  can  imagine. 
Off-duty,  you  and  your 
family  can  enjoy  the  excellent 
recreational  facilities  of  the  Air 
Force  Base  of  your  choice. 
One  month  vacation  with  pay... and 
many  other  extras.  Health  Profes- 
sion Scholarships  are  available 
to  medical  students. 


Find  out  more  about  your  future  in  Air  Force  Medicine; 
we’ll  answer  your  questions  promptly  and  without  obligation.  Contact: 

MSgt  GODWIN  12051832-7501 


A great  way  of  life. 


EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


ii.  . . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 

. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A A 

Psychiatrist 

California 


. . appears  to  have 
the  best  safely  record  of  any 
of  the  benzodiazepines  ff 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  ot  Dolmone  (flurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  ot  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 
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flurazepam  HCI/Roche  (g 


sleep  that  satisfies 


15-mg/30-mg 

capsules 


References:  1.  Kales  J,  etal.  Clin  Pharmacol  Ther  12  691- 
697,  Jul-Aug  1971  2.  Kales  A,  efal:  Clin  Pharmacol  Ther 
18:356-363,  Sep  1975  3.  Kales  A,  etai  Clin  Pharmacol 
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flurazepam  HCI/Roche(g 

Before  prescribing,  please  consult  complete  product 
information,  o summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  osleep,  frequent  nocturnal  owakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  on 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  ot  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  it  alcohol  is  consumed  the  day  following  use  tor 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operoting 
machinery  driving)  Potential  impairment  of  performance  ot 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosoge  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  contusion  and/or  ataxio  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden 
cies,  or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness. 
staggering,  ataxia  and  falling  have  occurred,  porticulorly  in 
elderly  or  debilitated  patients  Severe  sedotion,  lethargy,  dis- 
orientation and  coma,  probably  indicative  ot  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pom,  nervousness,  talkativeness,  opprehension 
irritability  weakness,  polpilotions,  chest  poms  body  and  joint 
poms  and  GU  complaints  There  have  also  been  rare  occur 
rences  of  leukopenia,  granulocytopenio,  sweating.  Hushes, 
difficulty  m focusing,  blurred  vision,  burning  eyes,  laininess. 
hypotension,  shortness  of  breoth,  pruritus,  skin  rash  dry 
mouth,  bitter  toste.  excessive  solivalion,  anorexia,  euphoria 
depression,  slurred  speech,  contusion,  restlessness,  halluci- 
nations, ond  elevated  SCOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  eg 
excitement,  stimulotion  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneticiol  effect  Adults 
30  mg  usuol  dosage,  15  mg  moy  suttice  m some  potienis 
Elderly  or  debililaled  pahenls  1 5 mg  recommended  initially 
until  response  is  determined 

Supplied:  Copsules  containing  15  mg  or  30  mg  flurozepom 
HCI 


Roche  Products  Inc 
Monoti,  Puerto  Rico  00701 


FOR  SLEEP 

After  more  than  1 5 years  of  use,  ifs  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning.^  ® And  you're  soM\e6  by  the  exceptionally 
wide  margin  of  safety  As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  product  information  on  reverse  side 
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There  are  many  insurance  companies  doing  business  in 
Alabama.  You  probably  recognize  them  by  their  ad  symbols. 

Physicians  symbolize  Mutual  Assurance . . . Like  Dr.  Jon 
Sanford  of  Fayette,  a member  of  our  Board  of  Directors. 

Mutual  Assurance . . . 


Created  by  Alabama  physicians  — not 
insurance  executives. 

For  Alabama  physicians — with  your 
common  insurance  problems. 

Operated  by  Alabama  physicians — and 
we  know  who  offers  the  best  coverage  for 
Alabama  physicians . . . 

because  the  feeling  is  Mutual. 


.Mutual 

Assurance 

Society  of  Alabama 


Quick: 
Name  The 


STATE-OF-THE-ART 
DIAGNOSTIC  IMAGING. 


MRI,  exceptional  imaging  for  the  most 
demanding  applications. 

In  a recent  case  demonstrating  an  expanding  cord  lesion,  a twenty- 
eight  year-old  female  presented  with  numbness  in  her  left  index 
finger  and  thumb.  A myelogram  and  CT  demonstrated  enlarged 
cord  and  raised  the  question  of  a tumor  versus  syrinx.  A sagittal 
MR  exam  of  the  cervical  cord  clearly  demonstrated  syringomyelia. 

: See  photo  at  right. 

Highlands  Diagnostic  Center  offers  you  the 
finest  technical  and  professional  support. 

Only  Highlands  Diagnostic  Center  combines  state-of-the-art 
diagnostic  imaging  equipment  with  a superb  outpatient  facility  and 
the  highest  caliber  professional  consulting  staff.  As  a result,  you  can 
rely  on  Highlands  Diagnostic  Center  not  only  for  the  leading  tech- 
nology but  for  prompt,  expert  assistance  in  your  selection  of  the 
optimal  patient  studies— so  important  in  today's  cost-conscious 
medical  environment. 

To  further  assist  your  formulation  of  accurate,  efficient  diagnoses. 
Highlands  Diagnostic  Center's  staff  follows  through  with  the  ultimate 
in  service.  We  guarantee  that  every  exam  can  be  scheduled  within 
24  hours  from  the  time  it's  ordered,  with  results  returned  to  you  the 
same  day  the  exam  is  conducted.  Yet  no  one  feels  rushed  through 
; our  pleasant  facilities.  Every  patient  is  handled  with  care. 

Services  available  at  Highlands  Diagnostic  Center  include  magnetic 
resonance  imaging,  CT  scanning,  computer-aided  nuclear  medicine, 
ultrasound,  mammography,  radiography,  and  fluoroscopy.  State-of- 
the-art  equipment  available  includes  the  GE  9800,  Acuson,  and 
Siemann's  Mammomat-B. 

Highlands  Diagnostic  Center's  experienced  staff  stands  ready  to 
serve  your  diagnostic  needs  now  with  this  superior  technology  and 
the  finest  professional  service.  At  Highlands  Diagnostic  Center,  our 
only  job  is  to  help  you  maximize  your  diagnostic  efficiency— so  you 
can  serve  your  patients  with  excellence,  within  today's  cost 
parameters. 

To  inquire  about  any  exam  or  service,  call  Highlands  Diagnostic 
Center.  Highlands  Diagnostic  Center,  your  state-of-the-art  diagnostic 
resource. 


Sagittal  MR  clearly  demonstrates  syrinx  of  cervical  cord 
from  C2-T  1(1).  Syrinx  not  seen  continuously  on  this 
scan  because  of  marked  cervical  scoliosis.  Note  findings 
of  Arnold-Chiari  I as  tonsils  protrude just  below  level  of 
foramen  magnum  (2). 


THE  GE  SIGNA  utilizes  the  latest  in  Magnetic  Resonance 
Imaging  Technology  operating  at  1 .5  Tesla. 


CT  Scanning/Magnetic  Resonance  Imaging/Mammography/Nuclear  Medicine/Radiography/Fluoroscopy/Ultrasound 


Highlands 
3 Diagnostic 
^ Center 

2 1 73  Highland  Avenue 
Birmingham,  AL  35205  205/933-TECH 
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Concerning  Manuscripts 


Manuscripts  should  be  'typewritten,  double  spaced 
on  white  paper  8‘/2xl  1 incTies  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brieO, 
the  author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given;  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  Stylehook! Editorial  Manual,  published  by  the 
AMA,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
When  conflicts  occur  between  usage,  etc. , by  an  author 
and  the  stylebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Final  authority  on  grammar  is  Webster's  New  Inter- 
national, Unabridged,  Second  Edition. 

Length  of  Articles:  Articles  should  not  exceed 
3,000  words  (approximately  3-4  printed  pages).  Under 
exceptional  circumstances  only  will  articles  of  more 
than  4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top,  and  the  author’s  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  For  photo- 
graphs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request  by  MASA  Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
cine, The  Medical  Association  of  the  State  of  Alabama, 
P.  O.  Box  1900-C,  Montgomery,  Alabama  36197. 
Telephone  (205)  263-6441,  or  (toll-free  in  Alabama) 
1-800-392-5668. 
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A Bell-Shaped  Curve 
Called  ‘Malpractice’ 


As  we  move  into  our  all-out  campaign  for  reform  of 
medical  liability  laws,  it  is  important  to  keep  our  bear- 
ings. 

In  appealing  for  public  support,  the  paramount  con- 
cern must  always  be  how  the  litigation  epidemic 
adversely  affects  that  public. 

These  adverse  effects  can  be  briefly  stated: 

1 . The  malpractice  crisis  increases  the  cost  of  medi- 
cal care  for  everyone.  This  is  one  of  the  most  difficult 
messages  to  get  across.  Most  people  have  a kind  of 
amorphous  notion  that  million-dollar  verdicts  are  paid 
for  by  filthy-rich  insurance  companies  with  bottomless 
reserves  of  tainted  gold.  Jurors  see  themselves  as  Robin 
Hoods,  lavishly  granting  vast  sums  to  plaintiffs,  for 
whom  they  have  great  sympathy,  as  a way  of  redistrib- 
uting the  wealth  and,  at  the  same  time,  sending  a 
message  to  the  medical  profession  that  the  age  of 
accountability  includes  it  too. 

2.  The  malpractice  crisis  has  a profoundly  corrosive 
effect  on  the  doctor-patient  relationship.  No  doctor  can 


be  absolutely  certain  nowadays  that  the  patient  before 
him  is  genuinely  seeking  his  help  or  trying  to  trap  him 
in  hopes  of  a windfall.  Even  patients  without  malice 
aforethought  are  potential  litigants  in  an  era  when  good 
results  are  less  a matter  of  hope  than  of  demand. 

3.  The  malpractice  crisis  has  already  severely  re- 
stricted availability  of  care,  notably  in  obstetrics, 
neurosurgery  and  other  fields  where  uncertainty  is  a 
necessary  concomitant  of  miraculous  procedures  that 
do  not  and  cannot  guarantee  100%  success  100%  of  the 
time. 

4.  The  overhead  cost  of  malpractice  insurance,  with 
whopping  annual  increases,  is  borne  by  everyone,  in- 
cluding patients  of  physicians  who  have  never  had  a 
claim  against  them  and  may  never  have  one.  The  public 
is  just  now  beginning  to  realize,  however  dimly,  that 
the  health  insurance  they  once  regarded  as  a free  ticket 
to  care  is  not  really  free.  Major  corporations  are  asking 
employees  to  assume  a larger  share  of  the  bill,  through 
bigger  deductibles,  co-insurance  and  more  prudent  use 
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AFTER  BREAKTFIROUGFI  BLEEDING  AND  AMENORRHEA 
SHE'S  ABOUT  TO  GIVE  UP  ON  ORAL  CONTRACEPTION. 


NORLESTRIK 

//rr//r/e  cyjm‘/r{//^/^///:0 

' myj  1/50 


BECAUSE  SOMETIMES  A 50  IS  PREFERABLE 


See  next  page  tor  brief  summary  of  prescribing  informafion 


Brief  Summary  of  Prescribing  Information 

NORLESTRIN*  (norelhindrone  acetate  and  ethinyt  estradiol  tablets,  USP) 

See  section  under  Special  Notes  on  Administration  and  HOW  SUPPLIED. 

Before  prescribing,  please  see  full  prescribing  information  A Briet  Summary  follows 

DESCRIPTION 

Norlesirin  ProducIs  are  progestogen-estrogen  combinations 

INDICATIONS  AND  USAGE 

Norlesirin  ProducIs  are  indicated  lor  the  prevention  of  pregnancy  in  women  who  elect  to  use 
oral  contraceptives  as  a method  of  contraception 
In  clinical  Inals  with  Norlesirin  1/50  involving  25,983  therapy  cycles,  there  was  a preg- 
nancy rale  of  0 05  per  100  woman-years,  in  clinical  Inals  with  Norlesirin  2 5/50  involving 
96.388  cycles,  there  was  a pregnancy  rale  of  0 22  per  100  woman-years 
Dose-Related  Risk  of  Thromboembolism  from  Oral  Contraceptives;  Studies  have 
shown  a positive  association  between  the  dose  of  esirogens  in  oral  contraceplives  and  the 
risk  of  Ihromboembolism  It  is  prudent  and  in  keeping  with  good  principles  of  Iherapeulics  to 
minimize  exposure  to  estrogen  The  oral  contraceptive  prescribed  for  any  given  palieni 
should  be  that  produci  which  contains  the  least  amount  of  estrogen  that  is  compatible  with 
an  acceptable  pregnancy  rale  and  patient  acceptance 
CONTRAINDICATIONS 

1 Thrombophlebitis  or  thromboembolic  disorders 

2 A past  history  of  deep-vein  thrombophlebitis  or  thromboembolic  disorders 

3 Cerebral  vascular  or  coronary  artery  disease 

4 Known  or  suspected  carcinoma  of  the  breast 

5 Known  or  suspected  estrogen-dependent  neoplasia 

6 Undiagnosed  abnormal  genital  bleeding 

7 Known  or  suspected  pregnancy  (See  WARNING  No  5) 

8 Benign  or  malignant  liver  tumor  which  developed  during  the  use  of  oral  confraceptives 
or  other  esirogen-containing  products 

WARNINGS  


Cigarette  smoking  increases  the  risk  of  serious  cardiovascular  side  effects  from 
oral  contraceptive  use.  The  risk  increases  with  age  and  with  heavy  smoking  (15  or 
more  cigarettes  per  day)  and  is  quite  marked  in  women  over  35  years  of  age. 
Women  who  use  oral  contraceptives  should  be  strongly  advised  not  to  smoke. 

The  use  of  oral  contraceplives  is  associated  with  increased  risk  of  several  serious 
condilions  including  thromboembolism,  stroke,  myocardial  infarction,  hepatic  ade- 
noma. gallbladder  disease,  and  hypertension  Practitioners  prescribing  oral  contracep- 
tives  should  be  familiar  with  the  following  information  relating  to  these  risks 


1 Throrr  boembolic  Disorders  and  Other  Vascular  Problems  An  increased  risk  of  throm- 
boembolic and  thrombotic  disease  associated  with  the  use  of  oral  contraceptives  is  well- 
established  Studies  have  demonstrated  an  increased  risk  of  fatal  and  nonfatal  venous 
thromboembolism  and  stroke,  both  hemorrhagic  and  thrombotic 

Cerebrovascular  Disorders:  In  a collaborafive  study  in  women  with  and  without  predispos- 
ing causes,  it  was  estimated  that  the  risk  of  hemorrhagic  stroke  was  2 0 times  greater  in 
users  than  nonusers,  and  the  risk  of  thrombotic  stroke  was  4 0 to  9 5 times  greater 
Myocardial  Infarction:  An  increased  risk  of  myocardial  infarction  associated  with  oral 
contraceptives  has  been  reported  confirming  a previously  suspected  association  These 
studies  found  that  the  greater  the  number  of  underlying  risk  factors  (cigarette  smoking,  , 
hypertension,  hypercholesterolemia,  obesity,  diabetes,  history  of  preeclamptic  toxemia)  for 
coronary  artery  disease,  the  higher  the  risk  of  developing  myocardial  infarction,  regardless 
of  whether  the  patient  was  an  oral  contraceptive  user  or  not  Oral  contraceptives,  however, 
were  found  to  be  a clear  additional  risk  factor 

It  has  been  estimated  that  users  who  do  not  smoke  (smoking  is  considered  a major  pre- 
disposing condition  to  myocardial  infarction)  are  about  twice  as  likely  to  have  a fatal  myo- 
cardial infarction  as  nonusers  who  do  not  smoke  Oral  contraceptive  users  who  are  smokers 
have  about  a fivefold  increased  risk  of  fatal  infarction  compared  to  users  who  do  not  smoke, 
but  about  a tenfold  to  twelvefold  increased  risk  compared  to  nonusers  who  do  not  smoke. 
The  amount  of  smoking  is  also  an  important  factor 

Risk  of  Dose:  In  an  analysis  of  data,  British  investigators  concluded  that  the  risk  of  throm- 
boembolism. including  coronary  thrombosis,  is  directly  related  to  the  dose  of  estrogen  used 
in  oral  contraceptives,  however  the  quantity  of  estrogen  may  not  be  the  sole  factor  involved 
Persistence  of  Risk:  Two  studies  have  suggested  that  an  increased  risk  may  persist  for  as 
long  as  6 years  after  discontinuation  of  oral  contraceptive  use  for  cerebrovascular  disease 
and  9 years  for  myocardial  infarction.  In  addition,  a prospective  study  suggested  the  per- 
sistence of  risk  for  subarachnoid  hemorrhage. 

Estimate  of  Excess  Mortality  from  Circulatory  Diseases:  The  risk  of  diseases  of  the  cir- 
culatory system  is  concentrated  in  older  women,  in  those  with  a long  duration  of  use,  and  in 
cigarette  smokers. 

A study  of  available  data  from  a variety  of  sources  concluded  that  the  mortality  associated 
with  all  methods  of  birth  control  is  low  and  below  that  associated  with  childbirth,  with  the 
exception  of  oral  contraceptives  in  women  over  40  who  smoke 

The  risk  of  thromboembolic  and  thrombotic  diseases  associated  with  oral  contraceptives 
increases  with  age  after  approximately  age  30  and.  for  myocardial  infarction,  is  further 
increased  by  hypedension,  hypercholesterolemia,  obesity,  diabetes,  or  history  of  pre- 
eclamptic toxemia,  and  especially  by  cigarette  smoking 

The  physician  and  the  patient  should  be  alert  to  the  earliest  manifestations  of  thromboem- 
bolic and  thrombotic  disorders  Should  any  occur  or  be  suspected,  the  drug  should  be  dis- 
continued immediately 

A fourfold  to  sixfold  increased  risk  of  postsurgery  thromboembolic  complications  has 
been  reported  in  users  If  feasible,  oral  contraceptives  should  be  discontinued  at  least  four 
weeks  before  surgery  of  a type  associated  with  an  increased  risk  of  thromboembolism  or 
prolonged  immobilization 

2 Ocular  Lesions  Neuro-ocular  lesions,  such  as  optic  neuritis  or  retinal  thrombosis,  have 
been  associated  with  the  use  of  oral  contraceptives  Discontinue  the  oral  contraceptive  if 
fhere  is  unexplained  sudden  or  gradual,  partial,  or  complete  loss  of  vision,  onset  of  propfo- 
sis  or  diplopia,  papilledema,  or  retinal  vascular  lesions 

3 Carcinoma  Long-term  continuous  administration  of  estrogen  in  certain  animal  species 
increases  the  frequency  of  carcinoma  of  fhe  breasf.  cervix,  vagina,  and  liver 

In  humans,  an  increased  risk  of  endometrial  carcinoma  associated  with  the  prolonged 
use  of  exogenous  estrogen  in  postmenopausal  women  has  been  reported  However,  there 
IS  no  evidence  suggesting  increased  risk  of  endometrial  cancer  in  users  of  conventional 
combination  or  progestogen-only  oral  contraceptives 

Studies  found  no  evidence  of  increase  in  breast  cancer  in  women  taking  oral  contracep- 
tives. however,  an  excess  risk  in  users  with  documented  benign  breast  disease  was 
reported 

There  is  no  confirmed  evidence  of  an  increased  risk  of  cancer  associated  with  oral  contra- 
ceptives Close  clinical  surveillance  of  users  is.  nevertheless,  essential  In  cases  of  undiag- 
nosed persistent  or  recurrent  abnormal  vaginal  bleeding,  appropriate  diagnostic  measures 
should  be  taken  to  rule  out  malignancy  Women  with  a strong  family  history  of  breast  cancer, 
or  who  have  breast  nodules,  fibrocystic  disease,  or  abnormal  mammograms,  should  be 
monitored  with  particular  care 

4 Hepatic  Tumors  Benign  hepatic  adenomas  have  been  found  to  be  associated  with  oral 
contraceptives  Because  hepatic  adenomas  may  rupture  and  may  cause  death  through 
inira-abdominal  hemorrhage,  they  should  be  considered  in  women  presenting  abdominal 
pain  and  tenderness,  abdominal  mass,  or  shock 

A lew  cases  of  hepatocellular  carcinoma  have  been  reported  in  women  taking  oral  contra- 
ceptives The  relationship  of  Ihese  drugs  to  this  type  of  malignancy  is  nol  known  at  this  lime 

5 Usage  in  or  Immediately  Preceding  Pregnancy.  Birth  Delects  in  Offspring,  and  Malig- 
nancy in  Female  Offspring  During  early  pregnancy  female  sex  hormones  may  seriously 
damage  the  offspring 

An  increased  risk  of  congenital  anomalies,  including  heart  defects  and  limb  defects,  has 
been  reported  with  the  use  of  oral  contraceplives  in  pregnancy 

There  is  some  evidence  that  Iriploidy  and  possible  other  types  of  polyploidy  are  increased 
among  abortuses  from  women  who  become  pregnanf  soon  after  ceasing  oral 
contraceptives 

Pregnancy  should  be  ruled  out  before  confinuing  an  oral  contracepfive  in  any  patient  who 
has  missed  two  consecutive  menstrual  periods  If  the  patient  has  nol  adhered  to  the  sched- 


ule. the  possibility  of  pregnancy  should  be  considered  at  the  lime  of  the  first  missed  period, 
and  oral  contraceptives  should  be  withheld  until  pregnancy  has  been  ruled  out  If  preg- 
nancy IS  confirmed,  the  patient  should  be  apprised  of  the  potential  risks  to  the  fetus  and  the 
advisability  of  continuation  of  the  pregnancy  should  be  discussed 
Women  who  discontinue  oral  contraceptives  with  the  intent  of  becoming  pregnant  should 
use  an  alternate  form  of  contraception  for  a period  of  fime  before  aflempting  fo  conceive 
Administration  of  progestogen-only  or  progestogen-estrogen  combinations  to  induce 
withdrawal  bleeding  should  not  be  used  as  a test  of  pregnancy 

6 Gallbladder  Disease  Studies  report  an  increased  risk  of  surgically  confirmed  gallblad- 
der disease  in  users  of  oral  contraceptives 

7 Carbohydrate  and  Lipid  Metabolic  Effects  Because  decreased  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients,  prediabetic  and  diabetic  patients 
should  be  carefully  observed  while  receiving  oral  contraceptives 

An  increase  in  triglycerides  and  total  phospholipids  has  been  observed 

8 Elevated  Blood  Pressure  An  increase  in  blood  pressure  has  been  reported  in  patients 
receiving  oral  contraceptives  The  prevalence  in  users  increases  with  longer  exposure  Age 
IS  also  strongly  correlated  with  development  of  hypertension  Women  who  previously  have 
had  hypertension  during  pregnancy  may  be  more  likely  to  develop  elevation  of  blood 
pressure 

9 Headache  Onset  or  exacerbation  of  migraine  or  development  of  headache  of  a new 
pattern  which  is  recurrent,  persistent,  or  severe,  requires  discontinuation  of  oral 
contraceptives 

10  Bleeding  Irregularities  Breakthrough  bleeding,  spotting,  and  amenorrhea  are  fre- 
quent reasons  tor  patients  discontinuing  oral  contraceptives  In  breakthrough  bleeding, 
nonfunctional  causes  should  be  borne  in  mind  In  undiagnosed  abnormal  bleeding  from  the 
vagina,  adequate  diagnostic  measures  are  indicated  to  rule  out  pregnancy  or  malignancy 

Women  with  a past  history  of  oligomenorrhea  or  secondary  amenorrhea,  or  young  women 
without  regular  cycles  should  be  advised  that  they  may  have  a tendency  to  remain  anovula- 
tory or  to  become  amenorrheic  after  discontinuation  of  oral  contraceptives 

11  Ectopic  Pregnancy  Ectopic  as  well  as  intrauterine  pregnancy  may  occur  in  contracep- 
tive failures 

12  Breast-Feeding  Oral  contraceptives  may  interfere  with  tactation  Furthermore,  a small 
fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identified  in  the  milk  of  moth- 
ers receiving  these  drugs 

PRECAUTIONS 

1 A complete  medical  and  family  history  should  be  taken  prior  to  the  initiation  of  oral  con- 
traceptives The  pretreatment  and  periodic  physical  examinations  should  include  special 
reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs,  including  Papanicolaou 
smear  and  relevant  laboratory  tests.  As  a general  rule,  oral  contraceptives  should  not  be 
prescribed  for  longer  than  one  year  without  another  examination. 

2.  Preexisting  uterine  leiomyomata  may  increase  in  size' 

3 Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and  the  drug 
discontinued  if  depression  recurs  to  a serious  degree. 

4.  Oral  contraceptives  may  cause  fluid  retention  and  should  be  prescribed  with  caution, 
and  only  with  careful  monitoring,  in  patients  with  conditions  which  might  be  aggravated 
5 Patients  with  a past  history  of  Jaundice  during  pregnancy  have  an  increased  risk  of 
recurrence  of  jaundice  If  jaundice  develops,  the  medication  should  be  discontinued 

6,  .Steroid  hormones  may  be  poorly  metabolized  and  should  be  administered  with  caution 
in  patients  with  impaired  liver  function 

7.  Users  may  have  disturbances  in  normal  tryptophan  metabolism,  which  may  result  in  a 
relative  pyrtdoxine  deficiency 

8 Serum  folate  levels  may  be  depressed 

9,  The  pathologist  should  be  advised  of  oral  contraceptive  therapy  when  relevant  speci- 
mens are  submitted 

10  Certain  endocrine  and  liver  function  tests  and  blood  components  may  be  affected 
(a)  Increased  sulfobromophthalein  retention  (b)  Increased  prothrombin  and  factors  VII. 
VIII,  IX,  and  X.  decreased  antithrombin  3,  increased  norepinephrine-induced  platelet  aggre- 
gability  (c)  Increased  thyroid-binding  globulin  (TBG)  leading  to  increased  circulating  total 
thyroid  hormone  (d)  Decreased  pregnanediol  excretion  (e)  Reduced  response  to  metyra- 
pone  test 

Drug  Interactions:  Reduced  efficacy  and  increased  incidence  of  breakthrough  bleeding 
have  been  associated  with  concomitant  use  of  rifampin  A similar  association  has  been  sug- 
gested with  barbiturates,  phenylbutazone,  phenytoin  sodium,  tetracycline,  and  ampicillin 

ADVERSE  REACTIONS 

An  increased  risk  of  the  following  serious  adverse  reactions  has  been  associated  with  oral 
contraceptives  thrombophlebitis,  pulmonary  embolism,  coronary  thrombosis,  cerebral 
thrombosis,  cerebral  hemorrhage,  hypertension,  gallbladder  disease,  benign  hepatomas, 
congenital  anomalies 

There  is  evidence  of  an  association  between  the  following  conditions  and  the  use  of  oral 
contraceptives,  although  additional  confirmatory  studies  are  needed  mesenteric  thrombo- 
sis, neuro-ocular  lesions,  eg,  retinal  thrombosis  and  optic  neuritis 
The  following  adverse  reactions  have  been  reported  in  patients  receiving  oral  contracep- 
tives and  are  believed  to  be  drug  related  nausea  and/or  vomiting,  usually  the  most  com- 
mon adverse  reactions,  occur  in  approximately  10%  or  less  of  patients  during  the  first  cycle 
Other  reactions,  as  a general  rule,  are  seen  much  less  frequently  or  only  occasionally 
gastrointestinal  symptoms;  breakthrough  bleeding,  spotting,  change  in  menstrual  flow, 
dysmenorrhea,  amenorrhea  during  and  after  treatment,  temporary  infertility  after  discon- 
tinuance of  treatment,  edema,  chloasma  or  melasma,  breast  changes,  change  in  weight, 
change  in  cervical  erosion  and  cervical  secretion:  possible  diminution  in  lactation  when 
given  immediately  postpartum,  cholestatic  jaundice,  migraine;  increase  in  size  of  uterine 
leiomyomata,  rash  (allergic),  mental  depression,  reduced  tolerance  to  carbohydrates, 
vaginal  candidiasis;  change  in  corneal  curvature;  intolerance  to  contact  lenses 
The  following  adverse  reactions  have  been  reported  and  the  association  has  beenpeither 
confirmed  nor  refuted,  premenstrual-like  syndrome;  cataracts;  changes  in  libido,  chorea, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizziness,  hirsutism, 
loss  of  scalp  hair,  erythema  multiforme;  erythema  nodosum,  hemorrhagic  eruption,  vaginitis, 
porphyria 

Special  Notes  on  Administration 

Menstruation  usually  begins  two  or  three  days,  but  may  begin  as  late  as  the  fourth  or  fifth 
day,  after  discontinuing  medication 

Alter  several  months  on  treatment,  bleeding  may  be  reduced  to  a point  of  virtual  absence, 
reduced  flow  may  be  a result  of  medication  and  not  indicative  of  pregnancy 

HOW  SUPPLIED 

Norlesirin  [U]  1/50  is  available  in  compacts  each  containing  21  tablets  Each  tablet  contains 
1 mg  of  norethindrone  acetate  and  50  meg  of  ethinyl  estradiol  Available  in  packages  of  five 
compacts  and  packages  of  five  refills 

Norlesirin  [Jll  2 5/50  is  available  in  compacts  each  containing  21  tablets  Each  tablet 
contains  2 5 mg  of  norethindrone  acetate  and  50  meg  of  ethinyl  estradiol  Available  in  pack- 
ages of  five  compacts  and  packages  of  five  refills. 

Norleslrin  [Eil  1/50  is  available  in  compacts  each  containing  21  yellow  tablets  and  7 
brown  tablets  Each  yellow  tablet  contains  1 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Each  brown  tablet  contains  75  mg  of  ferrous  fumarate.  USP  Available  in 
packages  of  five  compacts  and  packages  of  five  refills 
Norlesirin  [Fl]  2 5/50  is  available  in  compacts  each  containing  21  pink  tablets  and  7 
brown  tablets  Each  pink  tablet  contains  2 5 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Each  brown  tablet  contains  75  mg  of  ferrous  fumarate,  USP  Available  in 
packages  of  five  compacts  and  packages  of  five  refills 
Norlesirin  dU  1/50  is  available  in  compacts  each  containing  21  yellow  tablets  and  7 white 
inert  tablets  Each  yellow  tablet  contains  1 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  esiradiol  Available  in  packages  of  five  compacts  and  packages  of  live  refills 
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of  health  resources.  Premium-sharing  is  becoming 
more  common.  In  the  process,  millions  of  Americans 
have  come  to  reluctantly  accept  the  idea  that  the  free 
lunch  was  a myth.  That  realization  has  not  yet  dawned 
regarding  the  heavy  burden  they  bear  in  paying  for  huge 
malpractice  awards.  Apparently,  this  is  still  a free 
lunch  to  a large  majority. 

5 . The  present  crisis  is  itself  a manifestation  of  a very 
old  dichotomy  in  the  public’s  attitude  toward  medicine. 
That  attitude  has  vacillated  between  veneration  and 
condemnation  for  uncounted  centuries.  This  ambival- 
ence can  be  better  understood  by  dividing  it  into  cate- 
gories: those  who  have  been  saved  by  doctors  on  the 
one  hand  and  those  who  have  had,  by  their  lights, 
unhappy  results  on  the  other. 

Many  years  before  he  joined  MAS  A,  one  staff  mem- 
ber sat  with  his  wife  as  a physician  explained  that  the 
ear  surgery  she  was  about  to  face  was  relatively  new.  It 
had  worked  miracles  in  some  cases,  the  doctor  said, 
restoring  hearing  permanently.  In  other  cases,  it  failed, 
with  the  result  that  permanent  hearing  loss  in  that  ear 
occurred.  The  doctor  concluded:  “That  happens  in 
about  20%  of  the  cases.  Of  course,  if  you  are  in  that 
20%,  to  you  it’s  100%  failure.’’ 

They  talked  it  over  and  assumed  the  risk.  They  were 
in  that  20%.  The  procedure  failed.  They  accepted  that, 
but  they  are  members  of  an  earlier  generation  which 
understands  that  almost  every  venture  in  life  is  a gam- 
ble. There  are  clear  signs  on  the  horizon  that  this 
fatalism  is  rapidly  eroding,  if  not  passe,  under  the 
impact  of  many  years  of  relative  ease  and  prosperity, 
against  the  background  of  a welfare  state  philosophy 
that  promises,  though  it  can  never  deliver,  insulation 
against  all  the  vicissitudes  of  life,  womb  to  tomb. 

M.  Martin  Halley,  M.D.,  J.D.,  of  Topeka,  Kansas, 
has  written  a widely  reprinted  article  on  the  1985 
medical  malpractice  crisis,  subtitled  “Reflections  of  a 
Health  Care  Provider.’’  Dr.  Halley,  a cardiovascular 
and  thoracic  surgeon,  is  a graduate  of  Harvard  Medical 
and  Washburn  University  Law. 

He  has  approached  the  problem  as  a scholar.  His 
lengthy  article  is  devoid  of  the  usual  “us-against- 
them’’  rhetoric,  which  is  useful  for  calling  physicians 
to  the  colors  but  less  effective  in  addressing  legislators 
and  the  public. 

In  a section  that  particularly  interests  me.  Dr.  Halley 
assumes  his  physician  readers  are  all  currently  fluent  in 
the  language  of  the  statistician,  which  may  not  be 
invariably  true.  But  if  I can  plow  through  the  following, 
so  many  years  after  college  statistics,  you  can  too.  And 
you  will  see  that  he  has  made  a stunning  presentation: 

“The  standard  of  care  may  be  visualized  graphically 
as  the  density  function  of  a continuous  random  vari- 
able, the  bell-shaped  curve,  a probability  distribution 
applicable  to  biological  variables  such  as  cognition, 
decisions,  and  actions.  ...” 

Now,  let’s  pause  and  catch  our  breath.  All  Dr.  Hal- 


ley is  saying  is  that  we  should  look  at  the  standard  of 
care  as  a normal  distribution,  commonly  referred  to  as 
the  bell-shaped  curve.  While  he  uses  no  illustrations 
with  his  article,  I am  printing  a typical  one  below,  taken 
from  Introductory  Biostatistics  For  the  Health  Scien- 
ces, published  by  John  Wiley  & Sons.  This  graph 
happens  to  be  for  frequency  distribution  of  cholesterol 
levels  in  normal  males,  but  it  is  used  here,  as  in  the 


book,  as  an  illustration  only  of  the  normal  distribution, 
bell-shaped  curve.  Let’s  return  to  Dr.  Halley’s  argu- 
ment: 

“Sixty-eight  percent  of  behavior  will  fall  within  one 
standard  deviation  of  the  mean,  95%  within  two  stan- 
dard deviations,  and  99.7%  within  three  standard  de- 
viations. Assuming  the  separation  of  relatively  good 
and  relatively  bad  practice  to  occur  at  the  mean,  a 
predictable  percentage  of  actions  or  decisions  will  be 
good,  better,  bad  or  worse.  Thirty-four  per  cent  will 
occur  within  one  standard  deviation,  13.7%  will  occur 
within  one  and  two  standard  deviations,  and  2.3%  will 
occur  within  two  and  three  standard  deviations  on 
either  side  of  the  mean. 

“It  follows  that  a practitioner,  no  matter  how  knowl- 
edgeable, how  competent  or  how  skillful  [emphasis 
added]  will  make  substandard  decisions  or  perform 
sub-standard  acts  on  a statistically  predictable 
basis.  ...” 

Taking  another  breather  before  we  proceed  to  the 
conclusion  of  this  section  in  Dr.  Halley’s  learned  trea- 
tise, we  can  see  what  he’s  showing  by  standard  statisti- 
cal reckoning:  Doctors  are  human  beings;  they  are  not 
perfect.  Medicine  is  an  inexact  science  even  in  the  best 
of  circumstances.  Less  than  ideal  results  will  happen  to 
the  very  best  doctors  along  a predictable  curve  of  nor- 
mal distribution.  Dr.  Halley  continues: 

“The  performance  curve  may  additionally  be  shifted 
unfavorably  by  other  circumstances,  such  as  relative 
cognitive  ability,  decisions  or  actions  outside  the  prac- 
titioner’s major  expertise,  fatigue,  distraction,  over- 
extension,  behavior  of  assistants  or  others,  as  well  as  by 
technical,  environmental,  or  patient  factors. 

"Even  if  all  decisions  are  aceptable  [emphasis 
added]  a number  of  bad  results  will  be  similarly  pre- 
dictable, and  ‘fault’  may  be  found  through  application 

continued  on  page  60 
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Are  White  Hats  Out 
Of  Style? 


By  the  time  these  words  appear  the  facts  may  be 
moot  but  the  basic  premise  will  survive,  I believe. 

I refer  to  the  news  the  week  of  this  writing  (a  few 
days  after  Labor  Day)  that  on  the  previous  Friday, 
August  30,  HCFA  mailed  letters  to  Medicare  carriers 
— Blue  Cross/Blue  Shield  in  Alabama  — telling  them 
to  explain  to  physicians  in  their  bailiwicks  how  to 
comply  with  the  new  Participating  Physician  program. 

In  point  of  fact,  this  was  mission  impossible.  There 
was  no  way  HCFA  or  the  Blues  could  have  advised 
physicians  on  where  they  stood  with  the  new  law. 
There  wasn’t  any  new  law  — Congress  had  gone  home 
for  almost  the  entire  month  of  August  without  complet- 
ing the  job  of  administering  the  coup  de  grace  to  doc- 
tors. 

But,  physicians  were  still  expected  to  make  up  their 
minds  by  October  1 whether  or  not  to  opt  for  Participat- 
ing Physician  Medicare  status.  Under  the  law  Congress 
left  dangling,  the  fee  freeze  would  end  September  30. 


However,  Ways  & Means  had  voted  to  extend  it,  thus 
breaking  faith  with  physicians  who,  last  year,  were 
given  the  assurance  that  it  was  for  only  a year. 

The  Ways  & Means  extension  won’t  become  law 
unless  the  full  Congress  passes  the  deficit  reduction 
package  in  which  this  was  nested.  If  Congress  does  not 
pass  the  law  by  October  1 , existing  law  would  prevail, 
according  to  the  soothsayers  in  Washington. 

Most  Congressmen  went  off  on  their  long  holiday 
month  cussing  the  deficit  predicament,  but  they  left 
town  without  even  voting  on  the  proposed  new  law. 
Ways  & Means  had  okayed  the  whole  reduction  pack- 
age before  leaving  town,  but  the  Senate  Finance  Com- 
mittee did  not  have  the  bill  on  its  calendar  until  Septem- 
ber 17.  After  that.  Senate  and  House  conferees  would 
have  had  to  reconcile  any  conflicts.  Only  then  could  the 
full  Congress  vote  on  it. 

By  now  you  may  know  how  it  all  came  out.  At  this 
writing  it  was  predicted  that,  absent  final  action,  any 
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Consider  the 
causative  organisms. . . 


250-mg  Pulvules*^  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage  Ceclor'  (cefaclor.  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections  including  pneumonia  caused  by 
Sirepiococcus  pneumoniae  iDiplococcus  pneumoniae).  Haemoph 
ilus  intiuemae.  and  S pyogsnes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication.  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  Of  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS.  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS.  INCLUDING  ANAPHYLAXIS. 
TO  BOTH  DRUG  CLASSES 

Antibiolics.  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins  and  cephalosporins),  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toiin  produced  by  Closindium  ditfiale  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid.  electrol)rte.  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancom^in  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C (Jiflicile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions:  General  Precautions  - If  an  allergic  reaction  to 
Ceclor*  (cefaclor.  Lilly)  occurs,  (he  drug  shoulrf  be  discontinued, 
and.  If  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g . pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overorowlh  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  if  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat 
ment  with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antigtobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs’  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
lor  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Clinitest* 
tablets  but  not  with  Tes-Tape’  (Glucose  Enzymatic  Test  Strip. 
USP.  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  (he  maiimum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor*  (cefaclor.  Lilly)  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 

Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother's  milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18. 0 20. 0 21 . and  0 16  mcg/ml  at  two. 
three,  four,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is* administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  (or 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions;  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70). 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
Mrcent  ot  patients  and  include  morbiliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  leases  ol  serum-sickness-like  reactions 
(erythema  muftiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently,  lever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a tew 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  ol  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  ot  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  ot  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  tor  the  physician 

Hepa/rc-  Slight  elevations  in  SCOT.  SGPT.  or  alkaline 
phosphatase  values])  in  40) 

Hematopoietic  ~ Transient  fluctuations  in  leukocyte  count, 
predominantly  Ivmphocytosis  occurring  in  infants  and  young 
children  (1  in  4()) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 
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Note  Ceclor*  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
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physician  contracts  for  the  fiscal  year  beginning  Octo- 
ber 1 would  not  be  binding.  They  wouldn’t  be  binding 
because  we  had  been  left  in  limbo.  Not  only  was  this  a 
nightmare  for  physicians  who  have  been  in  practice  for 
years,  it  is  downright  Kafkaesque  for  18,000  new  doc- 
tors who  will  be  completing  their  residences  soon. 
They  might  find  it  impossible  to  sign  Medicare  con- 
tracts, if  that  is  their  wish,  in  time  to  get  their  profiles. 

Be  that  as  it  may,  my  point  is  that  the  American 
physician  suddenly  seems  to  be  the  butt  of  offensive 
disrespect,  temporizing,  and  papering-over  of  prob- 
lems Congress  cannot  look  in  the  face. 

The  Administration  appears  to  agree  with  many  in 
Congress  that  while  certain  groups  in  the  country  are  so 
socrosanct  no  one  would  dare  offend  them,  this  is  no 
longer  true  of  the  physician,  who  can  be  insulted  and 
abused  with  apparent  impunity.  Nobody  seems  to  wor- 
ry much  about  doctor  reprisal.  We’re  the  nice  guys 
everybody  loves  to  punch. 

What  this  and  many  other  recent  acts  of  arrogance 
say  to  me  is  that  American  medicine  may  have  played 
the  dignified  patrician  for  too  long.  In  keeping  with  the 
traditions  of  the  profession,  we  have  not  raised  un- 
shirted  hell  when  something  went  against  us,  as  every 
other  group  in  the  land  is  wont  to  do.  We  don’t  kick  and 
scream;  we  don’t  take  out  demagogic,  full-page  ads 
attacking  Congress,  the  President,  or  the  bureaucracy. 
Even  bankers  do  it,  but  we  don’t.  We  just  mutter  under 
our  breath  and  bellyache  in  the  doctor’s  lounge  for  a 
few  minutes,  and  that’s  about  it. 

That’s  how  the  A ARP  licked  us  on  the  Participating 
Physician  business  at  the  outset.  They  threw  connip- 
tions and  foamed  at  the  mouth,  threatened  Congress- 
men with  death  and  transfiguration  or  worse,  while  we 
shrugged  after  stating  our  case,  and  we  had  a good  one. 
The  only  American  citizen  under  price-fixing  is  the 
doctor,  which  sails  pretty  close,  to  my  way  of  thinking. 


to  a Bill  of  Attainder,  expressly  prohibited  by  Article 
II,  Section  IX,  paragraph  3 of  the  Constitution.  A Bill 
of  Attainder,  which  had  been  popular  among  the  des- 
pots of  Europe,  was  an  act  extinguishing  by  fiat  the 
civil  liberties  and  confiscating  the  property  of  a person 
or  class  of  persons  for  alleged  crimes,  treason  being 
one. 

Have  the  physicians  of  the  United  States  reached  that 
low  estate  in  congressional  esteem  that  we  can  be 
ignored,  bullied,  and  savaged  by  special  legislation 
applying  to  no  one  else?  I think  the  answer  lies  in  our 
respect  for  decorum  and  the  fitness  of  things,  our 
aversion  to  name-calling,  mud-slinging  and  the  politics 
of  intimidation  and  reprisal. 

In  plain  truth,  Washington  long  ago  abandoned  the 
kind  of  behavior  we  still  adhere  to.  Legislation  is  won 
or  lost  now  in  Foggy  Bottom  on  the  strength  of  who  can 
display  the  most  muscle,  put  the  biggest  mob  in  the 
streets,  flaunt  the  greatest  army  of  outraged  voters,  and 
offer  the  shrillest  demagoguery.  Not  given  to  these  low 
pleasantries,  medicine  has  been  walked  over;  or,  at 
best,  ignored. 

Like  you,  I have  held  to  the  view  over  the  years  that 
right  eventually  triumphs,  that  virtue  is  ultimately  re- 
warded, that  the  civilized  person,  slow  to  anger,  will 
see  the  logic  of  his  position  prevail  in  the  end.  I am  not 
yet  ready  to  say  with  Casey  Stengel  that  nice  guys 
always  finish  last,  but  I am  beginning  to  wonder. 

Perhaps  those  who  have  attainted  our  profession  with 
punitive  legislation,  those  who  have  ignored  us  and  not 
even  bothered  to  complete  our  hanging,  might  do  well 
to  ponder  the  wisdom  of  an  old  Hungarian  proverb: 

“He  who  is  slow  to  anger  is  longer  getting  over  it.’’ 
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Part  I:  The  Huntsville  Hospital  experience, 
epidemiology,  etiology,  immunology  and  pathogenesis 

LeRoy  F.  Harris,  M.D.* 

Gilbert  M.  Kinzer,  M.D.t 
Robert  A.  Serio,  M.D.:!: 


In  1981,  the  unusual  occurrence  of  Pneumocystis 
carinii  pneumonia,  other  opportunistic  infections 
and  a virulent  form  of  Kaposi’s  sarcoma  was  doc- 
umented in  previously  healthy  homosexual  males.  By 
1983,  1500  cases  of  this  devastating  illness  were  re- 
corded and  by  May,  1985,  10,000  patients  were 
afflicted  with  what  has  become  known  as  the  acquired 
immuno-deficiency  syndrome  (AIDS).*  The  human 
suffering  endured  by  an  AIDS  victim  is  immeasurable 
and  results  from  the  direct  effect  of  the  illness  as  well  as 
from  loss  of  family,  friends  and  gainful  employment. 
With  the  cost  of  caring  for  a single  patient  in  the  range 
of  $50,000  to  $100,000,  AIDS  poses  a substantial 
economic  burden.^  In  contrast  to  these  staggering  so- 
cial and  financial  implications,  research  about  AIDS 
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promises  to  elucidate  vast  information  on  immunology, 
infectious  diseases  and  oncology.  We  present  our  ex- 
perience with  AIDS  at  Huntsville  Hospital  and  review 
this  new  disease. 

Patients  and  Methods 

We  reviewed  the  charts  of  all  patients  hospitalized  at 
Huntsville  Hospital,  Huntsville,  Alabama  with  a di- 
agnosis of  AIDS.  AIDS  was  defined  as  a “reliably 
diagnosed  disease  that  is  at  least  moderately  indicative 
of  an  underlying  cellular  immunodeficiency  in  a person 
who  has  had  no  known  cause  of  underlying  cellular 
immunodeficiency  or  any  other  underlying  reduced 
resistance  reported  to  be  associated  with  that  disease.  ’ 
Infections  were  identified  by  accepted  microbiologic 
procedures  and  Kaposi’s  sarcoma  was  diagnosed  by 
routine  histologic  criteria. 

Results 

Table  1 outlines  the  clinical  characteristic  of  four 
patients  with  AIDS.  The  patients  ranged  on  age  from  36 
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TABLE  1 

AIDS  — Clinical  Data 


Patient 

No. 

Age 

Sex 

Predisposing 

Factor 

Infection  Organism-Location 

Malignancy 

Type-Location 

1 

66 

M 

Blood  transfusion 

Pneumocystis  carinii-\\\ng 

None 

2 

37 

M 

Homosexuality 

Cryptosporidium-intestine 

None 

3 

36 

M 

Homosexuality 

Pneumocystis  canmV-lung 

Cryptococcus  neoformans-\\mg,  liver,  bone  marrow,  blood 
Mycobacterium  avium-intracellulare-Xung,  liver,  bone  marrow 
Candida  a/6icans-oropharynx 

Moraxella  osloensis-\i\er 

Kaposi’s  sarcoma-skin, 
subcutaneous  tissue,  lung 

4 

44 

M 

Homosexuality 

Pneumocystis  carinii-Xung 

Cytomegalovirus-lung 

Aspergillus  species-Xung 

Kaposi’s  sarcoma-mouth 

to  66  years  with  an  average  age  of  46  years.  All  patients 
were  male.  The  factors  predisposing  to  AIDS  included 
blood  transfusion  in  one  patient  and  homosexuality  in 
three  patients.  Many  opportunistic  infections  were  dis- 
covered and  consisted  of  Pneumocystis  carinii  in  the 
lung,  Cryptosporidium  in  the  intestine,  Cryptococcus 
neoformans  in  the  lung,  liver,  bone  marrow  and  blood, 
Mycobacterium  avium-intracellulare  in  the  lung,  liver 
and  bone  marrow,  oropharyngeal  candidiasis, 
Moraxella  osloensis  in  the  liver,  cytomegalovirus  in 
the  lung  din^L  Aspergillus  species  in  the  lung.  Kaposi’s 
sarcoma  was  the  only  malignancy  detected  and  it  in- 
volved the  skin,  subcutaneous  tissue,  lung  and  mouth. 

Table  2 describes  the  laboratory  and  radiologic  fea- 
tures of  the  patients.  The  leukocyte  counts  were  in  a 
low  normal  range  and  averaged  5187  per  mm^.  Lym- 
phopenia was  present  uniformly  and  averaged  705  per 
mm^  (normal,  1500-3000  per  mm^).  The  ratio  of  T 
helper  lymphocytes  to  T suppressor  lymphocytes  was 
diminished  in  all  patients  and  averaged  0.40  (normal, 
1.0).  All  patients  were  anergic  on  skin  testing.  The 
chest  roentgenogram  was  abnormal  in  three  patients 
who  demonstrated  interstitial  and  nodular  infiltrates. 

Table  3 lists  the  treatment  and  outcome  of  our  pa- 
tients. The  first  patient’s  pneumocystis  pneumonia 
cleared  clinically  and  radiographically  but  he  died 
seven  months  after  diagnosis  of  AIDS  from  unknown 
causes.  Cryptosporidium  induced  diarrhea  persisted  in 


the  second  patient  and  he  is  alive  ten  months  following 
diagnosis.  The  third  patient  had  clinical  and  radiologi- 
cal clearing  of  pneumocystis  infection,  disappearance 
of  oropharyngeal  candidiasis  and  regression  of  Kapo- 
si’s sarcoma.  The  cryptococcal  and  mycobacterial 
pneumonia  progressed  and  he  died  three  months  after 
diagnosis.  In  the  fourth  patient  pneumocystis  pneumo- 
nia was  absent  on  repeat  bronchoscopy  and  Kaposi’s 
sarcoma  was  unchanged.  The  cytomegalovirus  and 
Aspergillus  pulmonary  infection  worsened  and  he  ex- 
pired three  months  following  diagnosis. 

Discussion 

Epidemiology 

AIDS  is  predominately  a male  disease  with  men 
accounting  for  over  90%  of  cases.  There  are  four  major 
risk  groups  for  AIDS.  Homosexual  or  bisexual  men 
comprise  the  largest  risk  group  and  account  for  7 1 % of 
cases. Factors  associated  with  acquisition  of  AIDS  by 
homosexual  or  bisexual  men  include  a greater  number 
of  male  sex  partners  per  year,  exposure  to  feces  during 
sex,  history  of  syphilis,  non-B  hepatitis  and  enteric 
parasites  and  use  of  illicit  drugs. ^ 

The  second  major  aggregation  at  risk  for  AIDS  are 
intravenous  drug  abusers  who  constitute  17%  of  total 
patients  and  represent  the  largest  group  of  female  AIDS 
victims.  More  than  90%  of  reported  AIDS  patients 
among  intravenous  drug  abusers  reside  in  New  York  or 
New  Jersey.^ 


TABLE  2 

AIDS  — Laboratory  and  Radiology 


Patient  No.  WBC*  (per  mnr')  Lymphocytes (permnd )T helper :T suppressor*  Skin  Tests 


Chest  x-ray 


1 

5100 

306 

0.70 

Anergic 

Bilateral  interstitial  infiltrates 

2 

4400 

1156 

0.38 

Anergic 

Clear  lung  fields 

3 

6500 

845 

0.22 

Anergic 

Bilateral  interstitial  and  nodular  infiltrates 

4 

4750 

514 

0.31 

Anergic 

Bilateral  interstitial  and  nodular  infiltrates 

* I.eukocyte  coant  on  admKsion  to  hospital 

* Ratio  of  T helper  lymphocytes  to  T suppressor  lymphocytes 
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TABLE  3 

AIDS  — Treatment  and  Outcome 


Patient  No. 

Treatment 

Outcome 

1 

Trimethoprim-sulfamethoxazole, 

pentamidine 

Pneumocystis  pneumonia  cleared,  died  7 months  after  diagnosis 

2 

Spiramycin 

Cryptosporidium  induced  diarrhea  persists,  alive  10  months 
after  diagnosis 

3 

T rimethoprim-sulfamethoxazole 
Amphotericin  B and  flucytosine 
Ansamycin,  clofazimine,  ethambutol 
and  streptomycin 

Nystatin 

Cefotaxime 

Adriamycin,  vinblastine,  bleomycin 
and  dexamethasone 

Pneumocystis  pneumonia  and  oeopharyngeal  candidiasis  cleared, 
Kaposi’s  sarcoma  regressed,  cryptococcal  and  mycobacterial 
pneumonia  progressed,  died  3 months  after  diagnosis 

4 

T rimethoprim-sulfamethoxazole 
Amphotericin  B 

Pneumocystis  pneumonia  cleared,  Kaposi’s  sarcoma  stable, 
cytomegalovirus  and  Aspergillus  pneumonia  progressed, 
died  3 months  after  diagnosis 

Haitians,  responsible  for  5%  of  cases  in  the  United 
States,  and  hemophiliacs,  representing  1%  of  patients, 
are  the  third  and  fourth  most  common  AIDS  groups, 
respectively.  Approximately  6%  of  cases  are  com- 
prised of  a heterogenous  mixture  of  patients  including 
multiply  transfused  patients,  female  sexual  partners  of 


high  risk  groups,  infants  bom  to  parents  of  high  risk 
groups  and  black  Africans  from  Chad  and  Zaire.  Health 
care  workers  who  avoid  sexual  contact,  blood  exposure 
or  exposure  to  excretions  and  secretions  while  caring 
for  an  AIDS  patient  are  extremely  unlikely  to  acquire 
AIDS.^ 
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Within  the  United  States  AIDS  has  been  reported 
from  39  states  and  the  District  of  Columbia.  Worldwide 
the  United  States  accounts  for  the  vast  majority  of  cases 
of  AIDS  but  the  disease  has  been  documented  in  20 
other  countries.'* 

Etiology 

Recent  evidence  strongly  suggests  that  a human  t- 
cell  lymphotropic  retrovirus  [variously  referred  to  as 
human  T-lymphotropic  virus  type  III  (HTLV-III),  lym- 
phadenopathy-associated  virus  (LAV)  and  AIDS- 
associated  retrovirus  (ARV)]  is  the  cause  of  AIDS. 
HTLV-III  has  been  isolated  from  blood,  lymph  nodes, 
seminal  fluid  and  saliva  of  patients  with  AIDS  but 
never  from  healthy  heterosexual  males.  It  was  detected 
from  one  of  22  nonpromiscuous  homosexual  men  and 
that  patient  developed  AIDS  six  months  later.  ^ 

Serologic  studies  reveal  that  in  nearly  90%  of  pa- 
tients with  AIDS  it  is  possible  to  detect  circulating 
antibodies  reactive  against  HTLV-III  but  only  one  of 
286  controls  was  positive.  HTLV-III  antibody  is  found 
in  a high  percentage  of  patients  with  AIDS  related 
conditions  such  as  unexplained  generalized  lym- 
phadenopathy  and  to  a lesser  extent  in  groups  at  high 
risk  for  AIDS  including  homosexual  men,  intravenous 
drug  abusers  and  hemophiliacs.* 

Immunology  and  pathogenesis 

HTLV-III  by  virtue  of  its  tropism  and  cytotoxicity 
for  T helper/inducer  lymphocytes  is  hypothesized  to 
induce  an  immunosuppressive  state  involving  cell 
mediated  immunity  and  a reduction  in  killer  cells  with 
spontaneous  cytotoxicity  for  tumor  cells.  Infections 
controlled  by  cell  mediated  immunity  and  certain 
malignancies  are  postulated  to  result  from  this  im- 


munosuppression. The  severe  degree  of  immunodefi- 
ciency is  reflected  by  a decrease  in  number  and  function 
of  T cells,  diminished  ratio  of  T helper  lymphocytes  to 
T suppressor  lymphocytes,  diminution  in  natural  killer 
activity,  depressed  production  of  interleukin-2  (a  lym- 
phokine  produced  by  T helper  lymphocytes),  anergic 
skin  test  responses,  infections  with  viruses,  protozoa, 
fungi  and  certain  bacteria  and  the  presence  of  certain 
malignancies.^ 

Because  early  studies  of  cases  of  AIDS  revealed 
elevated  levels  of  immunoglobulins,  it  was  assumed 
that  humoral  immunity  was  intact.  However,  recent 
investigations  have  disclosed  subnormal  antibody  re- 
sponses in  AIDS  patients  to  new  antigens  and  thus, 
humoral  immunity  also  is  altered  in  AIDS.^ 
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Gianotti-Crosti  Syndrome  in 
Association  with  Epstein-Barr 
Virus  Altered  by  Ampicillin 

David  C.  Hefelfinger,  M.D.* 


The  Gianotti-Crosti  Syndrome  is  a well  defined, 
albeit  unusual,  expression  of  hepatitis  B virus.  The 
skin  manifestations  were  first  describes  by  Gianotti'  in 
1955.  It  has  been  reported  almost  exclusively  in  chil- 
dren; most  patients  are  between  one  and  four  years  of 
age.^  Later  the  association  with  anicteric  hepatitis  was 
recognized,^  as  well  as  the  presence  of  hepatitis  B 
surface  antigen.  ^ Konno  et  al.^  describes  a possible 
etiologic  association  between  infantile  papular 
acrodermatitis  and  Epstein-Barr  (EBV)  virus  infection. 
There  have  been  several  reports  prior  to  this  time  noting 
the  relationship  between  Epstein-Barr  virus  infection 
and  Gianotti-Crosti  Syndrome  was  not  fortuitous  but 
rather  a frequent  cause,  particularly  in  young  in- 
fants.’’  * 

The  major  manifestations  of  the  Gianotti-Crosti  Syn- 
drome include  an  erythematous,  papular,  lentil-sized. 


* Professor  and  Discipline  Chief,  Department  of  Pediatrics,  College  of  Community 
Health  Sciences,  The  University  of  Alabama  School  of  Medicine,  Tuscaloosa  Pro- 
gram, University,  Alabama  35486. Telephone:  (205)  348-4950,  ext.  304. 


non-coalescing,  non-pruritic,  symmetrical  rash  involv- 
ing the  face,  buttocks,  and  limbs  to  include  the  palms 
and  soles.  The  rash  is  commonly  preceded  by  fever, 
malaise,  or  an  upper  respiratory  infection  to  include 
pharyngitis.  On  occasion  the  lesions  may  be  hemor- 
rhagic. The  rash  usually  lasts  two  to  eight  weeks.  I 
report  a three  and  one-half  year  old  boy  with  papular 
acrodermatitis  (PAC),  hepatitis  B surface  antigen- 
negative with  an  elevated  viral  capsid  antigen  (EBV) 
test.  The  child  had  been  placed  on  ampicillin  4 days 
prior  to  admission  which  exacerbated  the  facial  erup- 
tion making  it  appear  morbilliform  and  confluent  on  the 
face. 

The  overall  incidence  of  cutaneous  reactions  to 
ampicillin  ranges  from  5 to  10%  in  most  studies.  Skin 
reactions  to  the  drug  have  been  reported  and  occur  with 
greater  frequency  in  patients  with  a viral  illness,  infec- 
tious mononucleosis,  or  lymphocytic  leukemia.^’  ‘ ' 
Patients  with  the  maculopapular  ampicillin-induced 
rash  are  often  incorrectly  labeled  as  allergic  to  ampicil- 
lin-penicillin. 
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Case  Report 

A three-and-one-half  year  old  white  boy  presented  to 
an  emergency  care  facility  on  the  day  of  admission 
because  of  a peculiar  rash.  Six  days  prior  to  admission 
the  child  developed  a fine,  erythematous  papular  rash 
involving  the  face  with  slight  presence  on  the  trunk. 
The  child  was  taken  to  a general  physician  who  di- 
agnosed pharyngitis  and  initiated  therapy  with  oral 
amoxicillin  suspension.  The  patient  had  developed  a 
temperature  to  103°  the  night  before.  A tick  was  re- 
moved from  the  child’s  scalp.  Tylenol  was  used  over 
the  following  days  because  of  off  and  on  fever;  howev- 
er, the  rash  worsened  and  became  hemorrhagic,  partic- 
ularly on  the  cheeks.  The  child  had  not  received  trans- 
fusions of  blood  or  blood  products  and  was  never 
knowingly  exposed  to  individuals  with  hepatitis. 

On  physical  examination  he  was  a well  nourished 
child  in  no  distress  with  erythematous  maculopapular 
lesions  involving  the  buttocks,  face,  shoulders,  and 
extremities  (Figures  1 and  3).  The  rash  involving  the 
extremities  was  lentil-shaped,  fleshy  in  appearance  and 
non-puritic.  With  regard  to  his  face,  the  lesions 
coalesced,  were  morbilliform  and  violaceous  in 
appearance  (Figure  2).  The  anterior  cervical  nodes 
were  somewhat  enlarged  and  slightly  tender  to  palpa- 
tion without  any  evidence  of  redness.  No  other  lym- 
phadenopathy  was  noted.  The  tonsils  were  moderately 


Figure  /.  Erythematous  papules  on  buttocks. 


Figure  2 . Skin  eruption  on  face  with  drug  induced  accentuation. 


hyperemic  with  early  follicular  exudate.  There  were  no 
lesions  of  the  buccal  mucosa,  mouth  or  lips.  The 
temperature  was  100.7.  Neither  the  spleen  or  liver  were 
enlarged.  The  remainder  of  the  physical  examination 
was  within  normal  limits.  Laboratory  investigations 
included  a hemoglobin  of  13.2,  hematocrit  39.3,  WBC 
24,200  with  a differential  of  43  polys,  3 bands,  42 
lymphs,  5 atypical  lymphs,  6 monocytes  and  1 eosin- 
ophil. Electrolytes  were  within  normal  limits.  The 
serum  bilirubin  concentration  was  0.3  mg/dl.  SCOT  46 
and  SGPT  64  lU/dl.  Febrile  agglutinin  titers  were  nega- 
tive. Hepatitis  profile,  HAV  — negative;  HBs  — nega- 
tive; HBc  — negative.  Westergren  sedimentation  rate 
40  (mm/hrs).  Creatinine  0.9  (mg/dl).  Platelet  count  — 
260,000;  Monospot  — positive;  EBV  titer  — positive 
(see  Table  1). 

Discussion 

Infantile  papular  acrodermatitis  (IPA)  Gianotti- 
Crosti  Syndrorne  has  been  reported  in  association  with 
hepatitis  B virus  infection.  However,  since  those  re- 
ports several  cases  of  Gianotti-Crosti  unassociated  with 
hepatitis  B surface  antigenemia  have  been 
reported.  Because  of  this,  the  term  “HBsAg  nega- 
tive IPA”  has  been  proposed  for  cases  showing  erup- 
tions, typical  of  IPA  without  HB^  antigenemia.  The 
clinical  features  of  IPA  with  fever,  adenopathy,  hepa- 
tomegaly and  anicteric  hepatitis  are  similar  to  those 
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Figures.  Close-up  of  lesions ; flat  lentil-shaped  red  papules  with 
typical  distribution  on  extremity. 


found  in  infectious  mononucleosis.  The  relationship 
between  EBV  virus  and  IPA  has  been  definitely  estab- 
lished. The  observation  has  been  made  that  the  VC  A 
(IgM  antibody  titer)  has  a tendency  to  increase  during 
the  convalescent  phase. 

In  this  case  the  use  of  ampicillin  during  the  prodro- 
mal period  when  the  viral  rash  first  appeared  in  all 
probability  worsened  the  rash  appearing  on  the  cheeks. 
The  incidence  of  ampicillin  rash  is  greatly  increased  in 
patients  with  mononucleosis.  Several  studies  have 
shown  that  a skin  rash  develops  after  the  administration 
of  ampicillin  in  more  than  90%  of  the  cases  in  the 
presence  of  infectious  mononucleosis.  The  etiolo- 
gy of  the  maculopapular  ampicillin  rash  is  unknown.  At 
this  time  there  is  strong  evidence  against  any  allergic 
basis  for  the  skin  rash  resulting  from  the  administration 
of  ampicillin.*^ 

The  rash  on  this  child  began  to  fade  on  the  fourteenth 


TABLE  1 

Results  of  Serologic  Studies 


Patient 


Antibody  to  Epstein-Barr  Virus  (EVB) 


Viral 
Capsid 
Day  of  Anitgen 
Disease  IgM 


Viral 

Capsid 

antigen 

IgG 


EBV 

Associated 
Early  Nuclear 
Antigen  Antigen 


1 

6 

Neg* 

1:340* 

33 

Neg* 

1:640*  (1:40)  (1:5) 

(1:40) 

(1:320) 

*Med-Laboratories 
( )Smith-Kline-French  Laboratories 


day  and  was  completely  gone  three  days  thereafter.  The 
liver  function  tests  never  were  abnormal.  No  hepatitis 
B virus,  associated  antigens,  or  antibodies  were  ever 
detected  in  this  patient.  The  patient’s  rash  improved 
dramatically  once  ampicillin  was  discontinued  and  it 
was  felt  that  the  papulovesicular  lesions  were  related  to 
EB  virus. 

This  case  is  presented  to  call  attention  to  a rash 
caused  by  Epstein-Barr  virus  which  has  been  modified 
and  worsened  by  the  application  of  an  antibiotic  (ampi- 
cillin). 
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Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PDR.  The  following  is  a brief  summary. 


♦ 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  determined,  its  use  may  be 
more  convenient  in  patient  management  Treatment  of  hypertension 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


In  Hypertension*... 
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Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs- 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise,  unless 
hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly  Impaired. 
If  supplementary  potassium  is  needed,  potassium  tablets  should  not  be 
used.  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  irregu- 
larities. It  is  more  likely  in  the  severely  ill,  with  urine  volume  less  than 
one  liter/day  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency  Periodically,  serum  K'*'  levels  should  be  determined.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone,  restrict  K+  intake.  Asso- 
ciated widened  ORS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placentai  barrier  and  appear  in  cord  biood. 
Use  in  pregnancy  requires  weighing  anticipated  benefits  against  possible 
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reactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precaubons:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
Oyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity.  Theoreti- 
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periodic  serum  electrolyte  determinations  (particularly  Important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
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with  impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
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should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
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drugs 

Oiuretrcs  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity 

Ailverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
mouth,  anaphylaxis,  rash,  urticaria,  photosensitivity  purpura,  other  dermat- 
ological conditions,  nausea  and  vomiting  diarrhea,  constipation,  other 
gastrointestinal  disturbances,  postural  hypotension  (may  be  aggravated  by 
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monitis and  pulmonary  edema  transient  blurred  vision,  sialadenitis,  and 
vertigo  have  occurred  with  thiazides  alone  Triamterene  has  been  found  in 
renal  stones  in  association  with  other  usual  calculus  components  Rare 
incidents  of  acute  interstitial  nephritis  have  been  reported  Impotence  has 
been  reported  in  a lew  patients  on  Oyazrde'.  although  a causal  relationship 
has  not  been  established 
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To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  CORD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 
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Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e.g.,  ejection  fraction  < 30%  or 
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used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
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and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
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Introduction 

Numerous  studies  (1,  2,  3,  4)  have  established 
beyond  doubt  that  the  best  transport  incubator  for 
the  high-risk  baby  is  its  mother’s  uterus.  In  keeping 
with  this  policy,  the  UAB  Maternal  and  Fetal  and 
Perinatal  Units  accept  high-risk  mothers  for  delivery 
and  for  care  of  their  infants. 

Maternal  transfer  is  not  confined  to  delivery  alone. 
The  UAB  Maternal  and  Fetal  Unit  also  encourages  the 
transfer  of  mothers  with  serious  medical  and  surgical 
problems,  both  ante-  and  post-partum. 

In  this  way,  the  UAB  Maternal  and  Fetal  and  Perina- 
tal Units  hope  to  be  of  service  to  mothers,  babies, 
hospitals,  and  doctors  in  Alabama.  Other  institutions 
offer  similar  services:  continued  and  increa.sed  utiliza- 
tion of  such  services  is  felt  by  the  authors  to  be  desir- 
able. 


• From  the  Division  of  Maternal  and  Fetal  Medicine.  Department  of  Obstetrics  and 
Gynecology,  the  University  of  Alabama  in  Birmingham.  Birmingham.  Alabama 
Address  for  reprints;  Jan  Price.  RNC.  B.S.N. , Department  of  Obstetrics  and  Gynecol- 
ogy. University  Station.  Birmingham.  Alabama  35294 


UAB  has  the  primary  responsibility  of  serving  as  the 
designated  referral  center  for  women  with  high-risk 
pregnancies  in  Public  Health  Region  III  of  Alabama. 
As  a state-supported,  major  medical  institution, 
however,  UAB  also  serves  as  a Level  III  referral  center 
for  women  with  high-risk  pregnancies  across  the  State 
of  Alabama.  (See  map) 

In  most  cases,  pregnant  women  are  referred  to  UAB 
for  acute  hospitalization,  management,  delivery,  and 
follow-up  care  in  an  attempt  to  reduce  maternal  and 
neonatal  mortality  and  morbidity.  A small  number  of 
women  are  referred  for  hospitalization  for  stabilization 
and  then  are  released  to  the  care  of  their  referring 
physician.  An  occasional  post-partum  admission  also 
occurs. 

The  numbers  and  types  of  maternal-fetal  referrals  to 
UAB  were  studies  for  a span  of  time  from  April  4,  1 984 
through  June  11,  1985  (approximately  14  months). 

The  data  in  Table  1 describe  the  numbers  of  mater- 
nal-fetal referrals  to  UAB  according  to  their  origin.  A 
total  of  270  maternal-fetal  referrals  to  UAB  occurred 
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during  this  study.  The  study  period  ran  from  4/4/84  to 
6/11/85. 


TABLE  I 

Sources  of  Maternal-fetal  Referrals  to  UAB 


Region 

Number 

Percent 

1.  Region  I 

30 

11.0% 

2.  Region  II 

4 

1.4% 

3.  Region  III 

68 

25.0% 

4.  Region  IV 

103 

38.0% 

5.  Region  V 

61 

23.0% 

6.  Region  VI 

1 

0.3% 

7.  Out  of  State 

2 

0.8% 

8.  Unknown 

1 

0.3% 

The  data  in  Table  2 reflect  the  reasons  for  referrals  to 
UAB.  Because  the  majority  of  maternal-fetal  referrals 
have  a combination  of  problems,  the  frequencies  and 
percentages  in  Table  2 reflect  the  numbers  of  occur- 
rence for  each  of  the  reasons  listed  with  respect  to  the 
sample  number  (n  = 270). 

It  will  be  observed  that  15%  oi  all  maternal-fetal 
referrals  to  UAB  from  April  4,  1984  through  June  1 1 , 
1985,  came  from  regions  of  Alabama  other  than  Re- 


gion III.  Two  referrals  came  from  other  states  (Missis- 
sippi and  Georgia).  Moreover,  most  of  the  problems 
surrounding  these  pregnancies  are  such  as  to  require 
prolonged  hospitalization  and  acute-care  management 
of  the  mother  and/or  neonate. 

It  is  likely  that  numbers  of  referrals  will  increase  as 
perinatal  health-care  providers  in  Alabama  become 
more  proficient  in  identifying  high-risk  pregnancies 
and  as  other  regional  referral  centers  continue  to  limit 
their  high-risk  obstetrical  services. 


TABLE  2 

Types  of  Maternal-fetal  Referrals  to  UAB 


Reasons  for  Referral 

Number 

of 

Occurrence 

Percent 

of 

Sample 

1.  Premature  Rupture  of  Fetal 

Membranes  (PROM) 

64 

24.0% 

2.  PROM  with  Premature  Labor 

11 

4.1% 

3.  Premature  Labor  (PL) 

49 

18.1% 

4.  PROM  and/or  PL  with  Twins 

23 

8.5% 

5.  Hypertensive  Disease  of  Pregnancy* 

36 

13.3% 

6.  Bleeding  Disorders  of  Pregnancy 

15 

5.6% 

7.  Congenital  Anomalies/ 

Malformations 

11 

4.1% 

8.  Fetal  Distress: 

Positive  OCT/Non-reactive  NST; 

Intrauterine  growth  retardation; 

Distress  in  labor 

4 

1.5% 

9.  Rh  Sensitization/Hydrops 

3 

1.1% 

10.  Hydrops  without  Rh  Sens. 

2 

0.7% 

11.  Intrauterine  Fetal  Demise 

1 

0.4% 

12.  Postpartum  Hemorrhage 

1 

0.4% 

13.  Incompetent  Cervix 

2 

0.7% 

14.  Triplets/Malpresentations 

2 

0.7% 

15.  Hydramnios/Oligohydramnios 

1 

0.4% 

16.  Hyperemesis  Gravidarum 

1 

0.4% 

17.  Diseases  of  the  Mother: 

Crohn’s  Disease 

1 

0.4% 

Sickle  Cell  Anemia 

2 

0.7% 

Diabetes 

6 

2.2% 

Congestive  Heart  Failure 

1 

0.4% 

V aricella/Pneumonitis 

1 

0.4% 

Lupus  Erythematosis 

1 

0.4% 

Hyperthyroidism 

1 

0.4% 

18.  DES  Exposure 

1 

0.4% 

19.  Previous  Cesarean  Section 

3 

1.1% 

20.  Unable  to  Entubate 

1 

0.4% 

21.  Other,  unspecified 

— 

— 

* 1 case  reported  of  Disseminated  Intravascular  Coagulation 
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Changes  in  the  Peripheral  Arteries 
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ABSTRACT:  The  aims  of  this  pilot  inves- 
tigation were  to  examine  the  epidemiological 
pattern  of  arteriosclerosis  in  selected  peripher- 
al arteries,  to  study  the  association  between  the 
findings  of  non-invasive  and  invasive  tech- 
niques, and  examine  the  effect  of  practice  exer- 
cise on  the  risk  factors  of  cardiovascular  dis- 
eases. Twenty-seven  females  participated  in 
this  study.  A clinical  work-up  including 
weight,  height,  medical  history,  and  screening 
examinations  was  conducted  for  each  volun- 
teer. The  screening  examinations  consisted  of 
blood  pressure,  ultrasound,  fundus  examina- 
tion, and  lipid  profile.  Blood  velocity  declined 
gradually  from  carotid  to  radial  to  posterior 
tibial  to  dorsalis  pedis  arteries.  Also,  velocity 
was  greater  in  the  right  radial  than  left  radial 
arteries.  Ninety  percent  of  the  group  were  right 
handed.  There  was  an  association  between  par- 
ticipation in  exercise  and  lower  levels  of  diastol- 
ic blood  pressure,  resting  pulse,  blood  glucose, 
cholesterol,  triglyceride  (TRG),  low  density 
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lipoprotein  (LDL),  very  low  density  lipoprotein 
(VLDL),  high  density  lipoprotein  cholesterol 
(HDL-C),  and  cholesterol/HDL-C  (C/HDL-C). 
Similar  association  was  found  between  the  ex- 
ercise and  increase  in  the  HDL-C.  These  data 
show  relationships  between  the  arteriosclerosis 
in  the  retinal  arteries  and  the  presence  of  risk 
factors  to  cardiovascular  diseases. 

CONCLUSIONS:  Blood  velocity  declined 
gradually  from  carotid  to  radial  to  posterior 
tibial  to  dorsalis  pedis  arteries.  Velocity  was 
greater  in  Rt.  radial  than  Lt.  radial  arteries; 
ninety  percent  of  the  group  were  right  handed. 
Lower  levels  of  diastolic  blood  pressure,  rest- 
ing pulse,  blood  glucose,  TRG,  VLDL,  and 
C/HDL-C  were  found  among  those  who  exer- 
cised group.  Similar  association  was  found  be- 
tween exercisers  and  an  increase  in  the  HDL-C. 
Also,  these  data  show  relationships  between  the 
arteriosclerosis  in  the  retinal  arteries  and  the 
presence  of  risk  factors  to  cardiovascular  dis- 
eases. This  study  may  demonstrate  the  pres- 
ence of  an  association  between  exercise  and 
improved  circulation.  Therefore,  physical  ex- 
ercise should  be  recommended  as  one  of  the 
main  preventive  measures  for  cardiovascular 
diseases. 
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Introduction 

The  United  States  continues  to  experience  one  of  the 
highest  death  rates  from  cardiovascular  diseases 
among  middle-aged  populations  in  the  world.  Myocar- 
dial ischemia  and  angina  pectoris  remain  a leading 
cause  of  morbidity,  disability,  mortality  among  pa- 
tients with  coronary  heart  disease  (CHD)  despite  ad- 
vances in  medical  management  now  available. 

Identification  of  the  arteriosclerotic  changes  in  arter- 
ial vessels  among  high  risk  groups  in  the  community  by 
arteriogram  is  impractical.  Several  promising  new  non- 
invasive  techniques,  such  as  fundus  and  ultrasound 
examinations,  are  in  the  early  stages  of  evaluation  for 
the  early  detection  of  arteriosclerotic  changes  in  arterial 
vessels  among  apparently  normal  persons. 

el-Dean'  and  PauP  reported  significant  association 
between  the  manifestation  of  arteriosclerosis  in  the 
retinal  blood  vessels  and  the  development  of  car- 
diovascular disease.  Moreover,  the  retinal  arteries  are 
the  only  blood  vessels  in  the  body  that  can  be  examined 
directly  and  their  pathological  conditions  be  doc- 
umented. 

The  longitudinal  study  of  ischemic  heart  disease  by 
Paul  (1963),^  in  Chicago  demonstrated  a statistical 
significance  between  the  observation  of  arterio-venous 
nicking  (one  manifestation  of  arteriosclerosis  in  retinal 
blood  vessels)  detected  during  the  first  year  and  subse- 
quent development  of  ischemic  heart  disease.  Of  86 
ischemic  heart  disease  cases  and  1 ,793  nonischemic 
heart  patients  for  whom  data  were  available,  the  per- 
centage having  this  finding  was  13%  and  4%  respec- 
tively. These  findings  are  consistent  with  similar  data 
by  el-Dean.'  His  study  demonstrated  that  among  pa- 
tients with  ischemic  heart  disease  who  were  examined 
for  arteriosclerotic  changes  in  their  retinal  blood  ves- 
sels, 57%  of  the  patients  had  these  changes.  In  contrast 
the  changes  were  presented  in  only  38.7%  of  the  con- 
trol group  (P  0.01 ). 

Most  of  the  retinal  arteries  are  arterioles  except  the 
central  retinal  artery  and  its  branches  on  the  optic  disc. 
Arteriosclerosis  involves  all  of  the  body’s  arterioles 
uniformly,  and  the  changes  seen  in  the  Fundus  arteri- 
oles reflect  those  of  other  vital  organs.  On  the  other 
hand,  intimal  atherosclerosis  is  a disease  with  a spotty 
distribution  whose  manifestation  in  the  central  retinal 
artery  is  not  necessarily  reflective  of  disease  else- 
where.^ 

Blackburn  and  Gillum’*  referred  to  the  significance  of 
age,  sex,  heredity,  weight,  tobacco  smoking,  exercise, 
blood  lipoproteins,  blood  pressure,  diabetes  mellitus. 


as  risk  factors  for  cardiovascular  diseases  among  white 
males  in  western  society.  Female  protection  from  this 
disease  has  been  related  to  the  presence  of  estrogen 
hormones.  The  major  individual  differences  in  blood 
lipid  lipoprotein  levels  are  related  to  inherent  lipid 
regulations  which  may  affect  a person’s  response  to 
diet  and  other  environmental  stimuli.  Obesity  is  in- 
volved with  cardiovascular  disease,  diabetes  and 
hypertension.  Several  epidemiological  studies  demon- 
strate links  between  smoking  and  cardiovascular  dis- 
eases. Epidemiological  evidence  suggests  a preventive 
effect  against  cardiovascular  mortality  from  participa- 
tion in  physical  activity.  Blood  lipoproteins,  hyperten- 
sion, and  diabetes  are  firmly  related  to  cardiovascular 
diseases. 

Many  studies  have  reported  that  the  ultrasound  ex- 
amination is  an  accurate,  reproducible  and  non- 
invasive  procedure  for  evaluating  arteriosclerotic 
changes  in  the  carotid  artery,  as  well  as  a screening  tool 
for  early  detection  of  these  changes.  Through  follow- 
up examination  of  persons  who  are  at  high  risk  for 
arteriosclerotic  disease,  the  technique  may  provide  in- 
sight to  the  progress  of  the  natural  history  of  the 
disease.^’  ^ Garth  and  his  colleagues^  reported  that 
the  sensitivity  or  specificity  of  the  ultrasound  scanning 
examination,  in  comparison  to  conventional  carotid 
arteriography,  was  as  high  as  97%. 

The  biological  age  and  severity  of  individual  arterio- 
sclerotic changes  vary  greatly  among  different  arteries 
in  the  same  person.  The  explanation  for  this  regional 
variability  among  different  arteries  is  that  local  meta- 
bolic and  functional  differences  in  the  arterial  wall  may 
affect  the  response  of  these  arteries  to  spontaneous 
atherogenesis.^  Myhre  and  Srlie'®  describe  the  effect  of 
physical  training  on  the  muscular  blood  flow  and  me- 
tabolism in  intermittent  claudication  among  patients 
with  arteriosclerosis  obliterans.  Physical  exercise 
which  involves  large  muscle  groups  and  is  continued 
beyond  the  boundary  of  pain,  leads  to  an  increase  in 
both  claudication  distance  (the  distance  until  pain 
appears  during  regular  walking  on  a flat  surface)  and 
the  walking  distance  (the  maximum  distance  the  patient 
could  walk). 

Diehm  reported,  in  1984,"  physical  training  often 
evokes  favorable  alterations  in  cardiovascular  risk  fac- 
tors such  as  plasma  lipids  and  lipoproteins.  Also 
physical  training  induces  beneficial  effects  on  blood 
coagulation  and  fibrinolytic  activity.  There  is  some 
evidence  that  an  epinephrine  mediated  mechanism  is 
responsible  for  the  difference  between  persons  who 
have  an  exercise  activity  and  those  who  do  not. 

The  antierythrogenic  effect  of  the  HDL-C  can  be 
explained  by:  (a)  mobilization  of  cholesterol  deposits 
from  the  cells  of  the  arterial  wall,  (b)  inhibition  of 
uptake  of  cholesterol-rich,  LDL  by  the  smooth  muscle 
fibers  in  the  arterial  wall,  and  (c)  a significant  role  in  the 
catabolism  of  TRG-rich  lipoproteins.'^ 
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Among  the  multiple  risk  factors  of  cardiovascular 
diseases  mentioned  in  this  review  are  lipids,  smoking, 
elevated  blood  pressure,  physical  inactivity,  obesity, 
diabetes,  stress,  and  hereditary.  The  probability  of  a 
causal  relationship  between  these  risk  factors  and  dis- 
ease mechanisms  justifies  the  effort  to  prevent  the  de- 
velopment of  these  precursors.'’^ 

el-Dean  and  Garrett''^  referred  that  many  studies 
indicate  significant  changes  in  HDL-C  as  a result  of 
more  intense  physical  activity.  Beneficial  changes  in 
decreased  LDL-C  have  been  associated  with  physical 
exercise.  Similar  beneficial  changes  in  decreased 
VLDL  as  a result  of  physical  exercise  in  both  animals 
and  men  also  have  been  reported.  Exercise  produced 
significant  reductions  in  the  levels  of  TRG  and  total 
cholesterol.  Other  investigatons  show  significant  re- 
duction in  the  body  fat  through  physical  exercise.  Many 
studies  indicate  that  physical  training  lowers  systolic 
and  diastolic  blood  pressure,  and  significant  reductions 
in  resting  heart  rate  and  relative  body  weight.  Many 
investigations  raise  the  possibility  of  improved 
myocardial  vascularity  and  enhanced  collateral  circula- 
tion. Programs  of  exercise  training  have  a decreasing 
effect  on  platelet  aggregation  and  ectopic  cardiovascu- 
lar complication  and  an  increasing  effect  on  the  lumen 
of  coronary  arteries  and  fibrinolysis.  Data  shows  that 
exercise  can  be  effective  in  lowering  blood  glucose, 
insulin  requirement  and  plasma  insulin.  On  the  other 
hand,  it  improves  insulin  response,  body  sensitivity  to 
insulin,  glucose  tolerance,  and  insulin  binding  to  recep- 
tors. Garrett  and  el-Dean'^  concluded  from  their  pilot 
study  that  a planned,  daily  program  of  strenuous 
physical  activity  begun  at  an  early  age  could  serve  as  a 
deterrent  to  the  development  of  risk  factors  that  contrib- 
ute to  mid-life  myocardial  disease. 

Garrett'^  reported  that  a program  of  strenuous 
physical  conditioning  will  diminish  some  risk  factors 
(systolic  and  diastolic  blood  pressure,  plasma 
cholesterol,  TRG  and  glucose  tolerance)  which  predis- 
pose to  the  development  of  CHD. 

The  first  aim  of  this  investigation  was  to  examine  the 
epidemiological  patterns  of  arteriosclerosis  in  retinal, 
carotid,  posterior  tibial  and  dorsalis  pedis  of  the  studied 
group.  The  second  aim  was  to  study  the  association 
between  the  findings  of  non-invasive  techniques,  blood 
pressure,  ultrasound,  and  fundus  examinations,  to 
other  invasive  methods,  blood  lipid  profile.  Fundus 
examinations  were  used  to  evaluate  the  arteriosclerotic 
changes  in  the  retinal  arteries.  Blood  pressure  and  ultra- 
sound techniques  were  used  to  assess  the  arteriosclerot- 
ic changes  in  the  peripheral  arteries.  The  final  aim  is  to 
study  the  effect  of  exercise  practice  on  the  progression 
and  regression  of  the  natural  history  of  arteriosclerosis 
in  the  peripheral  arteries. 

Methodology 

The  need  for  female  volunteers  to  conduct  this  pilot 


study  was  announced  during  the  summer  and  fall  1984 
in  the  Daily  Mississippian,  Oxford  Eagle  Journals  and 
local  bulletin  boards  on  the  University  of  Mississippi 
campus.  The  objectives  of  this  investigation  were  in- 
cluded in  the  announcement.  Twenty-seven  females 
agreed  to  participate  in  the  study.  Each  volunteer  was 
informed  about  the  study.  They  signed  a consent  form 
before  they  became  eligible  to  participate  in  the  project. 

The  study  included  a collection  of  information  about 
weight  and  height  measurements.  A clinical  screening 
was  conducted  for  each  person  in  the  study  group.  This 
screening  included  blood  pressure,  fundus,  and  doppler 
ultrasound  examinations.  The  fundus  examination  was 
done  by  fundal  camera  (Canon  Non-Mydriatic  Pietinal 
Camera,  R2-45NMA;  N.Y.,  N.Y.)  and  a hard  copy 
produced.  The  classification  of  arteriosclerotic  retinop- 
athy reported  by  Solomon^  was  utilized  in  this  study. 

The  blood  velocity  was  measured  with  an  ultrasound 
unit  (manufactured  by  Bach-Simpson  Limited,  Model 
BVM30  and  recorded  by  Model  TS262,  London, 
Canada).  The  unit  was  calibrated  before  each  recording 
to  25  cm/second.  The  blood  velocity  was  measured  in 
the  following  arteries  systemically  in  each  female;  Rt. 
carotid,  Lt.  carotid,  Rt.  radial  and  Lt.  radial,  Rt.  pos- 
terior tibial  and  Lt.  posterior  tibial,  Rt.  dorsalis  pedis 
and  Lt.  dorsalis  pedis  arteries. 

The  blood  pressure  was  measured  by  electronic 
digital  sphygnomanometer  with  printout  capability  and 
incorporated  a wide  angle  K-sound  detection  system 
(Astropulse  90- AC,  manufactured  by  Marshall  Elec- 
tronics, Lincolnshire,  Illinois).  This  system  eliminates 
the  potential  cuff  placement  error.  The  unit  has  a sensi- 
tivity of  pressure  ± 3 mmHg  and  pulse  ± 5 percent. 
The  blood  pressure  and  pulse  were  measured  in  Rt.and 
Lt.  arm,  the  printout  documents  individual  placement 
pressure  and  pulse  as  well  as  an  average  of  each.  The 
same  procedure  was  used  to  measure  the  blood  pressure 
and  pulse  in  Rt.  and  Lt.  leg  just  above  the  ankle.  The 
method  is  a modification  of  that  used  by  Strandness. 

The  lipid  profile  utilized  to  assemble  the  data  for  the 
study  used  a combination  of  measured  and  calculated 
entities.  The  measured  portions  were  total  serum 
cholesterol,  serum  TRG,  and  the  cholesterol  associated 
with  HDL-C. 

The  chemistries  were  performed  on  the  Technicon 
RA-1000,  a Random  access  analyzer.  The  methodolo- 
gy for  TRG  and  Cholesterol  are  the  Technicon  RA- 
1000  methods.'*’  The  procedure  used  to  determine 
HDL-C  is  based  on  the  selective  precipitation  of  LDL. 
The  Sigma™  precipitating  reagent  was  used  for  this. 
After  the  LDL  are  precipitated  the  remaining  HDL-C 
was  determined  by  using  the  Technicon  cholesterol 
method.  The  LDL  and  VLDL  are  calculated  values. 
The  VLDL  is  estimated  as  being  one-fifth  the  total 
serum  TRG;  LDL  can  be  closely  estimated  if  the  TRG 
is  less  than  400  mg/dl  by  subtracting  the  HDL-C  and 
VLDL  from  the  total  serum  cholesterol.  The  ratio  of 
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Cure  of  the  disease  is  still  out  of  reach. 
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slowing  their  intensification — is  a 
great  contribution  to  patient  and  family 
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scribing HYDERGINE®  (ergoloid  mesylates),  the 
physician  should  exclude  the  possibility  that  signs 
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Total  Cholesterol/HDL-C  was  used  to  estimate  the  risk 
of  CHD. 

Frequency  distribution,  t-Test,  analysis  of  variance, 
and  multiple  regression  were  used  in  this  study. 
Significance  level  of  f = .05,  was  used  for  all  these 
tests. 


Results 

Table  1 shows  the  epidemiological  pattern  of  the 
studied  risk  factors  among  the  female  group.  Seven 
(25.9%)  females  did  no  regular  exercise,  10  (37%) 
occasionally  exercised  and  10  (37%)  practiced  regular 
exercise  programs.  With  99%  confidence,  the  age 
range  of  this  group  was  34-45  years.  The  means  of 
height,  weight,  systolic,  diastolic  blood  pressures  and 
pulse  were  164  cm  (±  7.2),  65.7  Kgm  (±  19),  112 
mmHg  (±  14),  74.6  mmHg  (±  11.2),  and  65.8  per 
minute  (±9.6),  respectively.  The  means  of  the  follow- 
ing blood  chemistries  were:  blood  glucose  (83.5  mg/dl, 
± 14.4),  blood  cholesterol  (188.3  mg/dl,  ± 40.7), 
triglyceride  (101.5  mg/dl , ± 53.9),  LDL  (131.2  mg/dl , 
± 43),  and  HDL-C  (57.1  mg/dl,  ± 13). 

The  blood  velocity  in  Rt.  carotid  artery  (17.4  cm/ 
second,  ± 6)  and  (Lt.  carotid  artery  17.7  cm/second,  ± 
6. 1 ) were  higher  than  blood  velocity  in  both  Rt.  and  Lt. 
radial  arteries  (15.1  and  12.8  cm/second  respectively). 
The  blood  velocity  in  Rt.  radial  artery  (15.1  cm/ 
second)  is  greater  than  in  Lt.  radial  artery  12.8  cm/ 
second),  90  per  cent  of  the  studied  group  were  right 
handed.  Similarly,  the  blood  velocity  in  the  radial  arter- 
ies is  faster  than  in  the  posterior  tibial  arteries.  Also  the 
blood  velocity  in  the  later  arteries  were  faster  than  in 
dorsalis  pedis  arteries  (Table  2).  There  were  six  mmHg 
difference  between  the  systolic  blood  pressure  in  both 
Rt.  and  Lt.  arm  (115.2  vs.  109.2  mmHg).  The  mean 
systolic  blood  pressure  in  Rt.  arm  (115.2  mmHg)  was 
higher  than  similar  readings  in  Lt.  arm  (109.2),  Rt.  leg 
(109.3),  and  Lt.  leg  (107).  The  analysis  of  variance  of 
lipid  profile,  i.e.,  cholesterol,  TRG,  LDL,  VLDL, 
HDL-C,  and  C/HDL-C  was  significant  (F  = 106.14, 

p = .000). 

Regular  exercise  group  had  lower  diastolic  blood 
pressure,  70.7  mmHg,  than  the  other  two  groups;  non 
exercise,  76  mmHg,  and  light  and  occasional  exercise, 
77.4  mmHg.  Similar  trends  were  found  in  blood  glu- 
cose level  (81.3  mg/dl),  TRG,  (80.6  mg/dl),  VLDL 
(16.1  mg/dl)  and  C/HDL-C  (3.22  mg/dl).  Also,  the 
resting  pulse  was  highest  among  the  non  exercise  group 
(73.9  per  minute),  moderate  in  light  and  occasional 
exercise  (67  per  minute),  and  lowest  among  the  exer- 
cise group  (59  per  minute).  On  the  other  hand,  the 
lowest  HDL-C  level  was  found  among  the  non  exercise 
group  (52.4  mg/dl)  and  the  highest  among  the  regular 
exercise  group  (62.4  mg/dl).  Table  3. 

Table  4. a shows  that  there  was  strong  and  significant 
association  of  both  blood  cholesterol  and  LDL  with  age 
(r  = .51,  p = 008  and  r = .5,  p = .010  respec- 


TABLE  1 


THE  EPIDEMIOLOGICAL  PATTERN  OF  THE  STUDIED  RISK  FACTORS 
AMONG  THE  FEMALE  GROUP 


Exercise 

Age 

in  Years 

Height  Weight 

in  cm  in  Kgm 

Systolic^ 

BP 

Diastolic'^ 

BP 

No.  % 

X 

39.4 

164.0  65.7 

112.0 

74.6 

Non  Ex* 

7 25.9 

SD 

11.4 

7.2  19.0 

14.0 

11.2 

Light  & 

ST.  ER. 

2.2 

1.4  3.7 

2.8 

2.2 

Occas.  Ex. 

10  37.0 

n 

27 

27  27 

27 

27 

Regular  Ex. 

10  37.0 

95%” 

35-44 

161-167  58-73 

107-117 

70-79 

Total 

27  99.9 

99  %” 

34-45 

160-168  56-75 

105-119 

69-80 

Pulse 

Blood  Glucose  Blood  Cholesterol  Triglycerides 

LDL 

HDL-C 

per  Min. 

mgidl 

mgidl 

mgidl 

mgidl 

mgidl 

X 

65.8 

83.5 

188.3 

101.5 

131.2 

57.1 

SD 

9.6 

14.4 

40.7 

53.9 

43.0 

13.0 

ST.  ER. 

1.9 

3.3 

8.3 

11.0 

8.8 

2.6 

N 

27 

20‘' 

25*^ 

25“ 

25“ 

25“ 

95%” 

62-69 

77-90 

172-205 

80-123 

114-148 

52-62 

99%” 

61-71 

75-92 

167-210 

73-130 

109-154 

50-64 

a = Exercise 

b = Confidence  interval  around  the  mean 

c = Average  for  both  arms 

d = The  only  available  data 

lively).  The  association  between 

the  risk 

factors  of  in 

the  Lt.  retinal  arteries  were:  weight  in  Kgm 

cardiovascular 

diseases  and  the  arteriosclerotic  (r 

= .70),  fat  in  diet  (r 

= .62),  smoking  (r  = .56), 

changes  in  the  retinal  arteries  were  presented  in  Table  the  average  of  systolic  blood  pressure 

in  both  arms 

4.b.  The  coefficient  of  multiple  correlation 

in  the  Rt.  (r 

= .40),  the  average  diastolic  blood  pressure  in  both 

eye  was  .78,  p 

= .441,  in  the 

Lt.  eye 

was  .916,  arms  (r  = .36),  cholesterol  (r  = .30)  and  heredity 

p = .062.  From  the  correlation  matrix,  the  following  (r 

= .25).  On  the  other  hand,  there  was  negative  asso- 

risk  factors  associated  with  the  arteriosclerotic  changes  ciation  between  the  arteriosclerotic  changes  in  Lt.  ret- 


TABLE  2 

THE  PATTERN  OF  THE  BLOOD  VELOCITY*  BY  ULTRASOUND,  BLOOD  PRESSURE  AND  LIPID  PROFILE 
AMONG  THE  STUDIED  FEMALE  GROUP  BY  ANALYSIS  OF  VARIANCE 


Blood  Velocity 


by  Ultrasound 

X 

SD 

n 

Blood  Pressure 

X 

SD 

n 

Lipid  Profile 

X 

SD 

n 

Rt.  Carol.  A. 

17.4 

6.0 

27 

Rt. 

BP,  Arm,  Sys. 

115.2 

16.6 

27 

Cholesterol 

188.3 

41.5 

25' 

Lt.  Carol.  A. 

17.7 

6.1 

27 

Rt. 

BP,  Arm,  Dia. 

73.9 

11.5 

27 

Triglyceride 

101.5 

55.5 

25' 

Rt.  Radial  A.' 

15.1 

4.6 

27 

Lt. 

BP,  Arm,  Sys. 

109.2 

14.3 

27 

LDL 

131.2 

43.9 

25' 

Lt.  Radial  A. 

12.8 

4.1 

27 

Lt. 

BP,  Arm,  Dia. 

75.6 

12.7 

27 

VLDL 

20.4 

11.2 

25' 

Rt.  Post.  Tibial  A. 

12.2 

4.3 

27 

Rt. 

BP,  Leg,  Sys. 

109.3 

20.6 

27 

Lt.  Post.  Tibial  A. 

12.5 

5.3 

27 

Rt. 

BP,  Leg,  Dia. 

85.3 

17.7 

27 

HDL-C 

57.1 

13.3 

25' 

Rt.  Dorsalis  Pedis  A. 

9.7 

6.1 

27 

Lt. 

BP,  Leg,  Sys. 

107.0 

15.6 

27 

C/HDL-C 

3.51 

1.5 

25' 

Lt.  Dorsalis  Pedis  A. 

10.7 

6.4 

27 

Lt. 

BP,  Leg,  Dia. 

81.3 

17.2 

27 

F = 7.977  p = .000 

F = 

= 30.901  p = .000 

F = 106.14 

p = .000 

a.  Calibrated  into  25  cm/second 

b.  The  only  available  data 

c.  90%  of  the  group  are  Rt.  handed 
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TABLE  3 


THE  EFFECT  OF  EXERCISE  ON  THE  RISK  FACTORS  OF  CARDIOVASCULAR  DISEASES 
AMONG  THE  STUDIED  FEMALE  GROUP 


BP,  Arm,  Sys‘‘ 

X SD  n 

BP,  Arm,  Dia° 
X SD  n 

BP,  Arm,  Pulse" 
X SD  n 

Blood  Glucose 

X SD  n 

Blood  Choi. 

X SD  n 

Non  exercise 

108.6 

15.0 

7 

76.0 

15.7 

7 

73.9 

9.0 

7 

86.2 

10.1 

5*’ 

181.3 

57.6 

7 

Light  & Occasional  Exercise 

116.8 

17.2 

10 

77.4 

12.3 

10 

67 

6.4 

10 

85.0 

14.4 

5'’ 

183.6 

41.5 

8*’ 

Regular  Exercise 

109.5 

10.3 

10 

70.7 

6.0 

10 

59 

5.7 

10 

81.3 

17.7 

10 

197 

30.2  10 

F 

= .91 

F 

= .927 

F 

= 7.243 

F 

= .202 

F 

= .35 

P 

= .581 

P 

= .588 

P 

= .004 

P 

= .821 

P 

= .713 

TRG 

LDL 

VLDL 

HDL 

CIHDL-C 

X 

SD 

n 

X 

SD 

n 

X 

SD 

n 

X 

SD 

n 

X 

SD 

n 

Non  exercise 

94.7 

48.6 

1 

128.9 

65.1 

1 

19.0 

9.9 

1 

52.4 

13.0 

7 

3.85 

2.4 

7 

Light  & Occasional  Exercise 

133.6 

74.2 

8” 

129.1 

41.4 

8” 

26.9 

15.1 

8" 

54.5 

16.9 

8” 

3.58 

1.2 

8” 

Regular  Exercise 

80.6 

27.8 

10 

134.6 

30.9 

10 

16.1 

5.5 

10 

62.4 

9.4  10 

3.22 

.6  10 

F 

= 2.389 

F 

= .045 

F 

= 2.4 

F 

= 1.441 

F 

= .384 

P 

= .114 

P 

= .956 

P 

= .113 

P 

= .258 

P 

= .688 

a = Average  for  both  arms 
b = The  only  available  data 

inal  arteries  and  the  following  risk  factors;  the  age 
(r  = — .26),  average  resting  pulse  in  both  arms 
(r  = —.17),  and  exercise  (r  = —.14).  Relevant 
association  was  found  between  the  arteriosclerotic 
changes  in  Rt.  retinal  arteries  and  these  risk  factors. 

TABLE  4.a 

THE  ASSOCIATION  BETWEEN  BLOOD 
CHOLESTEROL  AND  LDL  AND  AGE  AMONG  THE 
STUDIED  FEMALE  GROUP 


Blood  Cholesterol 

vs.  Age 

r = .51 

p = .008 

Blood  LDL 

vs.  Age 

r = .5 

p = .010 

Discussion 

Seven,  25.9%,  females  never  practiced  exercise  reg- 
ularly and  the  other  20, 74%,  had  practiced  some  sort  of 
exercise.  The  blood  velocity  was  higher  in  the  carotid 
arteries  than  radial  arteries,  (Rt.  17.4,  Lt.  17.7  vs. 
Rt.15.1,  Lt.  12.8  cm/second  respectively).  This  de- 
cline trend  in  blood  velocity  was  also  noticed  in  the 
readings  between  radial,  posterior  tibial  and  dorsalis 
pedis  arteries  (Rt.  15.1,  Lt.  12.8  vs.  Rt.  12.2,  Lt.  12.5, 
vs.  Rt.  9.7,  Lt.  10.7  cm/second  respectively).  This 
gradual  decline  may  reflect  the  anatomical  decrease  in 
the  diameter  of  these  arteries,  i.e.,  the  carotid,  radial, 
posterior  tibial  and  dorsalis  pedis  arteries.  There  were 
no  relevant  findings  in  the  literature  about  this  issue  that 
could  be  found.  The  blood  velocity  in  Rt.  radial  artery 
was  15.1  cm/sec.  in  comparison  to  12.8  cm/sec.  in  Lt. 
radial  artery  (t  = 1.939,  p .05).  The  systolic  blood 
pressure  in  Rt.  arm  was  1 15.2  mmHg  vs.  109.2  mmHg 
in  Lt.  arm  (t  = 1.423,  p = . 1 ).  Ninety  percent  of  the 
study  group  were  right  handed.  The  general  pattern  of 


TABLE  4.b 

THE  ASSOCIATION  BETWEEN  THE 
ARTERIOSCLEROTIC  CHANGES  IN  THE  FUNDAL 
RETINAL  ARTERIES  AND  THE  STUDIED  RISK 
FACTORS  AMONG  THE  FEMALE  GROUP,  BY 
MULTIPLE  REGRESSION  ANALYSIS 


Risk  Factors 

Right  Eye 
X SD 

r 

Left  Eye 
X SD 

r 

Exercise® 

2.0 

1.3 

.05 

2.0 

1.3 

-.14 

Age 

39.0 

11.8  - 

.24 

39.0 

12.1 

-.26 

Heredity** 

2.6 

1.8 

.16 

2.7 

1.8 

.25 

Weight  in  Kgm 

65.9 

21.3 

.49 

65.6 

21.9 

.70 

Smoking‘s 

.3 

.6 

.37 

.3 

.7 

.56 

Blood  Glucose 

83.5 

14.8 

.13 

84.4 

14.5 

.27 

Average,  BP,  Arm, 

Sys 

109.3 

13.2 

.25 

109.1 

13.6 

.40 

Average,  BP,  Arm, 

Dia 

73.9 

12.1 

.12 

74.1 

12.5 

.36 

Average,  Arm, 

pulse 

65.0 

9.9  - 

.26 

65.2 

10.1 

-.17 

Fat  in  Diet** 

2.5 

.9 

.43 

2.5 

.9 

.62 

Cholesterol 

187.6 

35.2 

.31 

187.2 

36.1 

.30 

Coefficient  of  Multiple 

Determination 

= .609 

= 

.838 

Coefficient  of  Multiple  Correlation 

= .78 

.916 

F-Ratio 

= 1.131 

= 

3.3 

Probability  of  Chance 

= .441 

= 

.062 

a = (0)  Non  exercise  (I)  Light  & occasional  exercise  (2) 
Regular  exercise 

b = (I)Negativefamilyhistory  (2-4)  Positive  family  history 
c = (0)  Non  smokers  (I)  Ex-smokers  (2)  Cigarette  smokers 
(3)  Other 

d = (I)  No  animal  fat  (2,  3,  4)  Diet  containing  animal  fat, 
10%,  20%,  & 30%  respectively 

the  blood  velocity  in  the  studied  arteries,  carotid,  ra- 
dial, posterior  tibial  and  dorsalis  pedis  arteries  were 
highly  significant  (F  = 7.977,  p = .000).  A similar 
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trend  was  found  in  the  blood  pressure  of  both  arms  and 
legs  (F  = 30.901,  p = .000)  and  the  lipid  profile; 
cholesterol,  TRG,  LDL,  VLDL,  HDL-C,  C/HDL-C 
(F  = 106.14,  p = .000). 

Regular  exercise  group  had  lower  diastolic  blood 
pressure  70.7  mmHg  than  non  exercise  (76  mniHg)  and 
light  and  occasional  exercise  (77.4  mmHg).  A similar 
effect  was  noticed  in  the  heart  rate  (59,  73.9,  67, 
beatyminute  respectively).  Relevant  findings  were  re- 
ported by  Garrett  and  el-Dean'"^’  in  1984.  Lower 
levels  were  found  in  blood  glucose  level  (81.3  mg/dl), 
TRG  (80.6  mg/dl),  VLDL  (16.1  mg/dl)  and  C/HDL-C 
(3.22)  among  the  group  who  practiced  exercise  regular- 
ly in  this  study.  Relevant  findings  were  reported  by 
Diehm''  and  others. However,  the  blood 
cholesterol  and  LDL  in  this  data  did  not  show  this 
effect.  This  may  be  explained  by  the  nature  and  relative 
limited  number  of  females  in  the  group.  On  the  other 
hand,  the  HDL-C  was  highest  among  the  exercise 
group  (62.4  mg/dl),  in  comparison  to  52.4  mg/dl 
among  the  non  exercisers  and  54.5  who  practice  light 
and  occasional  exercise.  These  findings  were  con- 
sistent with  other  findings  in  the  litera- 
tures."' '2-  '5.  16 

These  data  show  that  there  was  significant  associa- 
tion of  both  blood  cholesterol  and  LDL  with  age 
(r  = .51,  p = .008,  and  r = .5,  p = .010  respec- 
tively). Similar  findings  were  reported  by  Blackburn 
and  Gillam."^ 

The  coefficient  of  multiple  correlation  between  the 
arteriosclerotic  changes  in  the  Lt.  retinal  arteries  and 
the  risk  factors  of  cardiovascular  diseases  was  .916 
(p  = .062).  The  correlation  matrix  demonstrated  that 
weight,  excessive  consumption  of  fat  in  diet,  smoking, 
blood  pressure,  cholesterol  and  positive  family  history 
were  associated  with  arteriosclerotic  changes  in  the 
retinal  arteries.  Similar  findings  were  reported  by  el- 
Dean*  and  Paul.^  The  resting  pulse  and  exercise  were 
negatively  associated  with  these  arteriosclerotic 
changes  in  the  retinal  arteries.  However  this  multiple 
regression  analysis  shows  negative  association  be- 
tween arteriosclerotic  changes  in  fundus  and  age.  This 
type  of  association  may  be  related  to  the  nature  of  the 
members  of  this  sample  population. 

Similar  study  needs  to  be  done  among  large  female 
groups  to  explore  this  negative  association.  Also  there 
is  a need  to  confirm  the  preliminary  findings  of  this 
study  in  large  scale  community  investigation.  The  com- 
munity study  has  the  advantage  of  eliminating  the 


possible  bias  that  can  be  raised  from  volunteers,  health 
conscious  individuals. 
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80  mg,  120  mg,  or  160  mg  and 

—an  established,  effective  daily  dose  of  standard-release  hydrochlorothiazide— 

50  mg 


80/50 


120/50  160150- 


Once-daUy 

INDERIDELA 


Convenience  without  compromise 
One  capsule— Once  dally 


‘ The  appearance  Pt  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 


80/50  120/50 


BRIEF  SUMMARY  FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  I 

INDERIDE*  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL*  LA)  and 


HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

No  455— Each  INDERIDE*  LA  80/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL  * LA)  80  mg 

Hydrochlorothiazide  50  mg 

No  457— Each  INDERIDE*  LA  120/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL*  LA)  120  mg 

Hydrochlorothiazide  50  mg 

No  459— Each  INDERIDE®  LA  160/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL*  LA)  160  mg 

Hydrochlorothiazide  50  mg 


INDERIDE  LA  is  indicated  in  the  management  of  hypertension 

This  fixed-combination  drug  is  not  Indicated  for  Initial  therapy  of  hypertension.  If 
the  fixed  combination  represents  the  dose  titrated  to  the  Individual  patient's  needs, 
therapy  with  the  fixed  combination  may  be  more  convenient  than  with  the  separate 
components. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL*); 

Propranolol  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus  bradycardia  and  greater  than 
first  degree  block,  3)  bronchial  asthma,  4)  congestive  heart  failure  (see  WARNINGS)  unless  the 
failure  is  secondary  to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide: 

Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or  hypersensitivity  to  this  or  other 
sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®): 

CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  supporting  circulatory 
function  in  patients  with  congestive  heart  failure  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  m overt  congestive 
heart  failure  if  necessary  they  can  be  used  with  close  follow-up  in  patients  with  a history  of 
failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic 
blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE  continued  use  of  beta  blockers 
can  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  propranolol  should  be  discontinued  (gradually  if  possible) 


INPATIENTS  WITH  ANGINA  PECTORIS  there  have  been  reports  of  exacerbation  of  angina 
and  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore,  when  discontinuance  of  propranolol  is  planned,  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patients  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  propranolol  therapy  is  interrupted 
and  exacerbation  of  angina  occurs,  it  usually  is  advisable  to  remstitute  propranolol  therapy 
and  take  other  measures  appropriate  for  the  management  of  unstable  angina  pectorisl 
Since  coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow S^afepife 
advice  in  patients  considered  at  risk  of  having  occult  atherosclerotic  hearLdisel^  whrfate 
given  propranolol  for  other  indications,  — 


THYROTOXICOSIS  Bela  blockade  may  mask  certain  clinical  Signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  fotayed  by  an  eiaeerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  tloes  riot  cTisIsil thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNCOTOME,  several  cases  have  been 
reported  m which,  after  propranolol,  the  tachycardia  was-teplaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  ah  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  ma|or  surgery  is  controversial  it  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)— PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
adjust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous 
elevation  of  blood  pressure 
Hydrochlorothiazide: 

Thiazides  should  be  used  with  caution  in  severe  renal  disease  In  patients  with  renal  disease 
thiazides  may  precipitate  azotemia  In  patients  with  impaired  renal  function,  cumulative  effects 
of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipi- 
tate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL*): 

GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  impaired  hepatic  or  renal 
function  Propranolol  is  not  indicated  for  the  treatment  of  hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease  elevated  serum  transaminase  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity, 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 


CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day.  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  m pregnant  women  Propranolol  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised 
when  propranolol  is  administered  to  a nursing  mother 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide: 

general  Periodic  determination  of  serum  electrolytes  to  detect  possible  electrolyte  im- 
balance should  be  performed  at  appropriate  intervals 

All  patients  receiving  thiazide  therapy  should  be  observed  tor  clinical  signs  of  fluid  or 
electrolyte  imbalance  namely  Hyponatremia  hypochloremic  alkalosis,  and  hypokalemia 
Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the  patient  is 
vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis  may  also 
influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of  mouth,  thirst, 
weakness  lethargy,  drowsiness,  restlessness  muscle  pains  or  cramps,  muscular  fatigue, 
hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nausea  and 
vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  wheh  severe  cirrhosis  is  present 
or  during  concomitant  use  of  corticosteroids  or  ACTH 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use 
of  potassium  supplements  such  as  foods  with  a high  potassium  content 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypo- 
natremia may  occur  in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water 
restriction  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatremia  is 
lite-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy  of  choice 
Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulih  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged 
Diabetes  mellitus  which  has  been  latent  maygfecome  manilest  during  thiazide  administration 
If  progressive  renal  impairment  bappmeS^vident.  consider  withholding  or  discontinuing 
diuretic  therapy  V'v.  i'' 

Thiazides  may  decrease  serum  without  signs  of  thyroid  disturbance 

Calcium  excretion  isdeoreassd  by  th^fes  Pathologic  changes  in  the  parathyroid  gland 
with  hypercalcemia  and  ^pophosotfeteriN^ave  been  observed  in  a few  patients  on  pro- 
longed thiazide,  therapy,  the  comrnoi  comBfcations  of  hyperparathyroidism,  such  as  rehal 
lithiasis.  bone  resorption,  .and  peptirruiarfjpon  have  hot  been  seen  Thiazides  should  be 
discontinued  isetore  carryirm  out  tests  for^rarathyroid  function 

DRUG  INTERACTIONS^  hiazide  drugs  may  increase  the  responsiveness  to  tubocurarine 
The  aniihypertenslve  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsivehess  to  norepinephrine  This  diminutioh  is 
npl  sufficient  to  preclude  effectiveness  of  the  pressor  agent  tor  therapeutic  use 

PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  in 
cord  blood  The  use  of  thiazides  m pregnancy  requires  that  the  anticipated  benefit  be  weighed 
against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  jaundice, 
thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult 
NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential  the  patient  should  stop  nursing 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS 
Propranolol  hydrochloride  (INDERAL*): 

Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  required  the  withdrawal  of 
therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension. paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude  weakness,  fatigue  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place  short-term  memory  loss  emotional  lability,  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  Nausea  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  Pharyngitis  ahd  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence and  Peyronie’s  disease  have  been  reported  rarely  Oculomucoculaneous  reactions 
involving  the  skin  serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (praclolol) 
have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipa- 
tion, jaundice  (mtrahepatic  cholestatic  jaundice),  pancreatitis,  sialadenitis 

Central  Nervous  System  Dizziness  vertigo,  paresthesias,  headache,  xanthopsia 
Hematologic  Leukopenia,  agranulocytosis,  thrombocytopenia  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or 
narcotics) 

Hypersensitivity  Purpura,  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis),  fever,  respiratory  distress,  including  pneumonitis,  anaphylactic 
reactions 

Other  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm,  weakness,  restless- 
ness, transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced 
or  therapy  withdrawn 
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Introduction 

The  management  of  breast  cancer  is  confusing,  con- 
troversial, argumentive,  and  emotional.  In  contrast 
to  other  malignancies  the  death  rate  of  breast  cancer  is 
largely  unchanged  in  the  past  fifty  years.'  It  would 
appear  that  this  is  one  of  the  incentives  for  many 
surgeons  to  perform  lesser  procedures.  However,  even 
if  the  results  of  quadraectomy  or  lumpectomy  are  as 
good  as  those  of  modified  radical  mastectomy  the  death 
rate  remains  unchanged.  If  breast  cancer  could  be  di- 
agnosed and  operated  upon  before  it  became  systemic 
obviously  the  death  rate  could  be  reduced.^’  ^ The 
mammogram  in  combination  with  adequate  physical 
examination  and  history  is  now  commonly  used  to 
diagnose  earlier  and  more  minimal  cancers  and  pre- 
malignant  lesions.  If  suspicious  lesions  are  found  on 
mammograms  and  no  mass  is  evident  clinically  a 

• General  Surgeon  in  private  practice.  Anniston.  Alabama  This  study  was  done  at 
Regional  Medical  Center.  Anniston. 


method  must  be  employed  to  localize  and  remove  the 
area  evident  on  x-ray.  Appropriate  surgery  for  these 
very  early  lesions  may  well  reduce  the  death  rate. 

Procedure 

In  a community  hospital  seventy  such  cases  were 
operated  upon  by  a single  surgeon  in  a twelve  month 
period.  Many  of  the  patients  were  initially  seen  by  their 
gynecologist  or  their  family  physician  and  referred  for 
evaluation  after  a mammogram.  Patients  with  obvious 
clinical  dominant  masses  were  not  included  in  this 
study.  Biopsy  was  elected  on  the  basis  of  the  presence 
of  suspicious  nests  or  collections  of  microcalcifica- 
tions, more  diffuse  collections  or  microcalcifications 
limited  to  a quadrant,  isolated  densities  especially  those 
with  irregular,  spiculated  margins  and  on  occasions  by 
matrix  discrepancies. 

Most  patients  were  operated  upon  utilizing  the  same 
day  surgery  program.  Laboratory  evaluation  was  per- 
formed the  day  prior  to  surgery.  Patients  were  then 
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admitted  on  the  morning  of  surgery,  taken  from  the 
Same  Day  Surgical  Unit  to  the  Breast  Care  Unit  of  the 
hospital  at  Regional  Medical  Center  where  needle  lo- 
calization was  performed.  An  appropriate  length  nee- 
dle was  placed  in  the  breast  so  as  to  place  the  tip  either 
in  or  within  one  centimeter  of  the  suspected  lesion.  An 
attempt  was  made  to  avoid  total  penetration  of  the 
lesion.  The  localization  was  confirmed  by  an  additional 
mammogram.  The  mammogram  and  the  patient  with 
the  needle  taped  in  place  are  then  sent  to  surgery.  After 
duction  of  anesthesia  approximately  1/lOcc  of  Metha- 
lin  Blue  was  injected  into  the  needle  and  the  needle 
withdrawn.  The  surgeon  then  utilizes  the  known  loca- 
tion of  the  puncture  wound  of  the  needle,  the  location  of 
the  lesion  in  the  mammogram  which  is  constantly  kept 
on  a view  box  in  the  operating  room  and  the  exact 
location  of  the  dye  as  it  appears  at  the  time  of  surgery  to 
perform  the  excisional  biopsy  procedure.  If  the  speci- 
men removed  contains  a calcification,  an  x-ray  of  the 
specimen  is  employed  to  confirm  the  presence  of  the 
calcification.  After  the  excisional  biopsy  the  specific 
location  of  the  lesion  is  further  localized  within  the 


biopsy  specimen.  This  specimen  is  sectioned  repeated- 
ly until  the  small  calcified  lesion  is  isolated  and  this 
specific  portion  is  submitted  to  the  pathologist  for  di- 
agnosis. If  large  lesions  are  present  obviously  frozen 
section  may  be  done,  definitive  surgery  may  be  elected. 
It  is  surprising  at  times  to  find  rather  large  lesions  which 
cannot  be  palpated  clinically.  Lesions  measuring  only  a 
few  millimeters  are  frequently  evaluated  only  by 
permanent  section.  If  carcinoma  is  diagnosed,  defini- 
tive surgery  is  performed  as  a second  procedure  within 
a two  week  period  if  it  was  not  elected  the  day  of  the 
biopsy. 

In  this  series  of  seventy  cases,  ten  carcinomas  were 
detected  by  mammographic  methods  when  they  could 
not  be  palpated  clinically.  This  did  include  three  cases 
of  lobular  carcinoma  in-situ,  however,  this  process  was 
rather  extensive  in  two  of  the  cases.  Although  only 
fourteen  percent  of  these  biopsies  were  diagnosed  as 
carcinoma  there  were  no  truly  negative  biopsies.  Many 
of  the  lesions  removed  were  truly  premalignant  in  na- 
ture. If  the  patient  with  premalignant  disease  has  an 
extremely  strong  family  history  of  breast  cancer  and 


Fig.  I Shows  a large  carcinoma  very  near  the  chest  wall  which 
could  not  be  palpated. 


Fig.  2 Shows  calcifications  localized. 
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Fig.  3 Shows  an  x-ray  of  the  specimen  to  confirm  the  presence  of 
the  calcium. 


there  are  other  important  risk  factors,  further  surgery  is 
offered  as  an  alternative  to  close  observation  and  fur- 
ther mammograms. 

It  is  quite  obvious  that  the  primary  care  physician 
must  be  acutely  aware  of  the  importance  of  early  di- 
agnosis of  malignancies  of  the  breast  and  of  premalig- 
nant  conditions  of  the  breast.  Physical  examination  and 
history  are  essential,  however,  if  mammograms  are  not 
made  in  a routine  fashion  early  cancers  will  be  missed. 
The  surgical  procedure  and  management  of  obscure 
lesions  of  the  breast  requires  close  cooperation  between 
the  surgeon,  the  radiologist  and  the  pathologist  for  the 
effective  removal  of  occult  carcinomas  not  evident 
through  physical  examination. 


Conclusions 

An  attempt  is  made  in  the  community  hospital  to 
diagnose  and  remove  occult  carcinomas  of  the  breast 
not  detected  by  clinical  means.  In  a single  year  seventy 
biopsies  were  performed,  fourteen  of  these  demon- 
strated carcinoma.  Technique  of  localization  of 
obscure  lesions  is  briefly  described. 
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The  UAB  Program  for  In-Vitro  Fertilization  and  Embryo 
Transfer  offers  new  techniques  for  the  treatment  of  infertile 
couples  with  tubal  absence,  tubal  disease,  endometriosis  (non- 
responsive  to  therapy),  male  factor  infertility  and  unexplained 
infertility. 

Specialty  Services  of  the  program  are: 

■ In-Vitro  Fertilization 

■ Sperm  Penetration  Assay  for  male  factor  and 
unexplained  infertility 

■ Sperm  Washing  for  LH  timed  intrauterine  insemina- 
tions for  cervical  factors,  severe  oligospermia  and 
other  male  factors 

■ Column  Separation  (Ericsson  method)  for  sex 
selection  of  sperm 

■ Complete  Endocrine  Evaluations,  including  daily 
estrogen  level,  urine  and  serum  LH,  TSH,  FSH, 
prolactin,  and  androgen  assays 

■ Laparoscopic  Ovum  Retrieval  with  indicated  intra- 
abdominal resection  of  adhesions  and  endometriosis 
by  laser  technique 

■ Percutaneous  and  Transvaginal  Ovum  Retrieval 

■ Psychological  Support 

Most  procedures  are  done  on  an  outpatient  basis.  A complete 
evaluation  of  previous  infertility  assessment  is  performed  prior 
to  acceptance  into  the  program. 

The  UAB  Program  for  In-Vitro  Fertilization  and  Embryo 
T ransfer  is  one  of  60  departments,  divisions,  and  centers  of  the 
University  of  Alabama  Medical  Center  accessible  to  you 
through  the  Medical  Information  Service  via  Telephone  (MIST). 

The  UAB  Program  for  In-Vitro  Fertilization  and  Embryo 
Transfer  welcomes  physician  inquiries.  To  speak  with  a 
physician,  to  consult  about  a patient,  to  refer  a patient,  or  to 
request  a patient  transfer  via  the  Critical  Care  T ransport 
Service,  telephone  MIST. 

MIST 

Medical  Infer nnation  Service  via  Telephone 

■ University  of  Alabama  Hospitals 

University  of  Alabama  at  Birmingham 
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Current  Management  of  Traumatic 
Injuries  to  the  Liver 

Joaquin  S.  Aldrete,  M.D.* 


Traumatic  Injuries  to  the  liver  occur  commonly  in 
our  motorized  and  sometimes  violent  society. 
Since  the  liver  is  the  largest  solid  organ  inside  the 
abdomen,  it  is  injured  in  approximately  15%  of  all 
patients  with  either  blunt  or  penetrating  injuries  to  the 
abdomen. 

The  mechanism  of  injury  has  changed.  Whereas  20 
years  ago  stab  wounds  were  the  most  common  mechan- 
ism of  injury,  currently,  blunt  trauma  to  the  abdomen 
resulting  from  motor  vehicle  accidents  is  the  com- 
monest cause  of  liver  injury,  followed  closely  by  gun- 
shot and  shotgun  wounds. 

It  is  important  to  recognize  that  the  degree  of  injury 
can  vary  from  a small  almost  unconsequential  lacera- 
tion to  a very  severe  injury  with  high  mortality.  There- 
fore, a classification  of  hepatic  injuries  is  highly  perti- 
nent for  their  prognosis  and  treatment.  In  1980,  we 
proposed  the  following  classification.' 


* From  the  Department  of  Surgery,  University  of  Alabama  School  of  Medicine, 
Birmingham,  Alabama. 

Reprint  Requests:  Joaquin  S.  Aldrete.  M.D.,  Department  of  Surgery.  University  of 
Alabama  at  Birmingham,  University  Station,  Birmingham,  Alabama  35294. 


I.  Small  lacerations  with  minimal  bleeding.  Includ- 
ing capsule  tears. 

II.  Moderate  lacerations  with  active  and  significant 
bleeding. 

III.  Large  intraparenchymal  hematomas. 

IV.  Large  lacerations  with  transection  of  identifiable 
intrahepatic  branches  of  the  hepatic  artery,  portal 
vein,  hepatic  vein  or  bile  ducts,  but  amenable  to 
suture  repair. 

V.  Large  lacerations  with  transection  of  identifiable 
intrahepatic  branches  of  the  hepatic  artery,  portal 
vein,  hepatic  vein  or  bile  ducts  requiring  resection 
of  a portion  of  hepatic  parenchyma. 

VI.  Large  lacerations  associated  with  injury  of  the 
retrohepatic  veins  andvena  cava  resulting  in  mas- 
sive hemorrhage. 

This  categorization  was  based  on  a review  of  108 
cases  at  our  institution.'  The  type  of  injuries  and  their 
frequency  are  shown  in  Figure  1 . 

Most  patients  with  liver  injuries  often  have  associ- 
ated injuries  inside  and  outside  the  abdomen.  Fractures 
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CLASSIFICATION  OF  108  HEPATIC  INJURIES  OBSERVED  AT  UAB  HOSPITAL  1968-1977 


No.  36  No.  33 

Typ«  I 35.2%  30.5% 


Figure  1 : Classification  of  the  hepatic  injuries  analyzed  accord- 
ing to  their  degree  of  severity.' 

of  the  extremities,  crushing  injuries  to  the  chest,  and 
head  injuries  are  the  most  commonly  encountered  ex- 
tra-abdominal injuries.  Crushed  chests  and  head  in- 
juries were  associated  with  a high  mortality  rate  regard- 
less of  the  type  of  hepatic  injury. 

The  spleen,  stomach,  diaphragm  and  colon  are  the 
intra-abdominal  organs  more  commonly  found  to  be 
injured  when  the  liver  is  injured.  It  has  been  noted  by 
Moore  and  associates^  that  the  mortality  of  liver  in- 
juries increases  from  4%  when  only  the  liver  is  injured 
to  16%  when  the  liver  and  two  other  viscera  are  injured, 
and  to  65%  when  the  liver  plus  five  other  viscera  are 
injured. 

To  exemplify  the  variety  of  treatment  required  by 
patients  with  hepatic  injuries,  let’s  review  the  details  of 
the  operative  management  of  the  108  cases  studied  by 
us  at  our  hospital.'  In  the  24  hours  following  their 
injury,  24  patients  did  not  require  blood  transfusions 
while  55  patients  required  the  transfusion  of  1 -4  units  of 
blood.  Eleven  patients  required  from  5 to  10  units  and 
13  required  1 1-25  units.  Four  patients  required  26,  30, 
57  and  60  units  of  blood  respectively.  Most  patients 
who  received  no  blood  transfusions  or  required  transfu- 
sion of  less  than  two  units  of  blood  had  hepatic  injuries 
of  Types  I,  11  and  111.  Each  of  the  three  patients  with 
Type  VI  injuries  required  more  than  25  units  of  blood. 

In  21  patients,  all  of  them  with  Types  1 or  II  injuries, 
the  hepatic  lacerations  had  ceased  bleeding  at  the  time 
of  celiotomy  and  no  suturing  was  necessary.  In  18  of 
these  21  patients,  soft  rubber  drains  were  placed  as  the 
only  mode  of  treatment;  however,  three  were  closed 
without  drains  and  recovered  satisfactorily.  In  50  pa- 
tients, 21  with  Type  1,  20  with  Type  11,  and  nine  with 
Type  IV  liver  injuries,  the  method  of  treatment  em- 
ployed was  sutures  and  drains.  In  14  other  patients, 
packing  of  the  wound  with  synthetic  hemostatic  sub- 
stances or  omentum  was  used  in  addition  to  the  sutures 
and  drains.  In  two  patients,  both  with  small  lacerations, 
packing  and  drainage  without  sutures  were  employed. 

Resection  of  a segment  of  the  liver  was  required  to 
treat  the  injuries  of  20  patients,  18  having  Type  V and 
two  having  Type  VI  injuries.  Selective  ligation  of  the 


hepatic  artery  was  used  as  a specific  method  to  control 
bleeding  in  four  patients,  one  with  injury  Type  II,  two 
with  Type  IV  and  one  with  Type  VI.  The  pertinent 
hepatic  artery  branch  was  ligated  in  14  of  the  patients 
with  Type  V injuries  requiring  hepatic  resections.  T- 
tubes  were  inserted  in  five  cases.  Two  cases  had  in- 
juries to  the  common  bile  duct  that  required  repair,  and 
in  three  the  T-tube  drainage  was  used  in  addition  to 
partial  hepatectomy.  This  data  is  summarized  in 
Table  1. 

Postoperative  complications  occur  in  approximately 
50%  of  patients.  Sepsis,  pulmonary  insufficiency,  and 
occasionally  delayed  bleeding  due  to  deficient  coagula- 
tion factors,  account  for  the  majority  of  the  postopera- 
tive complications.  Coagulopathy  occurs  in  5 1 % of  the 
patients  with  hepatic  injuries  Types  V and  VI. 

The  mortality  of  liver  injury  as  previously  mentioned 
depends  on  the  severity  of  the  liver  injury,  but  also  to  a 
great  extent  on  the  number  and  severity  of  the  associ- 
ated extra  and  intra-abdominal  injuries.  The  details  of 
the  mortality  observed  in  the  different  groups  of  pa- 
tients in  our  study  is  shown  in  Figure  2.  The  causes  of 
death  in  a large  study  done  in  Detroit'^  are  shown  in 
Table  2. 

The  diagnosis  of  hepatic  injury  is  usually  embodied 
in  the  diagnosis  of  ruptured  intra-abdominal  viscus 
with  the  usual  signs  of  peritoneal  irritation  that  makes 
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TABLE  I 


HEPATIC  INJURIES  — METHODS  OF  TREATMENT* 


Type  of 

Injury 

Celiotomy 

Only 

Drains 

Only 

Suture 

Suture 
<&  Packing 

Packing 
& Drains 

H.A. 

Ligation 

T-Tube 

Insertion 

Resection 

I (38) 

I 

13 

21 

2 

I 

0 

0 

0 

II  (33) 

2 

5 

20 

4 

I 

I 

0 

0 

III  ( I) 

0 

0 

0 

I 

0 

0 

0 

0 

IV  (15) 

0 

0 

9 

6 

0 

2 

2 

0 

V (18) 

0 

0 

0 

0 

0 

14 

2 

18 

VI  ( 3) 

0 

_0 

0 

1 

_2 

3 

18 

50 

14 

2 

20 

5 

20 

MORTALITY  OF  108  HEPATIC  INJURIES 


Figure  2:  Mortality  observed  in  hepatic  injuries  in  relation  to 
their  type,  their  causative  mechanism,  and  their  coexistence  with 
extra-hepatic  injuries.  Eighteen  deaths,  16.7%  overall  mortality. 
Eight  hepatic  deaths,  7.4%  true  HI  mortality . The  deaths  attributed 
to  the  hepatic  injury  and  not  to  the  associated  injuries  are  also 
identified.^ 

the  need  for  exploratory  celiotomy  obvious.  In  patients 
with  equivocal  physical  findings  upon  examination,  or 
those  who  are  unconscious  or  have  an  injury  to  the 
spinal  cord  or  unexplained  hypovolemia,  peritoneal 
lavage  is  helpful  in  determining  the  need  for  celiotomy. 
Arteriography  or  scanning  of  the  liver  is  seldom  indi- 
cated in  patients  with  suspected  acute  traumatic  injuries 
to  this  organ. 

The  fundamental  principles  of  thorough  exploration, 
alert  recognition  of  possible  multiple  injuries,  and 
prompt  control  of  hemorrhage  combined  with  the 
availability  of  expert  anesthesia  management  and 


availability  of  an  adequate  supply  of  blood  for  transfu- 
sion, are  the  essentials  for  a successful  intraoperative 
management  of  patients  with  hepatic  injuries.  Accord- 
ing to  the  classification  previously  described,  each  type 
of  injury  can  be  managed  as  follows:  Small  lacerations 
of  the  liver  including  capsule  tears  (Type  I)  that  are 
found  at  operation  to  be  bleeding  minimally  are  treated 
with  suturing  and  drainage.  If  no  bleeding  is  apparent, 
the  insertion  of  drains  is  the  only  procedure  performed. 
Larger  lacerations  with  active  bleeding  (Type  II  are 
sutured;  if  torn  large  blood  vessels  or  bile  ducts  are 
identified  within  the  hepatic  laceration,  they  should  be 
individually  ligated,'^  and  the  area  should  be  drained. 

Small  superficial  hematomas  with  the  liver  capsule 
intact  (Type  III)  can  be  left  alone.  Intraparenchymal 
hematomas  larger  than  5 cm  in  diameter  are  opened  and 
treated  as  Type  IV  injuries.  The  use  of  computerized 
tomography  has  been  recently  shown  to  be  useful  to 
detect  and  follow  large  intraparenchymal  hepatic 
hematomas.'*’ 

Large  lacerations  of  the  liver  with  identifiable  tran- 
sected intrahepatic  branches  of  the  hepatic  artery,  por- 
tal vein,  hepatic  veins,  bile  ducts,  but  without  exces- 
sive devitalized  hepatic  tissue  (Type  IV)  are  usually 
amenable  to  careful  debridement  of  the  devitalized 
hepatic  tissue,  individual  ligation  or  clipping  of  the 
transected  blood  vessels  or  bile  ducts,  followed  by 
suturing  of  the  laceration  with  large  figure  of  “U” 
stitches.  Drainage  of  the  operative  area  should  be  estab- 
lished. 


TABLE  2 

CAUSES  OF  DEATH  AFTER  LIVER  INJURY  IN  331  PATIENTS  (1974-1976)^ 


Injury 

Hemorrhage 

Sepsis  andlor 
Respiratory  Failure 

Heart 

Head 

Delirium 

Tremens 

Metabolic 

Gunshot 

16 

3 

6 

I 

0 

I 

Shotgun 

3 

0 

0 

0 

0 

0 

Blunt 

5 

3 

0 

0 

I 

0 

Stab 

I 

0 

0 

0 

0 

0 

Total 

25 

6 

6 

I 

I 

I 

% 

62.5 

15.0 

15.0 

2.5 

2.5 

2.5 
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Large  lacerations  with  transection  of  identifiable  in- 
trahepatic  blood  vessels  or  bile  ducts,  frequently  multi- 
ple, usually  described  as  “stellate  shaped”  (Type  V), 
often  result  in  devitalization  of  large  segments  of  liver 
parenchyma,  and  are  not  suitable  to  be  sutured  as  in 
Type  IV  injuries;  these  injuries  should  be  treated  by 
anatomical  or  nonanatomical  resection  of  the  devital- 
ized area  of  the  liver.  Several  maneuvers  are  useful  in 
accomplishing  hemostasis,  i.e.,  “squeezing  the 
liver”^  while  cross  clamping  of  the  hepatic  artery  and 
portal  vein  is  done  at  the  foramen  of  Winslow.  When 
necessary  the  intrahepatic  and  suprahepatic  vena  cava 
can  be  occluded  in  addition  to  cross  clamping  the  aorta 
accomplishing  vascular  isolation  of  the  liver.  To  gain 
access  to  the  suprahepatic  vena  cava,  it  is  necessary  to 
extend  the  midline  incision  into  the  mediastinum  by 
splitting  the  sternum.  After  hemostasis  is  accom- 
plished, the  branches  of  hepatic  artery  and  portal  vein 
that  supply  the  lobe  to  be  resected  are  selectively  li- 
gated and  a conventional  resection  is  completed.  When 
only  a segment  of  the  hepatic  lobe  is  resected  (nonana- 
tomical resection),  selective  hepatic  artery  ligation  may 
not  be  necessary.  The  operative  area  should  always  be 
drained. 

Patients  suffering  types  IV  or  V hepatic  injuries  can 
in  addition  have  even  greater  hemorrhage  due  to  a 
direct  injury  to  the  retrohepatic  vena  cava  and/or  one  of 
the  main  hepatic  veins.  These  injuries  should  be  sus- 
pected when  massive  bleeding  is  encountered  or  when  a 
large  retrohepatic  hematoma  is  present.  When  massive 
bleeding  is  encountered  in  this  area,  its  control  is 
attempted  by  manual  compression  until  the  liver  is 
mobilized  and  vascular  isolation  of  this  organ  is  accom- 
plished as  described  for  Type  V injuries.  When  neces- 
sary, cannulation  of  the  retrohepatic  vena  cava  can  be 
done.  Then,  the  repair  of  the  injured  I VC  or  hepatic 
vein  is  attempted,  followed  by  repair  or  resection  of  the 
concomitant  hepatic  injury  as  described  for  Types  IV 
and  V. 

Postoperatively,  many  of  these  patients  will  require 
intensive  and  detailed  surgical  care  with  the  assistance 
of  extensive  supportive  treatment  facilities  to  cope  with 
potential  multiple  systems  failure.  This  can  be  best 


accomplished  by  the  trauma  surgery  team  that  operated 
on  the  patient  in  a well-equipped  and  organized  surgical 
intensive  care  unit.  In  patients  with  Types  V or  VI 
hepatic  injuries  requiring  partial  hepatectomy,  detailed 
attention  should  be  given  to  the  measures  that  may 
facilitate  the  regeneration  of  the  remaining  liver.  In  an 
oversimplified  manner  these  include:  adequate 
amounts  of  glucose,  adequate  oxygenation  in  the  early 
postoperative  period,  prevention  of  sepsis,  enhance- 
ment of  the  coagulation  function,  and  total  parenteral 
alimentation  that  should  be  established  when  it  appears 
that  the  patient  is  not  going  to  be  able  to  ingest  food 
orally  by  the  fifth  postoperative  day. 

It  has  been  shown  by  Lucas  and  associates,^  that 
unless  there  is  an  injury  to  the  common  or  hepatic  bile 
duct,  insertion  of  a T-tube  is  not  needed  in  patients  with 
severe  liver  injuries. 

Although  hepatic  injuries  are  amenable  to  relatively 
simple  surgical  maneuvers  and  only  a small  proportion 
of  these  injured  patients  require  sophisticated  proce- 
dures such  as  hepatic  resection  or  caval  cannulation,  in 
most  cases  it  is  not  possible  to  accurately  recognize 
prior  to  operation  the  severity  of  the  hepatic  injury 
and/or  of  the  associated  extra-  and  intra-abdominal 
injuries.  Thus,  it  appears  desirable  that  all  surgeons 
treating  patients  with  injuries  to  the  liver  have  a well 
established  protocol  to  treat  each  type  of  liver  injury.  I 
feel  that  the  classification  described  and  the  patient 
management  program  proposed  to  specifically  treat 
each  type  of  injury  offers  a way  to  optimize  the  prob- 
abilities for  survival  in  patients  who  have  sustained  an 
injury  to  their  liver. 
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You  know  it's  not  your 
everyday  patient  problem. 
Alcoholism  is  far  different 
from  most  other  diseases. 
Patients  try  to  hide  it  from 
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Such  a complex  physical 
and  emotimal  pronlem 
usually  requires  extensive 
evaluation.  And  interven- 


tion counseling  is  frequently 
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Center  can  help  you  effec- 
tively treat  this  problem, 
call  our  treatment  center  in 
Birmingham  (205/877-1740) 
or  Mobile  (205/633-0900) 
anytime,  tiay  or  night. 
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Prognostic  Indicators  in 
Post  Traumatic  Stress  Disorder 

Charles  H.  Smith,  M.D.* 


Post  Traumatic  Stress  Disorder  is  defined. 
The  premorbid  personality  traits  of  especially 
susceptible  persons  are  discussed.  The  possibil- 
ity and  frequent  desirability  of  teamwork  be- 
tween physician  and  attorney  in  management 
of  persons  suffering  from  Traumatic  Neurosis 
is  addressed.  Various  aspects  of  treatment  as  it 
affects  prognosis  are  considered  with  emphasis 
placed  on  the  importance  of  prompt  recogni- 
tion and  early  intervention. 


There  is  a certain  logic  pertaining  to  any  com- 
munication, whether  epic  or  epitaph,  which  dic- 
tates that  there  be  some  notation  as  to  its  definition  and 
purpose.  Or,  in  prevailing  parlance,  “Do  you  see 
where  I’m  coming  from?’’  Post  Traumatic  Stress  Dis- 
order has  been  competently  defined  by  Dr.  Herbert 
Weissman  as  follows: 


* 1909  Walnut  St.,  Montgomery,  AL  36106. 


“Personal  injury  includes  the  negative  consequences 
of  accidents  (traumatic)  or  exposures  (cumulative) 
which  significantly  compromise  the  injured  party’s 
physical,  mental,  or  emotional  well  being.’’ 

Should  one  prefer  Psychoanalytic  comment,  Charles 
Ry croft  offers: 

“Psychiatric  illness,  the  symptoms  of  which  a)  de- 
velop after  some  unexpected  shocking  experience  . . . 
b)  are  not  explicable  as  the  physical  result  of  injury  to 
the  brain  or  any  other  part  of  the  body  . . . Traumatic 
Neuroses  either  recover  spontaneously,  become  chron- 
ic, or  become  transformed  into  Psychoneurosis.’’ 
Fairbaim  adds, 

“ ...  if  the  effect  of  a traumatic  situation  is  to 
release  bad  objects  from  the  unconscious,  the  difficulty 
will  be  to  see  how  the  patient  can  get  away  from 
these  bad  objects.  The  fact  is  that  he  is  haunted  by 
them  ...” 

Traumatic  Neurosis  is  used  interchangeably  with 
Post  Traumatic  Stress  Disorder  and  will  likely  prove 
the  more  durable  of  the  two  terms  owing  to  its  virtue  of 
brevity. 
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A surgeon  repairs  a deep  thigh  laceration  sustained 
by  a middle  class  black  female  who  steps  into  an  open 
manhole  while  getting  into  her  car.  Certainly  the  pa- 
tient requires  wound  closure  but  she  requires  much 
more.  She  is  reassured  by  surgeon,  nurses,  and  all 
involved  personnel  that  her  physical  injury  will  heal. 
She  is  confident  of  physical  recovery  but  remains  tense 
and  ill  at  ease.  Her  psychic  dilemma  has  not  been 
addressed.  She  had  descended  a black  hole  of  signifi- 
cant depth.  She  had  no  notion  as  to  whether  to  await 
dismemberment  or  death.  She  has  urgent  need  to  con- 
vey to  someone  her  fear.  The  patient,  a school  teacher, 
requires,  and  requires  at  the  earliest  possible  moment, 
someone  to  empathize  with  her  feelings  during  the  fall. 
Someone  to  listen  and  to  help  her  enunciate  those 
feelings,  once,  twice,  however  many  times  necessary 
until  the  listener  is  aware  of  something  like  a sigh  of 
relief.  The  astute  listener  will  correctly  interpret  this 
sign  to  mean  that  the  patient  knows  she  has  been  under- 
stood. Understanding  is  not  a catholicon  but  is  a prom- 
ising beginning. 

Who  is  Susceptible? 

What  sort  of  person  is  prone  to  Traumatic  Neurosis? 
Such  persons  are  often  compulsively  “good.”  They 
feed  stray  animals.  They  adopt  homeless  and  sick  per- 
sons and  see  to  the  well  being  of  relatives,  preferably 
remote  ones.  They  shine  on  the  outside  until  their 
goodness  wears  thin.  Having  done  their  best  and  failed, 
they  are  justified  in  casting  out  persons  not  appreciative 
of  their  efforts.  They  have  a stubborn  and  persistent 
need  to  be  right  and,  for  that  matter,  often  are.  Dis- 
sected layer  by  layer,  they  are  more  “selfish”  than 
most  of  us,  more  demanding,  more  dependent.  They 
have  both  passive  aggressive  and  anal  personality 
traits.  Conversely,  lacking  persistence,  stubbornness 
and  righteousness,  their  ability  to  survive  severe  neuro- 
sis would  be  seriously  impaired.  The  potential  therapist 
should  be  aware,  prior  to  commitment,  that  he/she  may 
be  undertaking  treatment  of  a patient  who  may  be 
unduly  critical,  demanding  and  may  evoke  consider- 
able ambivalence. 


Litigation 

Post  Traumatic  Stress  Disorder  obviously  implies 
stress  and  disorder,  a state  of  illness  resulting  from 
stress.  This  implies  a stressee  and  a stressee  requires  a 
stressor.  The  stressor  may  be  the  agent  who  failed  to 
cover  a manhole,  failed  to  observe  traffic  signs,  a 
supervisor  who  erred  in  dispatching  workers  under 
dangerous  conditions  and  so  on.  One  is  likely  to 
observe  a chain  of  events  leading  to  the  establishment 
of  a designated  victim  (stressee)  versus  a designated 
villian  (stressor). 

This  combination  may  lead  to  court  supervised 
litigation.  But  it  need  not  and  where  avoidable  should 
not.  It  may  very  well  become  a part  of  the  therapist’s 


responsibility  to  suggest  an  attorney.  Not  any  attorney 
will  do.  What  is  needed  is  a lawyer  who,  by  natural 
endowment,  particular  study  and  interest,  or  both, 
understands  and  can  communicate  both  with  the  patient 
and  the  therapist.  He  must  be  willing  to  subordinate  the 
possible  gratification  of  immediate  judicial  recourse  to 
the  needs  of  the  patient-client,  i.e.,  to  avoid  the  addi- 
tional trauma  of  court  appearances.  Doctor  and  lawyer 
are  protecting  a persistent  but  vulnerable  person,  a 
person  who  simply  must  be  spared  gratuitous  harass- 
ment. 

The  physician  need  not  be  distressed  should  the 
patient  in  certain  areas  or  at  certain  times  view  the 
attorney  in  higher  authority  than  the  therapist.  Remun- 
eration (but  not  necessarily  litigation)  is  very  often  an 
integral  part  of  treatment.  And  the  lawyer  is  the  agent  of 
remuneration.  The  patient  views  winning  an  essential 
to  resolution  and  this  may  be  true,  although  the  victory 
may  sometimes  prove  not  worth  the  fight. 

Initiation  of  Treatment 

Any  physician  or  layman  would  agree  that  early 
recognition  of  illness  and  initiation  of  treatment  is  of 
prime  prognostic  importance.  But  a chronic  Gall  Blad- 
der or  recurrent  tonsillitis  can  usually  wait,  at  least  for  a 
time.  In  the  traumatized  patient,  something 
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A MEMBERSHIP  SERVICE 

Do  You  • • • 

. • • think  you're  too  small 
to  get  good  coUection  service? 

We  suggest  you  try  I.C.  System.  I.C.  System  has  been  researched, 
investigated  and  has  made  it  through  the  tough  approval  process 
required  to  become  an  endorsed  membership  service. 

It  doesn’t  matter  where  you  are  located  or  where  your  debtors  live, 

I.C.  System  is  there.  It’s  immaterial  what  the  age  or  condition  of  your 
accounts  are,  I.C.  System  goes  after  them.  Even  ones  as  small  as 
$15.00.  I.C.  System  is  made  available  to  members.  You  won’t  find 
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The  System  Works. 
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City  State  Zip  

Signed  

Tide  

3362 


approaching  “instant  empathy”  is  the  ideal.  A day’s 
delay  in  treatment  may  ultimately  translate  into  a 
month’s  delay  in  recovery  or  worse.  Months  may  trans- 
late into  years  and  years  into  never. 

Course  of  Treatment 

The  success  of  treatment  is  to  a very  considerable 
extent  dependent  on  the  course  of  illness,  i.e.,  at  what 
point  in  the  evolution  of  illness  therapeutic  intervention 
is  begun.  The  recently  traumatized  patient  usually  man- 
ifests primarily  anxiety;  as  illness  progresses,  anxiety 
blends  with  depression,  irritability  and  various  other 
complaints  of  emotional  and  often  physical  nature.  In 
terms  of  medication,  one  must  judge  correctly  the  point 
at  whieh  intervention  is  being  undertaken.  Does  the 
patient  require  anxiolytic  agents,  antidepressant 
medication  or  both?  Can  the  patient  be  trusted  to  man- 
age his/her  medicines  or  must  a family  member  become 
the  dispenser? 

Some  determining  factors  pertinent  to  the  course, 
and  by  extension,  results  of  treatment  include  1 ) time  of 
intervention,  2)  empathy,  3)  judicious  use  of  medica- 
tion where  indicated,  4)  some  understanding  of  the 
patient’s  premorbid  personality,  and  5)  a willingness 
on  the  part  of  the  therapist,  where  the  patient’s  needs 
dictate,  to  recommend  legal  counsel  and  to  view  the 
attorney  as  co-therapist.  This  latter  may  not  be  easy  at  a 
time  when  the  physician  is  prone  to  see  the  attorney  as  a 
sort  of  cruising  condor  with  hungry  eye  intent  upon 
seizing  (and  suing)  the  doctor  applying  his  skills  to  his 
best  ability.  But  it  affords  the  doctor  and  the  lawyer  an 
opportunity  not  simply  to  coexist.  It  provides  an  oppor- 
tunity to  cooperate  to  the  benefit  of  the  patient. 

When  Does  Therapy  End? 

The  conclusion  of  treatment,  as  has  been  mentioned, 
is  very  intimately  in  relationship  to  the  recognition  of 
illness.  Some  factors  can  be  controlled,  some  cannot. 
By  way  of  example,  our  “manhole”  patient  enjoys 
certain  advantages.  She  is  seen  to  promptly  and,  being 
black  and  southern,  returns  to  a relatively  extended 
family  of  which  several  members  will  notice  personal- 
ity change.  She  will  be  nurtured  and  reassured  by  her 
family.  She  is  followed  on  a regular  outpatient  basis. 
Following  financial  compromise,  she  bids  the  thera- 
pist, with  appropriate  thanks,  goodbye.  Her  treatment 
has  been  successful,  her  prognosis  good. 

The  cumulative,  psychologically  repeatedly  trauma- 
tized patient  enjoys  no  such  advantage.  This  patient  has 
worked  for  years  under  extremes  of  temperature,  noise, 
confusion,  and  incompetent  supervision.  She  applies 
for  Workman’s  Compensation.  For  over  five  years  she 
is  stalled,  evaded  and  sent  to  various  psychiatrists  and 
psychologists.  Trauma,  in  this  instance,  is  added  to 
already  cumulative  trauma.  Winning  becomes  life’s 
object,  its  only  goal.  After  years  she  does  win.  After 
years  she  does  win.  All  battles  have  been  fought  and. 
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with  considerable  effort,  won.  The  time  for  celebration 
has  arrived  — not  at  all,  the  time  for  overdose  has 
arrived.  The  patient  remains  in  therapy  and  will  for  the 
foreseeable  future.  Multiple  years  of  psychological  in- 
sult must  be  unraveled  while  the  concerns  of  every  day 
living  need  extra  attention.  Her  prognosis  is  uncertain. 

Summary 

1)  Some  considerable  emphasis  has  been  placed  on 
early  recognition.  In  certain  situations,  the  family  may 
be  of  great  importance  not  only  in  recognition  but  also 
in  the  earliest  phases  of  treatment. 

2)  Clinical  experience  in  treatment  of  Traumatic 
Neurosis  has  not  been  discussed  extensively  but  the 
value  of  such  experience  is  obvious.  Not  all  therapists 
will  be  suited  to  treatment.  It  is  often  long,  laborious, 
creates  sparse  immediate  gratification  and  may  be 
financially  unrewarding. 

3)  The  premorbid  personality  of  the  prone  individual 
has  been  discussed  briefly  but  probably  all  too  simply. 
It  is  self  evident  that  given  sufficient  stress,  anyone 
may  succumb. 

4)  The  treatment  value  of  teamwork  sometimes  in- 


volving nonmedical  professionals  has  been  discussed. 

Conclusion 

An  attempt  has  been  made  to  avoid  discussion  of 
therapy  except  in  the  broadest  of  terms.  The  interrela- 
tionship of  therapy  and  prognosis  is,  however,  such 
that  any  effort  at  total  separation  would  be  patently 
artificial . 

The  proposition  that  physician  and  attorney  may 
work  in  tandem  and  synergistically  for  the  well  being  of 
the  patient  could,  but  should  not  be,  controversial  with 
regard  to  the  Traumatic  Neuroses.  Both  are  profession- 
als. It  is  of  no  matter  whether  the  suffering  person  is 
referred  to  as  client  or  as  patient.  The  shared  objective 
must  be  one  and  the  same  — the  alleviation  of  pain. 
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WANTED 

Board  Certified  physicians  or 
finishing  residents  in  the  following 
specialties  who  desire  an  attractive 
alternative  to  civilian  practice: 


NEUROSURGERY 
ORTHOPEDIC  SURGERY 


Positions  are  available  at  both  Army  teaching  facilities  and 
community  hospitals  throughout  the  Southeastern  United  States. 

Every  Army  physician  is  a commissioned  officer.  The  Army  offers  a 
rewarding  practice  without  the  burdens  of  malpractice  insurance 
premiums  and  other  non-medical  distractions. 

Army  medicine  provides  a reasonable  salary  while  stressing  a good 
clinical  practice.  Some  positions  offer  teaching  appointments  in  an 
affiliated  status  with  nearby  civilian  medical  schools  or  teaching 
programs.  The  Army  might  be  just  the  right  prescription  for  you  and 
your  family. 

To  obtain  more  information  on  eligibility,  salary,  and  fringe  benefits 
write  or  call  collect: 


NORTHERN 

AMEDD  Personnel  Counselor 
Mid-Memphis  Tower  Building 
Suite  407 

1407  Union  Avenue 
Memphis,  TN  38104 
(901)  725-4445 


SOUTHERN 

AMEDD  Personnel  Counselor 
144  Elk  Place 
Suite  1504 

New  Orleans,  LA  701 12 
(504)  589-2373 


CORRESPONDENCE 

Why  Medical  School  Class  Size 
May  Increase 

Editor,  Alabama  Medicine; 

In  the  article  “The  Bayou  Bengal  of  Baldwin  Coun- 
ty” by  William  H.  McDonald  (Alabama  Medicine, 
April  1985)  our  president  made  the  point  that  he  did  not 
agree  with  those  who  saw  only  gloom  and  doom  in  the 
future  of  medicine. 

I certainly  agree  with  that,  and  I wanted  to  make  it 
clear  that  the  title  of  my  article  “Doomsday”  in  the 
January  1985  issue  of  Alabama  Medicine  was  partially 
intended  as  a facetious  piece  of  entertainment,  with  its 
very  precise  identification  of  Doomsday  as  Friday  the 
13th  of  November  1987,  but  it  also  had  a more  serious 
intent. 

That  serious  intent  was  to  communicate  to  those  who 
read  the  article  carefully  the  rationale  for  not  decreasing 
the  entering  class  size  of  medical  students  at  the  Uni- 
versity of  Alabama  School  of  Medicine. 

Briefly,  the  argument  was  that  the  only  effects  of  the 
9%  reduction  voluntarily  undertaken  by  the  University 
of  Alabama  School  of  Medicine  in  the  summer  of  1 98 1 
were  two:  ( 1 ) denial  of  at  least  15  students  per  year  the 
opportunity  to  study  medicine  in  Alabama,  thus  forcing 
at  least  some  of  those  to  go  elsewhere,  in  some  in- 
stances to  Caribbean  schools  of  dubious  quality;  and  (2) 
reduction  of  the  money  available  to  the  School  of  Medi- 
cine for  its  operating  expenses,  because  of  (a)  reduced 
tuition  income  of  approximately  $240-260,000  per 
year,  and  (b)  reduction  in  state  formula  funding  of  $1 
million  or  more  annually. 

The  intent  of  the  graphs  in  the  article  was  to  show 
that  reductions  in  one  campus  had  been  offset  by  in- 
creases in  other  campuses  and  in  other  programs  both 
within  the  University  of  Alabama  School  of  Medicine 
and  in  other  schools  in  the  region  (South  Alabama,  East 
Tennessee,  Mercer  Medical  School,  Morehouse 
Medical  School,  East  Carolina  Medical  School,  etc.). 

Finally,  the  argument  was  that  without  reductions  in 
multiple  programs  netting  an  overall  aggregate  reduc- 
tion, voluntary  reductions  in  entering  class  size  by  a 
single  medical  school  were  simply  self-defeating  and 
suicidal.  It  is  for  this  reason  that  I have  recently  often 
answered  the  question,  “What  are  you  going  to  do 
about  entering  class  size?”  (the  questioner  anticipating 
that  the  answer  would  be  “Cut  it  drastically”),  with  a 
simple  statement:  “We  shall  probably  increase  class 
size,  if  we  change  it  at  all.” 

In  the  view  of  most  questioners,  this  just  proves  once 
again  that  the  dean  is  crazy,  and  strong  pressures  re- 
main for  the  academic  equivalent  of  unconditional  uni- 
lateral disarmament.  Given  the  numbers  and  eco- 
nomics involved,  it  seems  almost  inevitable  that  the 


student  numbers  will  decline  sometime,  and  probably 
some  medical  schools  will  close,  perhaps  during  the 
next  5-7  years.  The  questions  are  ‘ ‘When”  and  ‘ ‘How’  ’ 
will  these  things  happen. 

Finally,  I would  like  to  reproduce  one  corrected 
version  of  the  final  graph  in  the  “Doomsday”  article, 
since  the  one  published  was  inaccurate.  The  corrected 
version  appears  below. 

The  University  ol  Alabama  School  ol  Medicine  m Birmingham 
and 

the  University  of  South  Alabama  College  of  Medicine  In  Mobile 
Total  Student  Enrollment  by  year  1946-1963 


Any  reader  interested  in  what  I really  think  about  the 
future  of  medicine  should  go  back  to  the  last  paragraph 
of  the  “Doomsday”  article,  which  emphasizes  that 
medicine  will  always  be  here,  and  the  good  doctors  will 
always  have  grateful  patients. 

Best  of  luck  to  our  new  president  in  the  difficult  year 
ahead. 

JAMES  A.  PITTMAN,  JR.,  M.D.,  Dean 
University  of  Alabama  School  of  Medicine 


Abetting  the  Executioner 

Editor,  Alabama  Medicine; 

The  cover  of  your  July  issue  was  very  fitting,  in  view 
of  what’s  happening  in  American  medicine  in  general, 
and  in  Alabama  medicine  in  particular. 

The  penultimate  outcome  of  the  ill-advised  inroads 
into  the  private  practice  of  medicine  by  government 
forces  over  the  past  40  years  is  epitomized  by  the 
computer  stamp  on  the  backs  of  the  lengthening  file  of 
patients  now  coming  under  the  aegis  of  government 
meddling. 

This  result  has  not  been  the  effort  of  Federal  zealots 
alone.  They  have  had  plenty  of  help,  over  the  years,  by 
physicians  who  have  taken  government  pay  to  stroke, 
cajole,  and  finally  coerce  their  fellow  physicians  into 
the  federal  abbatoir,  where  they  could  be  cut  down  and 
fed  to  the  butcher  block  of  socialized  medicine. 

Recall  England,  post  WWII:  Aneurin  Bevan,  Minis- 
ter of  Health,  in  response  to  those  who  doubted  that  the 
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Getting  ahead  in  medicine 
is  an  uphill  dimb. 


CORRESPONDENCE  continued 

British  medical  profession  could  be  regimented  into  the 
National  Health  Service,  using  Specialists  as  the 
agents;  “We  will  stop  their  mouths  with  gold.” 

Recall  the  fable  of  the  woodsman  who  asked  of  the 
King  Tree  of  the  forest:  “Might  I just  have  one  small 
limb  of  one  of  your  distant  trees  for  the  handle  of  my 
ax?  Surely,  you  won't  miss  it,  and  it  can’t  do  any 
harm . ’ ’ Recall  how  the  sound  of  distant  chopping  came 
nearer  and  nearer  after  the  King  Tree  acceded  to  the 
woodsman’s  request,  until  one  day,  the  King  Tree 
himself  lay  prostrate  to  the  ax  in  a treeless  waste. 

William  L.  Roper,  M.D.,  an  Alabama  physician. 
Special  Assistant  to  the  President  for  Health  Policy,  is 
the  latest  in  a long  and  lamentable  line  of  physicians 
who  are  shafting  their  fellow  physicians!  He  states  that, 
“Capitation  is  the  wave  of  the  future.” 

If  he  knew  his  history  and  literature,  he  would  bite 
his  tongue.  In  Literature,  we  have  only  to  look  back  as 
far  as  A.  J.  Cronin’s  The  Citadel,  to  recall  that  the 
protagonist.  Dr.  Manson,  began  his  first  job  in  the 
Welsh  Mining  District,  where  each  miner  who  used  his 
services  had  a card  — Capitation! 

When  the  National  Health  Service  started  in  Great 
Britain,  one  of  its  mainstays  was  — Capitation! 
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Dr.  Roper  would  have  served  his  fellow  physicians 
better  with  the  truth.  Capitation  is  the  wave  of  the  past. 
In  his  Jerome  Cochran  lecture.  Dr.  Roper  uses  his 
platform  to  advance  the  cause  of  government  medicine, 
“whether  we  like  it  or  not.” 

Dr.  Roper  likes  it  — this  “competition,”  which  he, 
as  a bureaucratic  functionary,  is  insulated  from!  I’d 
rather  be  told  the  unpleasant  truth  than  a bureaucratic 
lie  any  day. 

Doctor  Roper  is  not  serving  the  cause  of  private 
medicine  in  Alabama  or  any  other  place  in  the  United 
States.  He  says  that  fee  for  service,  which  he  euphe- 
mizes  by  the  bureaucratese  “usual  and  customary 
methodology,”  no  longer  makes  good  sense. 

It  makes  good  sense  to  the  free  physician,  but  of 
course  it  does  not  make  good  sense  to  the  government- 
kept  physician  like  Dr.  Roper.  Yet  Alabama  physicians 
listen  to  him  propound  still  more  government  strictures 
in  one  of  their  prestigious  lectures! 

Does  one  have  to  aid  and  abet,  let  alone  respect,  his 
executioner? 

O.  G.  BURKART,  M.D. 

Auburn,  Alabama 

Correction 

Editor,  Alabama  Medicine: 

I regret  to  inform  you  that  the  paper,  “Accident  and 
Violation  Rate  of  Handicapped  Drivers,”  which  was 
published  in  the  August  1985  issue  of  Alabama  Medi- 
cine, contained  a serious  error. 

The  first  sentence  of  the  introduction  was  stated  as, 
“There  were  460,000  national  deaths  from  motor  vehi- 
cle accidents  with  170,000  disabling  injuries;  960 
deaths  were  in  the  State  of  Alabama.” 

This  should  have  been,  ‘ ‘There  were  46,000  national 
deaths  from  motor  vehicle  accidents  with  1,700,000 
disabling  injuries.” 

Mr.  Harvey  and  I would  both  appreciate  it  if  you 
would  run  a correction. 

Again,  I regret  the  error  and  am  sorry  for  any  incon- 
venience this  may  have  caused. 

UBOL  RATANAUBOL,  M.D. 

Rehabilitation  Medicine 

UAB 

Birmingham 
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SORBITRATE 

dSOSORBIDEDNITFWE) 

Please  consult  full  prescribing  Information  before  use.  A summary  follows: 

INDICATIONS  AND  USAGE:  SORBITRATE  (isosorbide  dinitrate)  is  indicated  tor  the  treatment 
and  prevention  ol  angina  pectoris  All  dosage  forms  of  isosorbide  dinitrate  may  be  used 
prop^ylactically  to  decrease  frequency  and  seventy  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycerin 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pectons  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
pa:)phyiaxis 

COffTR AJNDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites  Epinephrine  and 
related  comp>ounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation. 

WARNINGS:  The  benefits  of  SORBITRATE  during  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deleterious  effects  of  hypotension 

PRECAUTIONS:  Ger>erBl:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
subjects  virho  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg.  below  90  mmHg)  Paradoxical  bradycardia  and  increased 
angina  pectoris  may  accompany  nitrate-induced  hypotension.  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy 
Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination  Dose  adjustment  of  either  class  of 
agents  may  be  necessary 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dinitrate  or  nitroglycerin  has  been 
demonstrated  m clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbide  dinitrate  in  the  management  of  patients  with  angina  pectoris  has  not  been 
determined  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8 hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2-week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and.  In  open 
trials,  an  effect  seems  detectable  for  as  long  as  several  months 
Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin. 
Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  'sosorbide  dinitrate  is  not 
known  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly 
Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use. 

Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle,  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long-term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbide  dinitrate  as  compared  with  rats  fed  a basal-controlled  diet 
Pregnancy  Category  C:  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryoioxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
established 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related  In  clinical  trials  at  various  doses,  the  following  have  been  observed. 

Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent  Cutaneous  vasodilation  with  flushing  may  occur  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%).  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness. pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur.  Nausea  and  vomiting  appear  to  be 
uncommon  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates  The  formation  of  methemoglobin  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin. 

DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  2.5  to  5 mg;  for  chewable  tablets.  5 mg;  for  oral  (swallowed) 
tablets,  5 to  20  mg,  and  for  controlled-release  forms.  40  mg 
SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose 
In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  blood  pressure 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  In  angina 
pectons  patients  is  generally  5 or  10  mg  every  2 to  3 hours  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  In  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined  The  oral 
controlled-release  forms  of  isosorbide  dinitrate  should  not  be  chewed 
DOSAGE  FORMS  AVAILABLE:  Sublingual  Tablets  (25. 5, 10  mg),  Chewable  Tablets  (5, 10  mg); 
Oral  Tablets  (5. 10. 20. 30. 40  mg).  Sustained  Action  Tablets  (40  mg) 


Executive  Director  continued  from  page  7 

of  strict  liability.  The  bell-shaped  curve  thus  illustrates 
a major  defect  in  the  tort  system,  presenting  competent 
practitioners  with  unfavorable  probabilities  or  ‘negli- 
gence’ and,  on  the  other  hand,  requiring  injured  pa- 
tients to  prove  the  deviation  from  the  mean  and  ‘fault.’ 

“The  combined  effects  of  this  and  other  defects  of 
the  tort  system  may  be  summarized  as  follows: 

“There  is  no  objective  standard  of  liability;  there  is 
no  definite  measure  of  compensation;  the  entire  process 
is  susceptible  to  subjective  considerations;  the  cost  of 
litigation  is  high,  in  expenses  and  attorneys’  fees;  there 
is  no  restraint  mechanism  to  litigation;  there  is  no 
encouragement  for  prompt  settlement;  and,  finally,  the 
system  encourages  and  facilitates  ever-increasing 
awards.  . . . ’’ 

His  article  continues  brilliantly  for  many  thousands 
of  words  but  in  the  above  section  Dr.  Halley  has 
touched  on  graphic  presentation  of  the  lottery-within-a- 
lottery  that  is  the  bedrock  fallacy  of  the  tort  system  as 
applied  to  medicine.  Simple  probability  and  normal 
distribution  will  always  produce,  over  time,  some  sub- 
standard results  on  a predictable  basis. 

Expecting  12  ordinary  laymen  to  understand  the  dif- 
ference between  the  bell-shaped  curve  of  maloccur- 
rences  and  “malpractice’’  is  impossible  on  its  face.  In 
fact,  if  a defense  lawyer  dared  even  mention  normal 
distribution  of  bad  results  he  would  invite  courtroom 
disaster.  Jurors  don’t  want  to  hear  such  pettifogging. 

Result:  Verdicts  that  bear  about  as  much  relationship 
to  the  real  world  of  what  medicine  can  and  cannot  do  as 
New  York  State  Lotto  does  to  quantum  mechanics. 


STUART  PHARMACEUTICALS 

Division  of  ICI  Americas  Inc. 

Wilmington.  DE  19897 
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CLASSIFIED 

Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


1986  CME  CRUISE/CONFERENCES  ON  SELECTED  MEDI- 
CAL TOPICS  — Caribbean,  Mexican,  Hawaiian,  Alaskan, 
Mediterranean.  7-12  days  year-round.  Approved  for  20-24  CME 
Cat.  1 credits  (AM  A/PR  A)  & A AFP  prescribed  credits.  Distin- 
guished professors.  FLY  ROUNDTRIP  FREE  ON  CARIBBEAN, 
MEXICAN,  & ALASKAN  CRUISES.  Excellent  group  fares  on 
finest  ships.  Registration  limited.  Pre-scheduled  in  compliance  with 
present  IRS  requirements.  Information:  International  Conferences, 
189  Lodge  Ave.,  Huntington  Station,  N.Y.  11746.  (516)  549- 
0869. 


OTOLARYNGOLOGIST  — Immediate  private  practice  opportu- 
nity available  in  Birmingham,  AL,  as  ENT  specialist  with  major 
multi-specialty  clinic.  Excellent  existing  referral  base  with  good 
growth  potential.  Must  be  Board  Eligible  (Board  Certified  pre- 
ferred). Liberal  benefits  package.  Send  C.V.  to:  Administrator, 
P.O.  Box  C-230,  Birmingham,  AL,  35283. 

Physicians  Signature  Loans  to  $50,000.  Up  to  7 years  to  repay  with 
no  prepayment  penalties.  Use  for  taxes,  consolidation,  investment 
or  any  other  purpose.  Prompt,  courteous  service.  Competitive  fixed 
rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians  Service 
Association,  Atlanta,  GA.  TOLL-FREE  (800)  241-6905.  Serving 
the  Medical  Community  for  over  10  years. 


SEMINARS  — Most  major  ski  areas.  Club  Med,  Disney  World  and 
other  resorts.  Topic:  MEDICAL/LEGAL  and  FINANCIAL  MAN- 
AGEMENT. Accredited.  CURRENT  CONCEPT  SEMINARS, 
INC.  (since  1980),  3301  Johnson  St.,  Hollywood  , FL  33021  (800) 
428-6069.  Fee  $175. 


C.M.S.  the  nations  largest  private  provider  of  contracted 
health  care  in  the  field  of  correctional  medicine  currently  has 
fulltime  and  part-time  practice  opportunities  available  in  the 
Birmingham  and  Montgomery  areas. 

We  are  seeking  physicians  with  a primary  care  background 
to  work  in  our  State  system. 

Physicians  associated  with  C.M.S.  enjoy: 

• No  overhead  expense 

• No  patient  billing  or  collections 

• No  scheduling  difficulties 

C.M.S.  provides: 

• Guaranteed  Income 

• Regular  work  schedule 

• Full  Complement  of  support  personnel 

• Career  Growth  Opportunities 

For  more  detailed  information  on  these  opportunities,  please 
call  Greg  Shafer,  toll  free,  at  1-800-325-4809. 


PHYSICIANS:  OB-GYN’s/General  Surgeons/Intemal  Medicine. 
Practice  opportunities  available  in  southeastern  U.S.  Growing, 
progressive  practices.  Cross  coverage  available.  Must  be  Board 
Eligible  Generous  practice  incentives.  Send  C.V.  to:  Professional 
Relations,  16633  Ventura  Blvd.,  P.O.  Box  1800,  Encino,  CA. 
91436  or  call  (818)990-2000. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Birming- 
ham. Faculty  appointment  with  Family  Practice  Center  at  Universi- 
ty of  Alabama  if  qualified.  Join  established  practice  or  work  indi- 
vidually. Salary  of  $50,000  to  $65,000  guaranteed  until  practice  is 
self-sufficient.  Generous  fringe  benefits  include  life,  disability, 
health,  retirement,  and  malpractice  insurance,  two  weeks  con- 
tinuing education,  and  three  weeks  annual  leave.  All  equipment, 
including  X-ray  and  lab,  furniture,  and  supplies  provided.  Manap- 
ment  services  including  personnel,  payroll,  tax  reports,  and  billing 
provided.  If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation,  P.O. 
Box  1486,  Tuscaloosa,  Alabama  35403,  or  telephone  Frank 
Cochran,  collect  at  758-7545  for  more  information. 
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For  faster  claims  payment, 
count  on  the  card^s  computer. 


And  a terminal  in  your  office  that  con^ 
nects  you  to  Blue  Cross  and  Blue  Shield 
of  Alabama.  Your  claims  are  processed 
faster  and  more  efficiently  for  a better 
cash  flow.  TTieres  nothing  to  sort,  sign 
or  mail.  Just  type  your  claims  into  the 
terminal.  Blue  Cross  and  Blue  Shield 
computer  claims  service  is  dependable, 
easy,  and  cost  effective.  Find  out  more 
about  Blue  Cross  and  Blue  Shield  daily 
computer  claims  service.  In  Birmingham, 
call  988'2588.  Or  write  us  at  Provider 
Services,  Blue  Cross  and  Blue  Shield 
of  Alabama,  450  Riverchase  Parkway 
East,  Birmingham,  Alabama  35298. 
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Mrs.  Art  A.  Stamler 
A-MASA  President 


Don’t  Retire  From  Life 


After  a week  of  dealing  with  and  enjoying  my  four 
grandchildren,  all  under  the  age  of  ten,  I wonder 
whether  I am  fast  approaching  the  stage  of  life  when  I 
will  be  considered  an  Older  American.  I realize  I have 
only  a few  more  years  to  prepare.  Are  my  finances  in 
shape  to  allow  me  to  do  the  things  I have  planned?  Will 
I have  enough  hobbies  to  keep  me  busy? 

And  the  biggest  question  — I wonder  whether  I am 
ready  for  the  health  problems  that  I might  face. 

Where  will  we  retire,  in  a retirement  area  or  in  a 
place  I have  enjoyed  living  most  of  my  life,  Alabama? 
I’ve  seen  so  many  older  Americans  just  sitting,  waiting 
to  die.  After  we  retire  Art  and  I have  a lot  of  skills  we 
will  want  to  use.  As  the  AMA’s  new  slogan  goes,  we 
don’t  want  to  retire  from  life,  we  want  to  share  our 
experience  with  our  children,  our  grandchildren,  and 
our  community. 

The  newest  program  of  the  Medical  Auxiliary  is  to 
plan  community  service  that  will  help  us  meet  these 
needs. 


Almost  28  million  Americans  are  now  over  the  age 
of  65 . By  the  year  2030  the  number  of  older  Americans 
may  increase  to  65  million.  Because  of  this  growth, 
there  is  an  increased  need  for  services  that  will  allow 
older  Americans  to  lead  healthy,  productive  lives. 

In  response  to  this  need,  the  AMA  Auxiliary’s  1985- 
86  Shape  Up  For  Life  campaign  will  focus  on  “Com- 
munity Service  for  the  Older  American.’’ 

In  Alabama,  we  have  appointed  a new  health  proj- 
ects committee  to  help  with  our  programs.  State  and 
county  auxiliary  members  will  undertake  a variety  of 
service  programs  designed  to  improve  the  quality  of  life 
of  the  older  American  in  their  counties. 

We  plan  to  emphasize  community  service  for  the 
older  American  and  we  will  promote  programs  in  such 
areas  as  nutrition,  physical  fitness,  safe  use  of  medi- 
cines, accident  prevention  and  programs  that  will  en- 
able older  folks  to  have  contact  with  members  of  the 
younger  generation. 

In  addition,  we  want  to  promote  the  positive  aspects 
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of  aging.  The  public  has  misconceptions  about  what  it’s 
like  to  grow  old.  We  want  people  to  understand  that  the 
older  citizens  of  their  communities  have  a lot  of  living 
to  share.  They  need  the  opportunity  to  share  it  with 
someone  who  cares. 

For  example,  we  live  in  such  a mobile  society  that 
many  children  grow  up  with  no  contact  with  their 
grandparents.  One  possible  project  is  foster  grandpar- 
ents and  foster  grandchildren.  These  older  people  need 
contact  with  friends  from  all  generations. 

At  our  September  board  meeting  and  workshop  some 
ideas  about  older  Alabamians’  needs  were  presented. 
We  had  as  our  guests  a panel  discussion  group  from  the 
Alabama  Commission  on  Aging.  We  also  had  Mrs. 
Ruth  Bailey  from  Talladega  present  a program  on 
“Body  Recall,’’  an  exercise  for  the  handicapped. 

Our  chairman  of  the  committee  dealing  with  pro- 
grams for  older  Americans  is  Mrs.  Lionel  Naylor 
(Chandra),  3810  Highpoint  Dr.  SW,  Decatur,  AL 
35603.  She  can  help  find  programs  to  suit  your  needs. 


In  addition,  the  AM  A is  offering  a brochure  with 
information  on  developing  a project  to  meet  the  needs 
of  older  Americans.  One  copy  of  the  brochure,  which  is 
entitled  “Community  Services  for  Older  Americans,’’ 
is  available  free  of  charge  to  auxiliary  members.  If 
you’d  like  to  distribute  the  brochure  to  interested  mem- 
bers of  the  community,  copies  can  be  purchased  for  $5 
per  hundred.  You  can  request  this  brochure  from  AM  A 
Auxiliary,  535  N.  Dearborn  St.,  Chicago,  IL  60610. 

According  to  Mr.  Emmett  Eaton,  older  persons  in 
Alabama  have  many  needs.  Find  a need  in  your  com- 
munity and  let  us  help  you  fill  it.  It’s  never  too  early  to 
start  planing  for  retirement,  because  although  you  may 
be  retired  from  everyday  work  you  can  never  retire 
from  life. 

X 
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Be  prepared,  Doctor.  More  patients  will  be 
asking  about  colorectal  cancer.  According  to  a 
survey*  conducted  by  the  American  Cancer 
Society,  many  people  would  like  to  receive  more 
information  about  colorectal  cancer,  and  83% 
said  they  would  want  to  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer  can  be 
deteaed  before  symptoms  appear.  The  present 
cure  rate  is  44%.  The  cure  rate  could  be  as  high 
as  75%,  with  early  deteaion  and  appropriate 
management. 

For  asymptomatic  persons  the  Society 
recommends  annual  digital  rectal  examina- 
tion at  age  40  and  over;  at  age  50  and  over, 
an  annual  stool  blood  test,  as  well  as 
sigmoidoscopy  every  three  to  five  years, 


following  two  initial  annual  negative 
sigmoidoscopies. 

We’re  here  to  help.  You  can  reach  us  at  your 
local  American  Cancer  Society  office  or  write 
to  our  Professional  Education  Department 
at  National  Headquarters,  90  Park  Avenue, 

New  York,  NY  10016.  Ask  about  the  Society’s 
Colorectal  Check  program  of  professional  and 
public  education  for  the  early  detection  of 
colorectal  cancer. 


lAAAERICAN 
CANCER 
? SOCIETY® 


‘“Cancer  of  the  Colon  and  Rectum:  Summary  of  Public  Attitude  Survey,”  Ca  33:359-365, 1983  (Nov.-Dee.) 
This  space  contributed  as  a public  service. 


EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


. highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  toilowing  day  A A 


Psychiatrist 

Calitornia 


ii  . . appears  to  have 
the  best  safely  record  of  any 
of  the  benzodiazepines  ff 


Psychiatrist 

Calitornia 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurozepom  HCI/ 
Roche).  If  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 

DALMANE 

flurazepam  HCI/Roche  (g 

sleep  that  satisfies 

15-mg/30-mg 
capsules 


References:  1.  Kales  J,  etal.  Clin  Pharmacol  Ther  /2  691- 
697,  Jul-Aug  1971  2.  Kales  A,  etal.  Clin  Pharmacol  Ther 
18  356-363,  Sep  1975.  3.  Kales  A,  etal  Clin  Pharmacol 
Ther  /9  576-583,  May  1976  4.  Kales  A,  etal  Clin  Pharma- 
col Ther  32  781-7 88,  Dec  1982  5.  Frost  JD  Jr,  DeLucchi 
MR:  J Am  Geriatr  Sac  27  5A] -546.  Dec  1979  6.  Dement 
WC,  etal  BehovMed,  pp  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD  J Clin  Psychopharmacol  3A40-]50,  Apr  1983 
8.  Tennant  FS,  etal:  Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl  Clin  Pharmacol  Ther  21  355-361, 

Mar  1977 


DALMANE* 

flurazepam  FICI/Roche(w 

Before  prescribing,  please  consult  complete  product 
information,  o summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocfurnol  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  hove  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  FICI, 
pregnancy  Benzodiazepines  may  cause  fetal  domage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g . operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  oge 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  tor  those 
patients  on  medication  tor  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness 
staggering,  ataxia  and  falling  hove  occurred,  porticulorly  in 
elderly  or  debilitoted  patients  Severe  sedotion.  lethargy  dis- 
orientation and  coma,  probobly  indicotive  ot  drug  inloleronce 
or  overdosage  have  been  reported  Also  reported  headoche, 
heortburn,  upset  stomoch  nousea.  vomiting  diarrheo  con- 
stipotion.  Gt  pom,  nervousness,  talkativeness  opprehension, 
irritobility,  weakness,  polpitotions,  chest  pains  body  and  joint 
pains  ond  GU  complaints  There  hove  olso  been  rare  occur 
rences  ot  leukopenia  granulocytopenia  sweating  flushes, 
difticully  in  focusing  blurred  vision  burning  eyes  faintness 
hypotension  shortness  of  breoth,  pruritus  skin  rash  dry 
mouth  bitter  toste  excessive  salivation  anorexia  euphono 
depression,  slurred  speech,  confusion,  restlessness  halluci- 
nations, and  elevoted  SGOT  SGPT  total  and  direct  bilirubins 
and  alkaline  phosphatase  ond  paradoxical  reociions,  e g 
excitement  stimulation  and  hyperactivity 
Dosage:  Individuolize  for  moximum  beneticiol  etteci  Adults 
30  mg  usual  dosage  1 5 mg  may  suffice  in  some  polients 
Elderty  or  debilitated  patients  1 5 mg  recommended  iniliolly 
until  response  is  determined 

Supplied:  Copsules  containing  15  mg  or  30  mg  tlurozepom 
HCI 


Roche  Products  Inc 
Manoli,  Puerto  Rico  00701 


*A  FOR  SLEEP 

After  more  than  1 5 years  of  use,  ifs  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning.^  ® And  /oi/Ve  satisfied  by  the  exceptionally 
wide  margin  of  safety^  ® As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  product  information  on  reverse  side. 


DALMANE 

flurazepam  HCI/Roche  (g 

sleep  that  satisfies 


URNAL  OF  THE  MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAMA 


THE  f KANCIS  a.  COUNTwar 

library  of  medicine 

BOSTON,  MA 

& NOV  12  805 


Created  hy  Alabama  physicians  — not 
insurance  executives. 

For  Alabama  physicians — with  your 
common  insurance  problems. 

Operated  by  Alabama  physicians — and 
we  know  who  offers  the  best  coverage  for 
Alabama  physicians . . . 

because  the  feeling  is  Mutual. 


.Mutual 

Assurance 

Scxiety  of  Alabama 


Quick: 

Name  The  Compan 


There  are  many  insurance  companies  doing  business  in 
Alabama.  You  probably  recognize  them  by  their  ad  symbols. 

Physicians  symbolize  Mutual  Assurance . . . Like  Dr.  Jon 
Sanford  of  Fayette,  a member  of  our  Board  of  Directors. 

Mutual  Assurance . . . 


Getting  ahead  in  medicine 
is  an  uphill  dimb. 


Information  for  Authors 
Concerning  Manuscripts 


Manuscripts  should  be^typewritten,  double  spaced 
on  white  paper  8'/2xl  1 inches  with  adequate  margins. 
Two  copies  should  be.subniilted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brief), 
the  author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given;  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  Stylebook! Editorial  Manual,  published  by  the 
AMA,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
When  conflicts  occur  between  usage,  etc. , by  an  author 
and  the  stylebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  v/riters  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Final  authority  on  grammar  is  Webster’s  New  Inter- 
national, Unabridged,  Second  Edition. 

Length  of  Articles:  Articles  should  not  exceed 
3,000  words  (approximately  3-4  printed  pages).  Under 
exceptional  circumstances  only  will  articles  of  more 
than  4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top,  and  the  author’s  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  For  photo- 
graphs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request  by  MASA  Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
cine, The  Medical  Association  of  the  State  of  Alabama. 
P.  O.  Box  1900-C,  Montgomery,  Alabama  36197. 
Telephone  (205)  263-6441,  or  (toll-free  in  Alabama) 
1-800-392-5668. 


For  a MEDKAL/DENTAL  Seminar 


Meetings*  are  scheduled  weekly  in  Steamboat  Springs,  from 
December  10th  through  April  14th  and  are  approved  for 
AMA,  Category  1. 


for  information  taik  «00>525-3402 


or  write  to: 

ASSOCIATION  FOR  CONTINUING  EDUCATION 

P.O.  Box  774168 

Steamboat  Springs,  Colorado  80477 

*Programming  meets  IPS  requirements  for  deductibility  if  the  primary  reason  for  attending  is  educational/professional . 
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MASA  And  The 
Magna  Charta 


In  the  hearings  over  Alabama  called  by  the  State 
Senate  Banking  & Insurance  Committee  in  September 
and  October,  plaintiff  lawyers  raised  any  number  of 
phony  issues,  but  surely  one  of  the  most  tawdry  was  the 
contention  that  physicians  are  out  to  destroy  the  jury 
system  and  fundamental  American  freedoms. 

Having  conjured  up  this  fiction,  trial  lawyers  then 
wrap  themselves  in  the  flag,  hark  back  to  the  precious 
liberties  won  by  Magna  Charta  at  Runnymede  more 
than  700  years  ago,  and  incorporated  in  our  Bill  of 
Rights,  the  first  10  Amendments  to  the  U.S.  Constitu- 
tion. 

There  are  fallacies  in  the  argument:  1 . There  is  noth- 
ing in  the  package  of  tort  reform  legislation  still  being 
shaped  by  MASA  that  in  any  way  abrogates,  dilutes,  or 
alters  the  jury  system.  2.  The  Magna  Charta  did  not 
guarantee  the  right  of  trial  by  jury,  but  was  a vague 
document  that  did  little  more  than  extract  from  King 
John  the  English  Barons’  demands  for  preservation  of 
the  feudal  system.  Centuries  later,  efforts  were  made  to 
read  into  the  document  the  right  of  trial  by  jury  and  of 
habeus  corpus,  but  subsequent  scholarship  dismissed 
that  as  pure  invention. 

The  principal  importance  of  the  great  charter  was 
that  it  became  a watershed  event  for  the  later  establish- 
ment of  constitutional  government  over  monarchy.  It  is 
thus  an  important  symbol  in  the  long  march  against 
tyranny  but  not  an  explicit  one  and  certainly  not,  in  and 


of  itself,  a document  that  directly  benefited  the  com- 
mon man. 

Even  if  you  do  believe  it  contained  all  those  specific 
individual  rights  falsely  imputed  to  it,  Magna  Charta’ s 
chief  relevance  in  the  current  controversy  is  as  an 
argument  in  support  of  MASA’s  tort  reform  efforts. 
The  great  charter’s  principal  importance  in  the  founda- 
tion of  the  American  system  is  that  it  established  for  the 
English-speaking  world  the  right  to  petition  govern- 
ment for  the  redress  of  grievances. 

This  is  what  MASA’s  doing.  To  hear  the  trial 
lawyers  tell  it,  you  would  think  the  Association’s  pro- 
posals are  un-American,  an  outrageous  assault  on 
Western  civilization,  our  own  Bill  of  Rights,  church 
and  state,  motherhood  and  apple  pie. 

Lawyers  are  fond  of  thinking  of  themselves  as  the 
only  true  patriots.  I am  tempted  to  quote  Samuel  John- 
son’s famous  put-down  of  two  centuries  ago,  that  “pa- 
triotism is  the  last  refuge  of  a scoundrel,’’  but  I’ll 
refrain.  Perhaps  a few  of  these  lawyers,  in  their  attempt 
to  portray  themselves  as  the  sole  embodiments  of  the 
rights  of  the  underdog,  will  recognize  the  fountainhead 
by  which  MASA  is  planning  to  petition  government: 
“.  . . When  a long  train  of  abuses  and  usurpations, 
pursuing  invariably  the  same  object,  evinces  a design  to 
reduce  them  under  absolute  despotism,  it  is  their  right, 
it  is  their  duty,  to  throw  off  such  government.  . .’’ 
When  that  became  a keystone  of  the  foundation  of  the 
United  States  more  than  two  centuries  ago,  by  the  way. 
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See  following  page  for  brief  summarii  of  prescribing  information 


SORBITRATE 

(ISOSORHDE  DINITFWE) 

Ptease  consult  full  prescribing  information  before  use.  A summary  follows: 

INDICATIONS  AND  USAGE;  SORBITRATE  (isosorbde  dinitrate)  is  indicated  for  the  treatment 
and  prevention  ot  angina  pectons  All  dosage  forms  of  isosorbde  dinitrate  may  be  used 
prophylactically  to  decrease  frequency  and  seventy  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycerin 

The  sublingual  and  chewaWe  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pectons  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis 

COffTR  AJNOICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites.  Epinephrine  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation 

WARNINGS:  The  benefits  of  SORBITRATE  during  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  estaWished  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deletenous  effects  of  hypotension 

PRECAt/TTONS:  Ger>eral:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
subjects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg.  below  90  mmHg)  Paradoxical  bradycardia  and  increased 
angina  pectoris  may  accompany  nitrate-induced  hypotension  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy 
Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination  Dose  adjustment  of  either  class  of 
agents  may  be  necessary 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur.  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dinitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbde  dinitrate  in  the  management  of  patients  with  angina  pectoris  has  not  been 
determined  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2-week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbde  dinitrate  from  placebo  after  4 weeks  of  therapy  and.  in  open 
trials,  an  effect  seems  detectable  for  as  long  as  several  months. 

Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin. 
Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly 
Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use. 

Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle;  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent 
CarcirK>genesi8,  Mutagenesis,  Impairment  of  Fertility:  No  long  term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug.  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkabe  gross  pathology  in  any  parent  or  offspring  fed 
isosorbde  dinitrate  as  compared  with  rats  fed  a basal-controlled  diet 
Pregnancy  Category  C:  Isosorbde  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women  SORBITRATE  should  be  used  during  pregnancy 
only  If  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
estabished 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related  In  clinical  trials  at  various  doses,  the  following  have  been  observed 
Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent  Cutaneous  vasodilation  with  flushing  may  occur  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%)  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness. pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur  Nausea  and  vomiting  appear  to  be 
uncommon  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates  The  formation  of  methemoglobn  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin. 

DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  2.5  to  5 mg.  for  chewabe  tablets,  5 mg.  for  oral  (swallowed) 
tablets.  5 to  20  mg.  and  for  controlled-release  forms.  40  mg 
SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose 
In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  blood  pressure 

The  initial  dosage  of  subingual  or  chewabe  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours.  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined  The  oral 
controlled-release  forms  of  isosorbide  dinitrate  should  not  be  chewed 
DOSAGE  FORMS  AVAILABLE:  Subingual  Tablets  (2  5. 5. 10  mg).  Chewable  Tablets  (5. 10  mg), 
Oral  Tablets  (5, 10. 20. 30. 40  mg);  Sustained  Action  Tablets  (40  mg) 
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one  who  put  his  name  to  the  document  was  Benjamin 
Rush,  M.D. 

The  malpractice  crisis  has  imposed  an  absolute  des- 
potism on  American  medicine.  Far  from  being  a move- 
ment to  suppress  the  rights  of  others,  the  tort  reform 
movement  all  over  the  country  is  an  eloquent  demon- 
stration of  an  American  determination  to  resist  the 
tyranny  that  malpractice  litigation  has  become. 

At  the  Senate  hearings  the  trial  lawyers  also  pro- 
tested to  the  heavens  that  a malpractice  trial  is  nothing 
more  than  the  holy  search  for  truth.  But,  as  many 
responsible  jurists  have  noted,  the  adversarial  system 
has  reached  the  point  of  abuse  that  truth  is  the  LAST 
thing  that  might  be  expected  to  arise  from  the  distor- 
tions. 

The  excerpts  to  follow  are  from  one  such  alarmed 
look  at  what  the  American  courtroom  has  become.  The 
author  is  Judge  Jerome  Frank,  from  his  chapter  “On 
Lawsuits  as  Inquiries  into  the  Truth,”  from  his  book. 
Courts  on  Trial,  as  quoted  and  reprinted  in  the  two- 
volume  anthology.  The  World  of  Law  by  the  legal 
scholar  Ephraim  London. 

Judge  Frank  says  American  lawsuits  have  moved  far 
away  from  the  “investigatory”  role  to  the  “fight” 
role,  where  adversaries  present  their  client’s  case  in  the 
most  favorable  light  while  withholding  or  suppressing 
any  evidence  that  would  weaken  that  case.  The  result  is 
that  “we  have  allowed  the  fighting  spirit  to  become 
dangerously  excessive”  in  ways  that  lead  to  perver- 
sions of  truth. 

He  quoted  extensively  from  trial  lawyers’  own  text- 
books on  how  to  win  lawsuits  to  prove  that  trickery  and 
beclouding  the  truth  are  basic  strategies.  When  testi- 
mony is  offered  that  weakens  a lawyer’s  case,  he 
routinely  attempts  to  destroy  the  credibility  of  the  wit- 
ness, belittle  what  he  says,  or  to  confuse  the  jury  as  to 
the  relevance  of  the  testimony. 

Judge  Frank’s  scholarly  examination  of  the  trickery 
used  by  trial  lawyers  is  much  too  long,  detailed  and 
horrifying  for  synopsis  in  this  space,  but  I commend  it 
to  the  attention  of  physicians,  as  well  as  to  those  trial 
laywers  who  profess  to  be  the  personification  of  virtue. 
Judge  Frank  concludes: 

“In  short,  the  lawyer  aims  at  victory,  at  winning  in 
the  fight,  not  at  aiding  the  court  to  discover  the  facts. 
He  does  not  want  the  trial  court  to  reach  a sound, 
educated  guess,  if  it  is  likely  to  be  contrary  to  his 
client’s  interests.  Our  present  trial  method  is  thus  the 
equivalent  of  throwing  pepper  in  the  eyes  of  a surgeon 
when  he  is  performing  an  operation.” 

Judge  Frank  quotes  one  of  the  most  admired  jurists 
ever  to  occupy  the  bench  in  America,  Learned  Hand, 
who  observed:  “About  trials  hangs  a suspicion  of  trick- 
ery and  a sense  of  result  depending  on  cajolery  or 
worse.” 

And  Judge  Frank  quotes  a leading  teacher  of  law. 
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Corporate  Health  Care: 
A Debate 


In  his  August  column,  as  in  previous  writings 
and  speeches,  Dr.  Michaelson  said  that  the  corpo- 
rate invasion  of  the  health  care  marketplace  may 
be  a blessing  in  disguise.  Corporate  America 
could  well  be  the  medical  profession’ s strongest 
bulwark  against  a federal  take-over.  Dr.  Michael- 
son has  said.  Not  every  physician  agrees,  of 
course.  One  who  does  not  is  a long-time  friend,  R. 
Bob  Mullins,  Jr.,  M.D.,  of  Valley,  Chambers 
County.  His  letter  of  strong  exception  is  printed 
first,  followed  by  Dr.  Michaelson’ s response. 
Since  the  question,  and  this  opening  debate  on  it, 
may  be  crucial  to  the  profession  in  the  years 
ahead,  Alabama  Medicine  welcomes  other  com- 
ments. — Ed. 

September  11,  1985 

Dr.  Julius  Michaelson,  President 
The  Medical  Association  of  the  State 
of  Alabama 

19  South  Jackson  Street 
P.O.  Box  1900-C 

Montgomery,  Alabama  36197-4201 
Dear  Mike: 

I read  your  recent  article  in  the  August  1985  Ala- 
bama Medicine  regarding  bureaucratic  waste  and  in- 


fringement on  medical  practice.  As  you  know,  since 
1964  the  American  Medical  Association  has  pointed 
out  on  numerous  occasions  how  continued  and  ex- 
panded government  intervention  in  the  practice  of 
medicine  would  be  detrimental  to  the  individual  pa- 
tient. The  most  recent  venture  by  government  into  cost 
control  through  the  form  of  DRG  reimbursement  has 
been  the  most  direct  method  to  date  in  which  patient 
care  has  been  directly  jeopardized  by  government  in- 
tervention. 

I must  strongly  disagree,  however,  with  your  conclu- 
sion that  corporations  moving  into  the  health  care  mar- 
ketplace is  our  best  defense  against  bureaucratic  in- 
tervention. Corporate  intervention  would  do  more  to 
undermine  and  destroy  the  private  practice  of  medicine 
in  this  country  than  any  single  government  program 
ever  thought  of  or  anticipated.  The  federal  bureaucracy 
with  all  of  its  waste  and  at  times  seemingly  mindless 
wanderings  is  at  least  responsive  to  public  opinion  and 
the  electorate.  On  the  other  hand,  corporate  decision 
making  is  purely  on  the  basis  of  profit  and  loss.  If 
corporations  determine  that  our  method  of  medical 
practice  is  not  in  the  best  interest  of  corporate  profit, 
then  in  its  own  self  interest,  it  will  take  measures 
necessary  to  change  our  medical  practice. 

One  example  would  be  if  corporations  moved  in  and 
decided  that  four  years  of  medical  education  were  a 
waste  of  time  and  that  surgeons  could  be  trained  in  far 
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less  time  if  you  eliminated  their  understanding  of  phys- 
iology and  pathology  and  simply  taught  them  mechan- 
ical skills.  By  the  same  token,  the  corporation  might 
insist  that  a physician  only  go  to  school  for  one  year  to 
learn  about  the  heart  and  forget  the  rest  of  the  body 
since  it  is  more  expedient  and  cost  efficient  to  examine 
one  body  system  at  a time. 

While  a capitalistic  society  is  tuned  to  the  free  enter- 
prise system  for  corporate  effectiveness  it  is  not  neces- 
sarily tuned  to  a free  enterprise  system  where  medical 
practice  is  concerned.  In  fact,  as  far  as  I know,  this  is 
true  only  in  the  United  States.  Other  capitalistic  econo- 
mies in  the  free  world  most  often  have  some  form  of 
socialized  medicine  to  provide  care  for  their  people.  If 
you  give  a very  hard  look  at  what  industry  is  trying  to  do 
in  terms  of  contracting  patient  care  for  their  employees 
with  various  health  organizations,  they  have  effectively 
limited  the  freedom  of  choice  between  the  patient  and 
the  physician.  Corporations  are  attaining  the  goals 
proposed  by  the  federal  government  in  the  60’ s.  I think 
we  are  naive  to  think  that  private  medical  practice  will 
continue  to  exist  as  is  if  major  corporations  exert  signif- 
icant control  and/or  influence  into  the  health  care  mar- 
ketplace. I doubt  very  seriously  that  in  the  long  run, 
corporate  interests  will  parallel  the  interests  of  free 
enterprise/ private  practice  in  medicine. 

In  the  same  issue  of  Alabama  Medicine  it  is  interest- 
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ing  to  note  that  over  65%  of  the  medical  students  at  the 
University  of  Alabama  who  responded  to  a question- 
naire indicated  that  significant  changes  need  to  be  made 
in  the  present  health  care  system.  Obviously,  other 
groups  in  our  society  feel  the  same.  What  changes  need 
to  be  made  is  yet  to  be  determined,  but  we  can  no  longer 
be  content  to  simply  defend  the  status  quo. 

We,  as  physicians,  should  make  every  effort  to  come 
forth  with  a program  of  cost  containment  that  will  meet 
the  needs  of  American  society.  At  the  same  time  I feel 
we  must  defend  and  preserve  three  basic  elements  of 
medicine  which  have  characterized  the  best  system  of 
health  care  the  world  has  ever  known. 

1 . We  must  preserve  the  right  of  the  patient  to  select 
the  physician  or  method  of  health  care  he  or  she 
desires. 

2.  Medical  education  must  be  retained  in  the  control  of 
the  profession. 

3 . Adequate  care  must  be  available  to  all  members  of 
society. 

Physicians  must  take  active  roles  in  formulating 
programs  to  deal  with  the  threat  of  government  and 
corporate  intervention  and  additionally  expand  our 
roles  in  areas  of  health  care  where  we  have  not  tradi- 
tionally taken  active  parts. 

Sincerely, 

R.  Bob  Mullins,  Jr.,  M.D. 

September  24,  1985 

R.  Bob  Mullins,  Jr.,  M.D. 

14  Medical  Park 
Valley,  Alabama  36854 

Dear  Bob: 

I doubt  that  your  views  and  mine  are  as  far  apart  as 
your  letter  suggests.  I will  concede  that  my  statement  at 
the  end  of  the  August  column,  that  corporate  medicine 
is  our  best  defense  against  government  encroachment 
on  private  practice,  was  neither  precise  nor  complete.  It 
alluded  to  my  earlier,  more  qualified  statements  to  this 
effect:  that  of  all  available  alternatives  to  federal  medi- 
cine visible  in  1985,  corporate  medicine  is  the  only  bloc 
I see  with  sufficient  firepower  to  prevent  the  federal 
juggernaut  from  taking  over  American  health  care. 

It  is  not  that  I distrust  this  profit-driven  system  less 
but  that  I distrust  government  more.  As  you  observe, 
Americans  are  accustomed  to  the  capitalistic  economy 
in  virtually  all  their  affairs,  but  the  profit  system  in 
medicine  seems  strange.  Obviously,  this  is  true.  And 
obviously  it  is  going  to  take  a lot  of  hard  selling  by  big 
business  to  convince  the  public  it  can  be  trusted. 

It  is  difficult  for  me  to  believe  that  your  slippery 
slope  argument  — that  business  ownership  will  be  a 


8 / Alabama  Medicine,  The  Journal  of  MASA 


direct  threat  to  even  minimum  standards  of  medical 
training  — is  viable.  Remember,  when  we  speak  of 
corporate  medicine  we  are  not  speaking  of  a single 
corporation  but  of  many,  each  in  competition  with  the 
other,  each  trying  to  convince  the  public  that  it  is  best. 
The  greatest  corporate  threat  to  medical  education  is 
not,  in  my  view,  the  eagerness  of  free  enterprise  to 
demand  substandard  training,  but  rather  that  the  medi- 
cal education  component  of  health  care  is  endangered 
by  neglect  — by  omission  rather  than  commission. 

But  is  was  anyway.  It  was  threatened  by  the  militant 
campaign  of  American  corporations,  as  purchasers  of 
health  care,  to  cut  their  overhead.  Neglect  is  one  thing, 
but  in  this  era  of  consumerism  the  thought  that  a corpo- 
rate health  care  provider  will  crusade  to  lower  standards 
of  medical  education,  in  a country  where  the  people 
always  demand  the  best  of  everything,  seems  to  me 
far-fetched. 

So  far  as  I know,  the  vast  defense  industry  has  not 
taken  up  arms  against  the  high  training  costs  in  our 
military  system  — the  most  expensive  in  the  world  — 
as  a way  to  eke  out  more  profits  to  itself.  That  would  be 
suicidal.  And  so  far  as  I know.  General  Motors  has  not 
tried  to  economize  on  graduate  engineers  by  demand- 
ing that  American  universities  produce  them  quicker 
and  cheaper. 

Similarly,  I find  it  hard  to  envision  a profit-making 
health  care  company  taking  the  position,  either  alone  or 
in  concert  with  other  like-minded  corporate  owners, 
that  what  the  picky  American  consumer  really  needs  is 
a cheap,  inferior  product,  a 90-day  wonder. 

What  sector  has  done  more  to  advance  educational 
standards  in  our  science  and  engineering  schools  and  in 
our  business  schools?  Has  it  not  been  the  corporate 
sector,  always  demanding  better  and  better?  Has  any- 
one at  Chrysler  or  IBM  demanded  that  the  Harvard 
Business  School  abandon  its  expensive  MBA  program 
and  turn  out  junior  executives  with  a year  or  two  of 
minimal  courses?  Doesn’t  that  sound  preposterous  to 
you?  It  does  to  me. 

No  more  than  you  do  I believe  that  corporate  health 
care  owners  are  the  answer  to  a maiden’s  prayer.  In  an 
ideal  world,  I wouldn’t  want  them  either.  I would  want 
it  the  way  it  was.  But  this  is  not  an  ideal  world.  For- 
profit  medicine  is  here.  The  government  gargantua  is 
here.  As  between  the  two,  as  I have  said  repeatedly  and 
at  some  length,  it  is  corporate  medicine  1 fear  least. 

Just  as  our  country  and  Great  Britain  allied  them- 
selves with  Stalin  and  the  Soviet  Army  in  the  world’s 
fight  for  survival  against  Hitler  and  the  axis  powers,  so 
do  I believe  that  we  need  all  the  powerful  allies  we  can 
get  in  checking  the  advance  of  socialized  medicine. 
They  may  not  be  lily-white,  but  they  are  strong,  and 
they  already  field  a small  army  of  lobbyists  in  Washing- 
ton, ever  alert  to  government  infringements  on  private 
enterprise. 

If,  as  you  say,  the  corporate  sector  has  already 


achieved  what  government  could  not,  doesn’t  this  real- 
ly say  that  if  this  is  a free  market,  we  don’t  like  it?  For 
years  we  have  advocated  the  principles  of  free  enter- 
prise, but  now  that  it  is  here,  you  say  that  free  enterprise 
in  medical  care  won’t  work.  It  may  not;  heaven  knows 
there  are  many  perils  ahead.  I have  said  we  will  have  to 
fight  every  inch  of  the  way.  But  I cannot  see  anything 
other  than  federal  medicine  extirpating  corporate  medi- 
cine from  the  marketplace.  And  it  is  that  specter  I fear 
more  than  I do  the  profit  motive. 

I certainly  agree  with  all  of  your  observations  up  to 
the  point  where  you  express  the  belief,  as  I interpret 
you,  that  the  private  practitioner  can  still  save  us  from 
government  on  the  one  hand  and  capitalism  on  the 
other.  I think  we  can  certainly  affect  the  course  of 
events,  and  I have  repeatedly  advocated  that  we  dedi- 
cate ourselves  to  that.  But  surely  we  must  all  recognize 
now  that  the  primary  control  of  the  health  care  market 
has  passed  from  the  hands  of  the  physician. 

I regret  that;  I wish  it  were  not  so.  But  it  is  the  reality 
and  it  is  the  situation  I was  addressing  in  placing  more 
trust  in  the  kind  of  corporations  that  made  this  country 
what  it  is  than  I have  in  government  itself.  If  I could 
smash  it  all  to  bits  and  reshape  our  world  more  to  the 
heart’s  desire,  I would  do  it.  I would  restore  the  market- 
place of  20  years  ago  — largely  non-profit  and  almost 
totally  controlled  by  the  American  physician. 

Lamentably,  that  day  is  past.  The  choice  we  make 
now  must  be  made  in  the  world  of  now.  And,  in  that 
world,  in  my  opinion,  we  have  a better  chance  of 
preserving  ancient  values  by  making  common  cause 
with  the  kind  of  men  who  built  America’s  wealth  and 
power  rather  than  with  the  Washington  bureaucrats. 

It’s  not  a sure  thing;  I never  said  it  was.  It’s  just  the 
best  hope,  from  my  point  of  view,  that  we  have  among 
the  superpowers  now  on  the  horizon. 


Sincerely 


Julius  Michaelson,  M.D. 
President,  MASA 
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Rehabilitation 

Consultation, 

" Call  a Specialist. 

MIST. 


1 


The  UAB  Spain  Rehabilitation  Center  offers  a complete 
scope  of  rehabilitation  services  for  patients  with  severe 
neuromuscularoskeletal  disorders  or  physical  impairments 
resulting  from  acquired  disease,  congenital  disease  or 
trauma.  The  facility  was  established  in  1964,  and  is  nationally 
recognized  for  excellence  in  rehabilitation  medicine. 

Treatment  is  approached  from  a multidisciplinary 
perspective  utilizing  the  resources  of  specially  trained 
physicians,  physical  and  occupational  therapists,  speech 
therapists,  dietitians,  nurse  clinicians,  pharmacists  and 
psychologists. 

Specialities  of  the  UAB  Spain  Rehabilitation  Center  are: 

■ Spinal  cord  injury  ■ Arthritis  rehabilitation 

rehabilitation  ■ Pulmonary  rehabilitation 

■ Head  trauma  ■ Geriatric  rehabilitation 

rehabilitation  ■ Stroke  rehabilitation 

■ Amputee  rehabilitation  ■ Chronic  pain  management 

■ Neuromuscular-skeletal  ■ Disability  determination 
diseases  rehabilitation  ■ Recreational  therapist 


Medical  Information  Service  via  Telephone 

■ University  of  Alabama  Hospitals 

University  of  Alabama  at  Birmingham 


Answering  the  Trial  Lawyers 

Response  of  the  American  Medical  Association*  to 
the  Association  of  Trial  Lawyers  of  America  Statements 
Regarding  the  Professional  Liability  Crisis 


Over  the  past  several  months  the  Association  of 
Trial  Lawyers  of  America  (ATLA),  which  repre- 
sents the  lawyers  who  bring  medical  malpractice  law- 
suits, has  attempted  to  respond  to  the  growing  consen- 
sus in  this  country  that  problems  in  our  legal  system  are 
in  large  part  responsible  for  the  current  crisis  in  medical 
professional  liability. 

The  response  has  been  to  deny  that  any  crisis  exists, 
to  blame  the  insurance  industry  for  facts  and  events  that 
cannot  be  denied,  and  finally,  to  assert  that  physician 
incompetence  alone  explains  the  disproportionate  in- 
creases in  professional  liability  claims  and  awards. 
Notwithstanding  that  the  Chief  Justice  of  the  United 
States  Supreme  Court,  the  President  of  Harvard  Uni- 
versity and  a host  of  other  distinguished  observers  have 
called  for  major  reforms  in  the  system,  the  trial 
lawyers’  association  finds  no  fault  in  the  legal  system 
and  no  room  for  even  modest  reform. 

Rather  than  joining  in  a genuine  search  for  solutions, 
ATLA  has  responded  with  self-serving  advocacy  — 


*American  Medical  Association,  Special  Task  Force  on  Professional  Liability  and 
Insurance.  August  1985. 


conceding  nothing,  distorting  the  plainest  data,  attack- 
ing without  restraint  the  ethics  and  competence  of  the 
medical  profession. 

A case  in  point  is  the  piece  written  by  ATLA’s 
Thomas  G.  Goddard  entitled  “The  American  Medical 
Association  is  Wrong  — There  Is  No  Medical  Malprac- 
tice Insurance  Crisis’’  which  has  received  wide  circula- 
tion. Because  it  purports  to  be  ATLA’s  definitive  re- 
sponse to  AMA  reports  about  the  professional  liability 
crisis,  and  because  it  is  flatly  wrong  in  so  many  re- 
spects, the  AMA  is  compelled  to  respond  to  it.  De- 
scribed below  are  the  principal  misstatements  which 
ATLA  puts  forward  in  that  paper  followed  by  the  facts 
as  they  can  be  objectively  documented. 

ATLA  Statement:  ATLA  says  “there  is  no  medical 
malpractice  insurance  crisis’’  today.  The  medical  mal- 
practice industry  is  “crying  wolf  ’ now  ‘ ‘just  as  it  did  in 
the  mid-seventies.’’  According  to  ATLA,  the  only  issue 
today  is  whether  “a  corporation  is  not  expanding  as  fast 
as  it  might”  or  that  “an  individual’s  income,  though 
very,  very  high  already,  could  be  higher.” 

The  Facts:  There  is  a crisis  in  professional  liability,  it 
will  get  worse  if  comprehensive  action  is  not  taken,  and 
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it  is  not  simply  a matter  of  physicians’  incomes.  The 
huge  continuing  increases  in  premiums,  suits  and 
awards  are  significantly  and  adversely  affecting  the 
cost  and  availability  of  health  care  in  the  United  States 
today. 

Other  than  ATLA,  no  one  has  seriously  asserted  that 
the  medical  malpractice  industry  cried  wolf  in  the  mid- 
1970s.  During  those  years,  premiums  in  some  special- 
ties rose  almost  500%. ' The  bulk  of  commercial  insur- 
ance carriers  abruptly  and  completely  left  the  medical 
professional  liability  insurance  market.  Insurance  was 
not  available  at  any  price  and  in  a number  of  states, 
there  was  a substantial  withdrawal  of  health  care  ser- 
vices until  relief  came.  Nearly  every  state  passed  some 
type  of  tort  reform  during  this  time.^  Physicians  and 
their  associations  were  forced  to  form  their  own  insur- 
ance companies  in  order  to  maintain  any  coverage  at 
all.  The  majority  of  medical  professional  liability  insur- 
ance carriers  today  are  not-for-profit  physician  owned 
or  medical  association  sponsored  companies  formed  by 
necessity  during  the  crisis  of  the  mid-1970s. 

No  one  cried  wolf  in  the  mid-1970s.  Without  the 
prompt  nationwide  response  of  state  legislators  and 
medical  associations,  access  to  adequate  health  care 
would  have  been  jeopardized  for  much  of  the  country. 

Today,  the  availability  and  affordability  of  profes- 
sional liability  insurance  are  in  serious  question  again, 
and  the  situation  is  again  affecting  the  cost  and  availa- 
bility of  medical  care.^  Insurance  is  not  readily  avail- 
able for  high  risk  specialities.  For  example,  the  carrier 
which  for  many  years  has  provided  insurance  for  some 
750  obstetricians  across  the  country  recently 
announced  that  it  no  longer  will  write  such  insurance  or 
renew  existing  policies.'^  In  Massachusetts,  no  primary 
carrier  writes  medical  professional  liability  insurance, 
and  one  of  the  two  companies  writing  excess  coverage 
has  withdrawn  because  of  the  deteriorating  claims  en- 
vironment. Lloyds  of  London,  the  primary  supplier  of 
essential  reinsurance,  now  publicly  doubts  that  it  will 
ever  again  reinsure  the  once  standard  occurrence 
policy.^ 

For  all  physicians,  premiums  have  increased  by 
44.8%  in  the  last  two  years  alone. ^ Even  in  low  risk 
specialties,  premium  increases  have  been  dramatic. 
General  practitioners  and  physicians  practicing  internal 
medicine  have  experienced  premium  increases  of 
31.4%  and  32.4%,  respectively,  in  the  last  two  years. ^ 
Average  premiums  for  physicians  in  New  York  have 
risen  by  312%  since  1975.*  Neurosurgeons  in  New 
York  face  premiums  of  over  $100,000  a year. 

Premium  costs  for  many  highly  specialized  physi- 
cians now  approach  one-third  of  their  gross  incomes, 
driving  some  physicians  out  of  practice  and  causing 
others  to  reduce  the  provision  of  high  risk  services.  A 
California  Medical  Association  survey  found  that  32% 
of  all  California  ob.stetricians  are  restricting  the  number 
of  deliveries  in  response  to  the  professional  liability 


situation.^  More  than  46%  are  reducing  their  high  risk 
caseload.  The  American  Academy  of  Family  Physi- 
cians reports  that  almost  2 1 % of  family  physicians  have 
reduced  their  obstetrical  practices."  A 1984  study  by 
the  American  College  of  Surgeons  revealed  that  38%  of 
surgeons  refused  to  accept  or  referred  more  cases  be- 
cause of  concerns  about  potential  malpractice  suits.  For 
orthopaedic  surgeons,  the  number  was  over  50%. 
About  25%  of  surgeons  reported  that  they  have  stopped 
performing  certain  operations  because  of  the  risk  of 
lawsuits.*^  Young  physicians  are  now  avoiding  high 
premium  states  when  choosing  a place  to  start  their 
practice.*^ 

Physicians  of  necessity  are  practicing  costly  defen- 
sive medicine  to  protect  against  what  appears  to  them  as 
the  inevitable  lawsuit.  Six  out  of  ten  obstetricians  have 
had  claims  filed  against  them  at  some  time."  Twenty- 
five  percent  of  obstetricians  can  expect  to  have  a claim 
filed  against  them  this  year  alone."  Across  all  special- 
ties, three  times  as  many  claims  are  filed  against  physi- 
cians than  were  filed  ten  years  ago."  Seventy  percent 
of  physicians  now  indicate  that  they  have  altered  the 
way  they  practice  medicine  to  protect  against  law- 
suits." Current  estimates  are  that  medical  costs  related 
to  professional  liability,  including  defensive  medicine, 
accounted  for  20%  to  25%  of  the  $69  billion  spent  on 
physicians’  services  in  1983  — $13.8  to  $17.3 
billion." 

These  facts  clearly  demonstrate  severe  problems  in 
the  delivery  of  medical  care  which  are  directly  attribut- 
able to  the  current  professional  liability  situation.  The 
issue  is  not  simply  one  of  physician  income. 

ATLA  Statement:  Using  $1.5  billion  as  the  total  amount 
paid  by  physicians  in  professional  liability  insurance 
premiums,  ATLA  states  that  medical  malpractice  pre- 
miums are  less  than  one-half  of  one  percent  of  health 
care  costs,”  are  declining  as  a percentage  of  those 
costs,  and  represent  a small  cost  per  citizen  per  year. 

The  Facts:  Total  premiums  paid  for  professional  liabil- 
ity insurance  are  now  at  least  twice  the  $1.5  billion 
figure  ATLA  uses.  Ten  of  the  major  physician-owned 
insurance  companies  do  not  report  premium  informa- 
tion to  ATLA’s  source  and  are  not  included  in  its 
estimate. " ATLA’s  estimate  also  does  not  include  pre- 
miums paid  to  joint  underwriting  associations  (JUAs), 
patient  compensation  funds  (PCFs),  trust  funds  or 
offshore  reinsurance  companies. Nor  does  ATLAs 
figure  include  the  millions  paid  by  physicians  for  liabil- 
ity coverage  for  paramedical  and  non-medical  employ- 
ees^' and  the  huge  amounts  reserved  for  claims  by  the 
large  number  of  hospitals  which  are  self-insured.  The 
actual  figure  paid  in  total  premiums  is  in  the  vicinity  of 
$4  billion. 

In  any  event,  direct  premium  costs  are  only  one  part 
of  the  cost  to  society  of  the  increa.ses  in  claims,  suits, 
settlements  and  awards.  Defensive  measures  taken  by 
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physicians  in  direct  response  to  the  disproportionate 
growth  in  claims  and  awards  may  add  as  much  as  $15 
billion  in  costs  per  year.^^  Taking  just  two  components 
of  defensive  medicine  — additional  time  spent  with 
patients  and  additional  follow  up  visits  — $1.17  billion 
extra  in  costs  for  physician  services  was  paid  in  1984. 
This  amount  is  almost  3 times  the  cost  of  1984  increases 
in  physician  insurance  premiums  ($437  million). 

ATLA’s  use  of  the  average  cost  of  physician  pre- 
miums per  person  in  the  United  States  — even  with 
correct  figures  — is  also  an  inaccurate  indicator  of  the 
costs  of  professional  liability.  First,  the  cost  of  physi- 
cians’ premiums  is  not  distributed  evenly  across  socie- 
ty; it  is  concentrated  on  high  risk  physician  services  and 
those  persons  who  need  them.  Studies  show  that  the 
direct  premium  cost  per  patient  for  a routine  obstetrical 
delivery  may  add  $190,  or  roughly  25%  of  the  average 
charge. For  neurosurgery,  anesthesiology,  ortho- 
paedic surgery  and  other  high  risk  services  the  direct 
costs  of  premiums  are  similarly  high. 

And  quite  apart  from  the  broad  range  of  premiums 
for  particular  specialties,  a substantial  part  of  the 
population  does  not  see  a physician  or  is  not  hospital- 
ized every  year.^^  Dividing  total  annual  health  care 
costs  by  a great  number  of  citizens  who  are  not  actually 
paying  them,  tells  little  about  the  real  burden  of  the 
costs. 

ATLA  is  also  wrong  in  its  statement  that  professional 
liability  premiums  are  rising  at  a lower  rate  than  the  rise 
in  total  health  care  costs.  In  1983,  the  average  premium 
increase  was  22.4%  while  the  nation’s  total  health  care 
costs  rose  by  10.3%.^^  In  1984,  the  average  premium 
increase  was  18.3%,  while  the  nation’s  total  health  care 
costs  increased  by  9.1%.^® 


TABLE  1 

Increases  in  Selected  Costs  Associated  With 
Professional  Liability  Risk  In  1984 


Amount 
of  Increase 
(in  millions) 

Liability  Insurance  Premiums 

$ 437 

Defensive  medicine 

Additional  time  spent  with  patients 

621 

Additional  follow-up  visits 

552 

TOTAL  OF  ITEMS  LISTED 

$1,610 

Source:  4th  quarter  1984  and  2nd  quarter  1983  AMA  Socioeconomic  Monitor- 
ing System  (SMS)  survey. 


ATLA  Statement:  “Medical  malpractice  companies  are 
profitable,  even  if  they  won’t  admit  it.’’  “Malpractice 
insurers  are  doing  better  than  they  would  have  the 
public,  or  the  doctors  they  insure,  believe.’’ 

The  Facts:  It  would  be  far  easier  for  physicians  and 
patients  to  deal  with  the  professional  liability  crisis  if 


insurance  companies  were  clearly  the  villains,  improp- 
erly holding  huge  amounts  of  money  in  excessive  re- 
serves and  accumulating  vast  profits  from  investment 
income.  Physicians  would  simply  petition  the  Depart- 
ments of  Insurance  in  each  state  and  obtain  premium 
reductions. Those  departments  require  complete 
financial  data  from  the  companies  doing  business  in 
their  states  and  they  have  the  power  to  control  premium 
levels. 

Unfortunately,  the  medical  professional  liability  in- 
surance industry  is  not  healthy.  Though  ATLA  uses 
investment  income  data  from  insurance  companies  as 
reported  by  A.M.  Best  Company,  ATLA  does  not 
report  what  Best’s  Insurance  Management  Reports 
concluded  from  the  same  data:  ‘ ‘Medical  malpractice  is 
reaching  the  point  of  no  return  in  terms  of  producing 
investment  income  from  loss  reserves  that  exceeds  the 
underwriting  loss.’’^°  With  loss  ratios  in  the  140  per- 
cent and  150  percent  range,  as  they  were  in  1982, 
“This  business  is  no  success,  claims  made  or  other- 
wise, professionally-sponsored  insurer  or  other- 
wise.’’^' 

ATLA’s  attempt  to  show  hidden  profit  in  the  insur- 
ance industry  by  comparing  premiums  only  to  “paid 
losses’’  is  a transparent  misrepresentation.  The  com- 
parison ignores  the  millions  of  dollars  spent  by  insur- 
ance companies  in  overhead,  in  adjusting  losses,  in 
defending  physicians  against  claims  without  merit  and 
paying  company  expenses  and  taxes.  Most  companies 
close  the  majority  of  the  claims  without  any  indemnity 
payment.  Of  those  claims  that  go  to  trial,  physicians  are 
successful  in  the  majority  of  cases.  No  “paid  loss’’  is 
shown  on  those  claims,  yet  substantial  sums  must  be 
spent  to  investigate  and  defend  them.^^ 

Nor  is  investment  income  from  reserves  a source  of 
hidden  profit.  This  income  is  set  aside  to  cover  future 
loss  payments  and  insurance  rates  are  calculated  on  a 
basis  which,  in  almost  every  state,  explicitly  recog- 
nizes investment  income  in  the  rating  formula.  Filings 
with  state  insurance  departments  show  amounts  re- 
ceived from  investments.^^ 

ATLA  also  incorrectly  discusses  reserves  as  if  they 
were  an  asset,  rather  than  a liability.  When  a reserve  is 
set  up  on  a claim,  it  is  the  assessment  of  what  it  will  cost 
to  settle  that  claim.  As  new  information  is  received  on 
the  claim,  the  reserve  is  adjusted.  When  there  has  been 
an  error  in  establishing  reserves  it  has  generally  been 
inadequate,  not  excessive,  reserves  — as  indicated  in  a 
number  of  insurance  company  surcharges,  insolvencies 
and  other  financial  difficulties  in  recent  years. 

The  experience  of  Employers  Insurance  of  Wausau 
is  illustrative  of  the  “long  tail’’  and  precarious  nature 
of  this  industry.  Employers  insured  the  majority  of 
physicians  in  New  York  for  twenty-five  years,  from 
1949  through  1973.  During  this  time,  the  total  premium 
was  $225,000,000.  Between  1974  and  1984  indemnity 
payments,  excluding  claim  expenses,  were  over 
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$300,000,000.  An  additional  $55,000,000  was  paid  in 
attorney  fees  and  other  expenses.  In  1984  — ten  years 
after  Employers  stopped  writing  insurance  and  collect- 
ing premiums  — loss  payments  were  still  more  than 
$30,000,000.  Over  1,300  claims  remain  unsettled  and 
new  claims  are  being  reported  at  over  200  a year.^^ 
In  1984,  the  physician-owned  insurance  companies, 
operating  in  at  least  36  states  and  the  District  of  Co- 
lumbia, experienced  an  aggregate  underwriting  loss  of 
$385,000,000.^^  When  investment  income  is  taken 
into  account,  their  net  aggregate  loss  is  approximately 
$500  per  insured  physician.  These  results  help  explain 
why  only  2%  of  the  commercial  insurance  industry  has 
remained  in  the  medical  professional  liability  business. 
Not-for-profit  physician  controlled  companies  make  up 
more  than  one-half  of  the  market. 

In  1984,  the  Governor  of  Illinois  appointed  a Task 
Force  on  Medical  Malpractice  consisting  of  leading 
business,  academic  and  political  leaders.  After  months 
of  study,  the  Task  Force  concluded  that  “there  is  no 
market  in  the  insurance  industry  for  malpractice  insur- 
ance.” As  the  report  of  the  Task  Force  states: 

All  statistics  seem  to  indicate  a deteriorating  loss  posi- 
tion for  those  few  companies  left  writing  medical  mal- 
practice insurance  in  the  State  of  Illinois.  There  is  no 
reason  to  believe  that  the  trend  will  somehow  reverse 


itself.  Unless  the  growth  of  loss  and  loss  of  expense 
payouts  are  somehow  inhibited,  rate  increases  will  con- 
tinue far  into  the  future.  When  other  insurance  com- 
panies see  these  results,  they  become  reluctant  to  enter 
or  remain  in  the  medical  malpractice  insurance 
market. 

ATLA  Statement:  “The  average  doctor  pays  a very 
small  percentage  [2.9%]  of  gross  income  for  medical 
malpractice  insurance.”  “The  average  premium  per 
physician  actually  declined  from  1977  to  1981  by 
6.5%. ” 

The  Facts:  The  percentage  of  an  average  physician’s 
gross  income  spent  on  insurance  premiums  as  reported 
by  ATLA  is  wrong.  ATLA  relies  on  a survey  of  physi- 
cian expenses  conducted  by  Medical  Economics, 
which  achieved  a response  rate  of  37.7%,  requested 
expense  data  in  broad  ranges  between  $4,400  and 
$9,000  and  used  an  incomplete  data  collection  process. 
In  extrapolating  a median  from  such  a survey,  experts 
allow  for  an  error  of  as  much  as  $10,000. 

The  expense  figures  reported  by  Medical  Economics 
were  substantially  lower  than  expense  data  collected  by 
the  AMA’s  Socioeconomic  Monitoring  System  (SMS) 
in  a more  scientific  1983  survey  which  was  reported  in 
the  Socioeconomic  Characteristics  of  Medical  Prac- 
tice, 1984,  or  the  “Gray  Book.”  The  Medical  Econo- 
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mics  report  indicated  that  median  physician  expenses  in 
1983  were  $53,410,  down  from  $53,450  in  1982.  The 
Gray  Book  reported  that  median  physician  expenses  in 
1983  w'ere  $67,000,  up  from  $60,000  in  1982.  The 
SMS  survey,  which  achieved  a response  rate  of  over 
60%,  was  based  on  exact  data  rather  than  range  re- 
quests and  expense  reporting  of  items  and  totals  were 
reconciled  to  produce  an  accurate  report.  According  to 
SMS,  professional  liability  insurance  premiums  for 
physicians  in  1984  averaged  $8,400  or  almost  8%  of 
before-tax  income.^* 

In  any  event,  average  premium  information  does  not 
reveal  the  true  nature  of  the  problem.  The  level  of 
premiums  varies  greatly  according  to  physician  charac- 
teristics, particularly  across  physician  specialities  and 
locations.  Premiums  are  substantially  higher  for  surgi- 
cal specialties  and  obstetrics/gynecology.  In  1984  the 
average  OB/GYN  paid  $18,800,  or  over  16%  of  before 
tax  net  income,  on  insurance  premiums  alone. And 
even  these  figures  understate  the  problem  because  they 
include  the  low  premiums  in  states  such  as  Indiana, 
Louisiana  and  Nebraska  where  caps  on  awards  and 
lower  levels  of  coverage  are  already  statutorily  estab- 
lished. That  situation  does  not  prevail  in  most  metropo- 
litan areas  and  large  industrial  states  such  as  New  York, 
Massachusetts,  Texas,  Florida  and  Illinois.  Even  in 
Maryland,  for  example,  some  obstetricians  and  other 
surgical  specialists  are  paying  $42,000  a year  and  more 
for  coverage. Average  premium  data  masks  the  im- 
pact of  the  professional  liability  crisis  on  patients  who 
need  high  risk  procedures. 

Equally  important,  if  premium  increases  continue  to 
drive  the  higher  risk  specialties  from  those  procedures, 
those  services  either  will  not  be  available  or  other 
physicians  who  then  provide  them  will  face  huge  pre- 
mium increases.  The  extraordinary  liability  problem  of 
the  high  risk  specialists  is  a problem  for  every  physician 
and  every  patient.  As  the  Supreme  Court  of  Kansas 
concluded  in  considering  this  very  issue: 

. . . low  risk  practitioners  need  high  risk  specialists  in 
order  to  provide  comprehensive  care  for  all  their  pa- 
tients. Were  insurances  coverage  unavailable  for  the 
specialists  in  high  risk  fields,  the  evidence  indicates 
these  professionals  would  either  leave  the  state  or  would 
soon  quit  the  practice,  causing  a general  decline  in  the 
overall  quality  of  health  care  available  in  this  state. 

Finally,  the  continuing  rate  of  increase  in  insurance 
premiums,  more  than  current  average  levels,  demon- 
strates the  extent  of  the  crisis.  ATLA  states  that  the 
average  premium  paid  per  physician  actually  declined 
by  6.5%  from  1977  to  1981.  That  figure  is  wrong,  and 
it  is  for  an  inappropriate  period.  During  this  time  period 
average  premiums  did  not  decline,  but  rose  at  an  annual 
rate  of  4%."^^  And  even  this  figure  understates  the 
problem.  Between  1976  and  1981,  many  companies 
moved  from  claims-occurrence  to  claims-made  insur- 
ance and  experienced  a one-time,  artificial  savings.'*^ 


The  extent  of  the  current  professional  liability  crisis 
is  most  accurately  revealed  by  current  data.  Average 
expenditures  for  professional  liability  insurance  rose  by 
44.8%  between  1982  and  1984.“^"^  Even  the  Medical 
Economics  survey  cited  the  ATLA  found  that  “[t]he 
only  major  cost  item  that  increased  significantly  in 
1983  was  one  over  which  doctors  have  little  control  — 
spending  on  malpractice  insurance  premiums.  It  went 
up  almost  20  percent.  ’ Most  experts  expect  this  trend 
to  continue. 

TABLE  2 


Average  Expenditures  on  Malpractice  Insurance  Premiums, 
and  as  a Percentage  of  Total  Expenditures  and 
Before  Tax  Net  Income,  1984 


Group 

Average 

Expenditures 

Percent 
of  Total 
Expenditures 

Percent  of 
Before  Tax 
Net  Income 

ALL 

$ 8,400 

9.1% 

7.7% 

Surgical 

13,400 

10.2 

8.8 

OB/GYN 

18,800 

15.7 

16.2 

ATLA  Statement:  According  to  ATLA,  “defensive 
medicine  is  merely  careful  medicine.  It  falls  only  into 
one  of  two  categories;  defensive  medicine  that  im- 
proves the  quality  of  health  care,  which  is  always  to  be 
encouraged,  and  defensive  medicine  which  is  unneces- 
sary treatment  and  is,  therefore,  unethical. 

The  Facts:  ATLA  makes  no  attempt  to  understand 
defensive  medicine.  Most  defensive  medicine  — the 
ordering  of  additional  tests,  the  performance  of  addi- 
tional procedures,  the  maintenance  of  additional  re- 
cords — will  have  some  value  to  the  patient,  It  is  not, 
therefore,  unethical. The  problem  and  the  waste  lie  in 
the  fact  these  activities  are  of  only  marginal  value  in 
most  cases,  not  enough  value  to  justify  the  time  and 
expense  in  a world  where  resources  are  limited  and 
expensive.  Defensive  medicine  serves  primarily  to 
validate  a clinical  judgment  in  which  the  physician 
already  has  adequate  confidence.  It  is  a reaction  to  the 
now  quite  real  possibility  that  a malpractice  claim  will 
be  made  by  a dissatisfied  patient  and  that  the  physi- 
cian’s decision  will  have  to  withstand  the  hostile, 
biased  and  microscopic  hindsight  of  a plaintiff’s 
lawyer. 

A study  being  conducted  by  the  AMA’s  Center  for 
Health  Policy  Research  indicates  that  defensive  medi- 
cine is  practiced  by  the  typical  physician  as  a response 
to  rising  professional  liability  litigation,  not  merely  by 
a special  subgroup  of  previously  “careless”  physi- 
cians. After  adjusting  for  differences  in  a variety  of 
physician  characteristics  which  might  be  associated 
with  defensive  medicine,  a positive  and  highly  signifi- 
cant relationship  exists  between  the  number  of  claims 

continued  on  page  21 
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When  selecting  other  once-daily  agents,  physicians  may  have  to  compromise 
either  their  choice  of  beta  blocker  or  diuretic.  With  INDERIDE®  LA,  physicians 
have  the  agents  most  widely  prescribed  worldwide— INDERAL®  and  hydro- 
chlorothiazide—with  the  convenience  of  once-daily  dosage. 

24-hour  blood  pressure  control  with  the 
broad  benefits  of  INDERAL  (propranolol  HCI) 

The  controlled-release  delivery  system  of  INDERIDE  LA  provides  24-hour  beta 
blockade  and  the  broad  cardiovascular  benefits  of  INDERAL  with  a single  daily 
dose.  Compliance  is  enhanced  because  once-daily  administration  fits  easily  into 
patient^  d^y  routines. 

Plus  standard-release  hydrochlorothiazide, 
the  thiazide  of  choice  for  comfortable 
morning  diuresis 

Hydrochlorothiazide  is  the  world’s  most  widely  prescribed  antihypertensive 
diuretic.  When  taken  in  the  morning,  INDERIDE  LA  provides  conifortable 
morning  diuresis.  Each  dosage  strength  of  INDERIDE  LA  contains: 

-one  of  the  three  most  widely  prescribed  dosage  strengths  of  INDERAL*  LA— 

80  mg,  120  mg,  or  160  mg  and 

—an  established,  effective  daily  dose  of  standard-release  hydrochlorothiazide— 

50  mg 
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BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 

INDERIDE^  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL«  LA)  and 


HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

No  455— Each  INDERIDE*  LA  80/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL^  LA)  80  mg 

Hydrochlorothiazide  50  mg 

No  457— Each  INDERIDE*  LA  120/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL*LA)  120  mg 

Hydrochlorothiazide  50  mg 

No  459— Each  INDERIDE*  LA  160/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL*  LA)  160  mg 

Hydrochlorothiazide  50  mg 


INDERIDE  LA  is  indicated  in  the  management  of  hypertension 

This  fixed-combination  drug  is  not  indicated  for  initial  therapy  of  hypertension.  If 
the  fixed  combination  represents  the  dose  titrated  to  the  individual  patient's  needs, 
therapy  with  the  fixed  combination  may  be  more  convenient  than  with  the  separate 
components. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL*): 

Propranolol  is  contraindicated  in  1)  cardiogenic  shock  2)  sinus  bradycardia  and  greater  than 
first  degree  block,  3)  bronchial  asthma.  4)  congestive  heart  failure  (see  WARNIN(3S)  unless  the 
failure  is  secondary  to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide: 

Hydrochlorothiazide  is  contraindicated  in  patients  with  anuna  or  hypersensitivity  to  this  or  other 
sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®): 

CARDIAC  failure  Sympathetic  stimulation  may  be  a vital  component  supporting  circulatory 
function  in  patients  with  congestive  heart  failure  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in  overt  congestive 
heart  failure  if  necessary  they  can  be  used  with  close  follow-up  in  patients  with  a history  of 
failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic 
blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE  continued  use  of  beta  blockers 
can  in  some  cases,  lead  to  cardiac  failure  Therefore  at  the  first  sign  or  symptom  of  heart 
failure  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely  or  propranolol  should  be  discontinued  (gradually  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore  when  discontinuance  of  propranolol  is  planned,  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition  when  propranolol  is 
prescribed  for  angina  pectoris  the  patients  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice  If  propranolol  therapy  is  interrupted 
and  exacerbation  of  angina  occurs  it  usually  is  advisable  to  remstitute  propranolol  therapy 
and  take  other  measures  appropriate  for  the  management  of  unstable  angina  pecion^ 
Since  coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follovvlfeafec^  ‘ 
advice  in  patients  considered  at  risk  of  having  occult  atherosclerotic  headd'sgiase’ wh^r© 
given  propranolol  for  other  indications. 

. W-/ ' ^ ^ 

THYROTOXICOSIS  Bela  blockade  may  mask  Gertein  clinical  |igfis  of  h|^erthyroidism 
Therefore  abrupt  withdrawal  of  propranolol  may  be  fdtoiyed  by:an}e)aii|rbaTron  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  PropranolSdpes  r^tfislf^fhyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYto^CWE,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  wa?fl&pTaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  maior  surgery  is  controversial  It  should  be  noted,  however  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)-  -PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD.  IN  GENERAL.  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodiiation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  msulm-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
adjust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous 
elevation  of  blood  pressure 
Hydrochlorothiazide: 

Thiazides  should  be  used  with  caution  in  severe  renal  disease  In  patients  with  renal  disease 
thiazides  may  precipitate  azotemia  In  patients  with  impaired  renal  function,  cumulative  effects 
of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipi- 
tate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®): 

GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  impaired  hepatic  or  renal 
function  Propranolol  is  not  indicated  for  the  treatment  of  hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  lNTERA(jTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine,  should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity, 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 


CARCINOGENESIS,  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
monih  studies  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  lumongemc  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised 
when  propranolol  is  administered  to  a nursing  mother 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide: 

GENERAL  Periodic  determination  of  serum  electrolytes  to  detect  possible  electrolyte  im- 
balance should  be  performed  at  appropriate  intervals 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance  namely  Hyponatremia  hypochloremic  alkalosis  and  hypokalemia 
Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the  patient  is 
vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis  may  also 
influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of  mouth,  thirst, 
weakness  lethargy  drowsiness,  restlessness  muscle  pains  or  cramps,  muscular  fatigue 
hypotension,  oliguria,  tachycardia  and  gastrointestinal  disturbances  such  as  nausea  and 
vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present, 
or  during  concomitant  use  of  corticosteroids  or  ACTH 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use 
of  potassium  supplements  such  as  foods  with  a high  potassium  content 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilulional  hypo- 
natremia may  occur  in  edematous  patients  in  hot  weather  appropriate  therapy  is  water 
restriction  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatremia  is 
life-threatemng  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy  of  choice  • 
Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  m certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased  decreased  or  unchanged 
Diabetes  melhtus  which  has  been  latent  mayfflecome  manifest  during  thiazide  administration 
If  progressive  renal  impairmert^comes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy  A* 

Thiazides  may  decrease  seruJ|PBI  without  signs  of  thyroid  disturbance 
Calcium excretionisdecfBasedty  thlAzl^s  Pathologic  changes  m the  parathyroid  gland 
with  hypercalcemia  and  hypophosmatemiigttiave  been  observed  m a few  patients  on  pro- 
longed thiazide  therapy.  Tfie  comfijlp  corr^cations  of  hyperparathyroidism,  such  as  renal 
lithiasis.  bone  fesorpticn,  dnd  ui^fflion  have  not  been  seen  Thiazides  should  be 

discontinued  before  carryinacM  tests  for^^rathyroid  function 

DRUG  INTERACTtt^NS’ I hiazide  drugs  may  increase  the  responsiveness  to  lubocurarine 
The  antifwperten^ve  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
ipatient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is 
not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 
' ^ PREGNAN(JY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  in 
€:ord  blood  The  use  of  thiazides  m pregnancy  requires  that  the  anticipated  benefit  be  weighed 
against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  jaundice 
thrombocytopenia  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult 
NURoING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential  the  patient  should  stop  nursing 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS 
Propranolol  hydrochloride  (INDERAL®): 

Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  required  the  withdrawal  of 
therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension paresthesia  of  hands  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
lime  and  place  short-term  memory  loss  emotional  lability,  slightly  clouded  sensorium.  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  Nausea  vomiting,  epigastric  distress,  abdominal  cramping  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence and  Peyronies  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipa- 
tion, jaundice  (intrahepatic  cholestatic  jaundice),  pancreatitis,' sialadenitis 

Central  Nervous  System  Dizziness  vertigo,  paresthesias,  headache  xanthopsia 
Hematologic  Leukopenia,  agranulocytosis,  thrombocytopenia  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or 
narcotics) 

Hypersensitivity  Purpura,  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis),  fever,  respiratory  distress,  including  pneumonitis,  anaphylactic 
reactions 

Other . Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm,  weakness,  restless- 
ness, transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced 
or  therapy  withdrawn 
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filed  against  the  physician  and  a variety  of  defensive 
medicine  responses.  This  association  is  independent  of 
any  physician  practice  characteristics.”^* 

ATLA  Statement:  “Health  care  costs  are  causing  in- 
creased malpractice  costs,  not  the  other  way  around.” 

The  Facts:  Malpractice  awards  have  risen  at  a substan- 
tially higher  rate  than  has  the  cost  of  health  care  in 
general.  From  1979  to  1983  the  overall  cost  of  health 
care  rose  at  an  average  annualized  rate  of  1 3.4%”*^  Over 
the  same  period  of  time,  malpractice  awards  rose  at  an 
average  annualized  rate  of  24.7%  — nearly  twice  the 
rate  of  increase  for  the  cost  of  health  care.^®  In  1975  the 
average  verdict  was  $94,947.  In  1984,  it  was 
$338,463.^*  The  rising  costs  associated  with  profes- 
sional liability  clearly  play  a significant  role  in  raising 
the  cost  of  health  care  in  general. 

Moreover,  if  it  were  true  that  the  rising  cost  of  health 
care  generally  were  the  sole  cause  of  higher  malpractice 
awards,  the  same  increases  in  awards  would  appear  in 
other  kinds  of  personal  injury  litigation.  But  awards  for 
the  same  kinds  of  injuries,  for  example  those  from 
automobile  accident  cases,  are  substantially  lower  than 
medical  malpractice  awards. 


TABLE  3 

1984  Annual  Professional  Liability  Premiums 
by  Region 


A verage 

Premium  per  Physician* 

ALL  PHYSICIANS 

$8,400 

Region 

Northeast 

9,600 

North  Central 

7,800 

South 

7,400 

West 

9,300 

*lncludes  only  non-federal  patient  care  physicians,  excluding  residents. 
Source:  Socioeconomic  Monitoring  System  1985  Second  Quarter  Survey 


ATLA  Statement:  “The  cause  of  malpractice  litigation 
is  medical  negligence.”  As  support  for  this  statement, 
ATLA  relies  on  a study  in  the  1973  Report  of  the  HEW 
Secretary’s  Commission  on  Medical  Malpractice  which 
estimated  that  one  in  fifteen  severe  injuries  resulting 
from  possible  medical  negligence  led  to  malpractice 
claims. 

The  Facts:  Malpractice  does  occur  and  it  can  and 
should  be  reduced.  But  the  causes  of  the  explosion  in 
malpractice  claims  and  litigation  bear  little  relation  to 
the  incidence  of  actual  negligence.  Most  malpractice 
claims  do  not  involve  negligence.  Insurance  industry 
statistics  indicate  that  the  majority  of  claims  are  closed 
without  any  indemnity  payment.  When  cases  go  to 
trial,  plaintiffs  recover  less  than  half  of  the  time. 


Though  it  relies  on  the  HEW  Commission  study, 
ATLA  fails  to  report  the  Commission’s  findings  that 
54%  of  actual  closed  malpractic  claims  were  ''not 
legally  meritorious  in  terms  of  liability.  (emphasis 
added) 

ATLA  has  misused  the  HEW  Commission  study  on 
unreported  claims  in  other  respects.  The  study  involved 
the  review  of  approximately  800  randomly  selected 
patient  records  in  two  hospitals.  The  two  reviewers 
identified  62  cases  which  were  determined  to  involve 
iatrogenic  injuries;  of  those,  28  were  found  to  be  minor 
and  another  19  were  major  but  temporary.  The  study 
did  not  track  actual  claims.  The  figures  presented  were 
a projection  of  the  small  number  of  cases  based  on  the 
number  of  discharges  in  the  year. 

Typical  of  the  credibility  of  ATLS’s  assertions, 
ATLA  does  not  mention  that  the  authors  of  this  study 
themselves  describe  its  findings  as  “tenuous”  and  ex- 
pressly warned  about  its  limitations.  They  stated  that 
their  projections  “must  be  considered  rather  tenuous 
for  two  reasons:  (1)  the  quantity  of  data  . . . and 
(2)  the  reviewers  themselves  were  not  highly  confident 
in  their  rating  of  the  cases  in  which  the  injuries  were 
ascribed  to  negligence. An  injury  can,  of  course, 
result  from  many  causes  unrelated  to  negligence,  in- 
cluding the  patient’s  own  conduct. 

Moreover,  by  all  objective  evidence  the  quality  of 
medical  care  and  of  the  provider  of  medical  care  have 
greatly  improved  over  the  past  decade.  Most  malprac- 
tice suits  originate  from  alleged  negligence  in  the  hos- 
pital. Yet  although  the  number  of  surgical  operations 
grew  62%  and  hospital  admissions  increased  by  one- 
fifth  between  1972  and  1981,  in-hospital  mortality 
rates  fell  substantially.^^  The  mean  in-hospital  death 
rate  of  patients  who  underwent  a total  hip  replacement 
in  a national  sample  of  521  hospitals  was  6%  in  1972; 
by  1981,  the  rate  was  4.3%,  even  though  orthopaedic 
surgeons  operated  on  a much  higher  percentage  of 
elderly  patients.  The  death  rate  of  patients  who  under- 
went coronary  bypass  surgery  fell  from  1 1 .2%  to  4.5% 
during  this  time.  Deaths  even  declined  between  1972 
and  1981  for  patients  undergoing  such  very  low  risk 
procedures  as  cataract  surgery,  delivery,  hysterectomy 
and  mastectomy. Over  the  past  three  decades,  the  risk 
of  death  attributable  to  anesthesia  has  dropped  from 
about  1 in  3,000  to  1 in  10,000.^^ 

Quality  of  care  has  not  declined.  The  irony  is  that 
given  the  volume  and  mix  of  procedures  physicans  now 
perform,  physicians  are  better  able  to  help  patients  but 
are  at  greater  risk  of  litigation  than  ever  before. 

Indeed,  although  removing  incompetent  physicians 
is  a paramount  goal  of  the  medical  profession,  the  fact 
is  that  most  professional  liability  lawsuits  are  filed 
against  “the  most  highly  selected,  highly  trained  and 
skilled  members  of  the  medical  profession”^*  in  the 
peak  of  their  careers. Malpractice  premiums  are  the 
highest  in  the  most  highly  trained  specialties. 
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ATLA  is  at  its  most  reckless  when  it  attacks  physi- 
cian competence.  ATLA  says  that  “consistently  negli- 
gent physicians”  or  “repeaters”  have  “a  substantial 
impact  on  losses  paid.”  In  support  of  this  statement, 
ATLA  cites  a California  study  reported  in  Medical 
Economics  which  showed  that  “.6%  of  Los  Angeles 
physicians  accounted  for  10%  [228]  of  all  claims  and 
30%  of  all  payments.”  In  fact,  as  Medical  Economics 
and  the  researchers  themselves  reported  but  ALTA  did 
not,  “virtually  none  of  228  cases  involved  actual  negli- 
gence. Almost  all  were  described  [by  the  researchers] 
as  ‘bad  accidents’  that  couldn’t  be  forecast  on  the  basis 
of  the  physician’s  past  history  or  his  use  of  questionable 
procedures.”^®  Similarly,  date  from  the  Florida  Medi- 
cal Malpractice  Closed  Claim  Reporting  System  found 
that  by  removing  all  physicians  with  two  paid  claims  or 
more,  the  total  number  of  claims  would  be  reduced  by 
no  more  than  5%.  Only  seventy  of  the  1 ,728  physicians 
studied  — about  4%  — had  more  than  two  paid 
claims.^' 

Data  collected  by  The  Inter-Insurance  Exchange  of 
New  Jersey  over  five  years  about  its  7,079  insured 
physicians  showed  that  only  509  physicians,  or  less 
than  10%,  were  found  to  have  had  a fully  chargeable 
claim.  Of  all  its  insureds,  only  45  — or  less  than  .5%  — 
qualified  for  the  surcharge  which  the  company  assesses 
based  on  claim  involvement.  The  company’s  data  also 
showed  that  18%  of  the  insureds  accounted  for  72%  of 
the  indemnity  payments,  but  that  only  19  physicians 
had  two  claims  leading  to  losses  of  $100,000  or  more. 
Only  two  physicians  had  three  claims  of  $100,000  or 
more.^^  While  it  is  true  that  a few  claims  account  for 
disproportionately  high  payments  repeat  offenders  are 
clearly  not  the  problem.  If  the  opposite  were  true, 
insurance  companies  could,  and  would,  stem  their  loss- 
es by  not  insuring  those  physicians. 

The  actual  causes  for  the  increase  in  medical  profes- 
sional liability  claims  are  many.  A recent  public  opin- 
ion survey  indicated  that  the  increasing  number  of 
lawsuits  are  related  to  a growing  awareness  that  people 
can  sue,  the  desire  to  make  money  from  lawsuits, 
encouragement  by  lawyers  and  publicity  about  large 
awards. But  perhaps  the  major  cause  is  the  public’s 
belief  that  perfect  results  can  be  guaranteed  in  medical 
care.  As  Arnold  Malcolm  wrote  in  the  New  York 
Times,  “Two  decades  of  medical  advances  have  con- 
ditioned parents  to  think  that  any  problem  can  be  solved 
with  the  right  machine,  technique  or  doctor. Physi- 
cians and  the  media  are  partly  at  fault  for  allowing  these 
expectations.  Society  must  understand  that  the  practice 
of  medicine  involves  great  risks,  risks  that  exist  without 
any  negligent  conduct  and  risks  which  cannot  be  elim- 
inated if  physicians  are  to  continue  to  aggressively  seek 
to  find  cures. 

ALTA  Statement:  “The  proposals  of  the  medical  indus- 
try are  simply  special  interest  legislation.” 


The  Facts:  The  physician  in  America  today  is  not,  as 
ATLA  says,  a “medical  industrialist.”  Physicians  bear 
a responsibility  to  their  patients  unique  among  all  rela- 
tionships in  our  society.  They  practice  medicine  under 
an  ancient  and  revered  code  of  ethics  which  has  no 
comparison  in  the  demands  of  personal  commitment  it 
requires.  Physicians  provide  more  services  to  more 
people  who  are  unable  to  pay  for  them  than  any  other 
group  in  our  society. 

Moreover,  physicians  alone  are  asked  each  day  to 
make  life  and  death  decisions  for  their  patients,  to  do  so 
in  emergency  situations  and  on  the  frontiers  of  complex 
new  technology.  Perhaps  this  is  why  the  public  con- 
tinues to  hold  their  personal  physicians  in  high  regard. 
A 1983  survey  revealed  that  89%  of  the  public  believes 
that  their  doctor  “is  genuinely  dedicated  to  helping 
people,”  84%  felt  that  their  doctor  “is  usually  up  to 
date  on  the  latest  advances  in  medicine,”  83%  think 
that  their  doctor  “takes  a genuine  interest  in  them,” 
79%  believe  their  doctor  “is  available  in  an  emergen- 
cy,” and  71%  find  that  “their  doctor’s  fees  are  usually 
reasonable.”®^ 

Physicians  do  carry  a special  responsibility  in  our 
society  and,  when  the  legal  system  begins  to  seriously 
interfere  with  those  responsibilities,  change  in  the  sys- 
tem must  be  addressed.®®  Change  is  needed  not  to 
protect  the  “special  interest”  of  physicians  but  to  pro- 
tect the  interest  of  everyone  in  access  to  affordable, 
high  quality  medical  care. 

TABLE  4 


Mean  In-Hospital  Mortality  of  Patients  Undergoing 
Selected  Surgical  Procedures,  United  States 


Procedures 

Mean  (%) 
1972  1981 

Hip  arthroplasty 

6.0 

4.3 

Coronary  bypass  surgery 

11.2 

4.5 

Morbid  obesity  surgery 

5.6 

1.7 

Cataract  surgery 

0.2 

0.1 

Delivery 

0.2 

0.0 

Hysterectomy 

0.3 

0.2 

Mastectomy 

0.8 

0.3 

Nephrectomy 

3.1 

5.9 

Spinal  fusion 

1.0 

0.8 

Source:  Sloan,  et  al.  (1984) 


In  addition,  the  system  does  not,  in  fact,  deal  with 
physicians  fairly.  In  a landmark  study  of  the  Jury  sys- 
tem released  this  month  by  the  Rand  Corporation’s 
Institute  for  Civil  Justice,  (based  on  an  analysis  of 
9,000  civil  jury  cases  in  Cook  County,  Illinois,  be- 
tween 1960  and  1979),  the  Institute  found  that  medical 
malpractice  defendants  received  unequal  treatment. 
The  study  reported: 

Jurors  seemed  even  more  sympathetic  to  plaintiffs  in- 
jured by  medical  malpractice.  Observed  malpractice 
awards  were  large  (five  time  those  in  injury-on-property 
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cases)  but  not  apparently  because  plaintiffs  claimed 
particularly  severe  injuries.  In  fact,  the  differences  be- 
tween malpractice  and  other  awards  were  not  reduced 
when  we  adjusted  for  injuries.  Rather,  our  analyses 
suggested  that  among  plaintiffs  with  the  same  injury,  a 
malpractice  plaintiff  received  an  award  five  times  the 
size  of  an  award  to  an  injury-on-property  plaintiff  and 
almost  twice  as  large  as  the  award  to  work  injury  or 
product  liability  plaintiff.  Plaintiffs’  and  defendants’ 
characteristics  also  did  not  explain  the  size  of  malprac- 
tice awards.  Malpractice  defendants  were  primarily  in- 
dividuals (doctors)  and  nonprofit  organizations  (mostly 
hospitals),  types  of  defendants  who  in  other  case  types 
paid  smaller  awards  than  corporate  or  governmental 
defendants. 

Yet  even  though  the  legal  system  has  a unique  impact 
on  physicians  and,  ultimately,  on  patient  access  to 
medical  care,  no  reform  proposed  by  the  AM  A could 
not,  and  should  not,  be  extended  to  all  personal  injury 
lawsuits.  Most  students  of  our  tort  system  believe  that 
reform  is  badly  needed  across  the  board,  and  for  plain- 
tiffs as  well  as  defendants.  As  Derek  C.  Bok,  President 
of  Harvard  University,  stated  in  a report  to  the  Board  of 
Overseers  of  Harvard  College: 

The  blunt,  inexcusable  fact  is  that  this  nation,  which 
prides  itself  on  efficiency  and  justice,  has  developed  a 
legal  system  that  is  the  most  expensive  in  the  world,  yet 
cannot  manage  to  protect  the  rights  of  most  of  its 
citizens.^* 

The  current  system  generally  provides  the  injured  pa- 
tient with  less  than  300  of  the  insurance  premium  dollar 
paid  for  patient  injury.  The  current  system  provides  a 
wildly  erratic  compensation  for  the  same  types  of 
injury. It  takes  the  current  system  an  average  of  four 
years  for  lawsuits  to  be  decided.™ 

The  recommendations  of  the  AMA  Task  Force  in- 
clude a wide  spectrum  of  reforms  aimed  at  improving 
the  efficiency  of  the  liability  resolution  system.  Profes- 
sional liability  actions  are  the  place  to  start  because  the 
unfairness  and  inefficiency  of  the  legal  system  are 
acutely  focused  there.  As  one  authority  has  stated; 

The  determination  in  a malpractice  case  of  a health  care 
provider’s  fault  requires  complex  and  unpredictable 
litigation  which  attempts  to  unravel  the  often  largely 
unknown  mysteries  of  causation  of  injury  and  illness 
and  to  determine  the  appropriateness  of  treatment  proc- 
edures about  which  even  experts  are  often  bitterly  di- 
vided. The  process  is  lengthy,  and  the  results  are  erra- 
tic. Some  injured  patients  recover  nothing.  Some  re- 
ceive less  than  fair  compensation,  some  recover 
amounts  far  in  excess  of  their  actual  losses.  Large 
portions  of  the  awards  depend  on  subjective  and  emo- 
tional considerations.  The  results  are  often  fortuitous, 
yet  society  pays  high  costs  for  operating  this  unsatisfac- 
tory lottery.’’ 

The  American  Medical  Association  proposed  sever- 
al tort  reforms  that  can  be  effective.  Many  of  the  re- 


forms, such  as  periodic  payments,  reasonable  statutes 
of  limitations  and  alternatives  dispute  resolution 
methods,  were  ignored  by  ATLA.  The  three  which 
were  criticised  in  the  ATLA  paper  are  discussed  below. 

ATLA  Statement:  ATLA  says  no  limits  should  be  placed 
on  awards  for  pain  and  suffering  damages.  Awards  for 
pain  and  suffering  are  needed  compensation  and  the 
jury  system  has  fairly  and  accurately  determined 
appropriate  amounts  for  pain  and  suffering  damages. 

The  Facts:  The  recommendations  of  the  AMA’s  Task 
Force  propose  a limit  on  non-economic  damages  of  a 
quarter  of  a million  dollars.  A patient  injured  by  mal- 
practice would  be  compensated  fully  for  all  amounts 
necessary  for  wage  loss,  rehabilitation,  medical  care, 
custodial  care  and  any  and  all  other  economic  losses. 
Only  the  part  of  the  award  for  pain  and  suffering,  a 
totally  unverifiable  amount  usually  based  on  emotional 
appeal,  is  restructured  in  any  way. 

Evidence  demonstrates  that  pain  and  suffering 
awards  are  a principal  cause  of  grossly  distorted  ver- 
dicts in  professional  liability  cases.  For  example,  in 
Florida,  although  only  2.7%  of  all  injury  claims  receive 
compensation  for  pain  and  suffering  in  excess  of 
$100,000,  the  pain  and  suffering  component  in  these 
few  cases  accounts  for  almost  80%  of  total  verdicts 
over  $100,000.  In  fact,  the  2.7%  of  claims  with  pain 
and  suffering  over  $100,000  account  for  about  40%  of 
the  total  indemnity  paid  to  all  malpractice  claimants.’^ 
Substantial  abuse  of  the  pain  and  suffering  award  by 
juries  occurs.  One  example  is  the  case  reported  in  the 
February  28,  1985  edition  of  Massachusetts  Lawyers 
Weekly.’^  While  performing  an  inspection,  a member 
of  the  cleaning  crew  fell  into  a chamber  and  was  fatally 
injured.  He  died  30  minutes  later.  In  the  lawsuit,  the 
decedent’s  estate  alleged  that  the  employer  should  have 
known  of  the  hazard.  The  jury  awarded  his  estate 
$2,600,000,  including  $900,000  for  the  decendent’s  30 
minutes  of  pain  and  suffering.  His  wife  had  remarried 
four  and  one-half  months  after  his  death. 

Professor  Jeffrey  O’Connell,  a leading  expert  in  the 
tort  system,  has  concluded  that  “although  damages  for 
nonpecuniary  loss  for  pain  and  suffering  gained  recog- 
nition under  the  negligence  action,  the  underpinning  of 
nonpecuniary  damages  seems  less  appropriate  when 
applied  to  inadvertently  inflicted  injuries.”^’’  And  Pa- 
tricia Danzon,  an  economist  who  has  devoted  much  of 
her  career  to  the  study  of  medical  professional  liability, 
believes  compensation  for  non-economic  damages 
should  be  eliminated: 

I a]  wards  should  be  restructured  to  eliminate  compensa- 
tion for  pain  and  suffering  . . . |t|he  tort  system  should 
provide  compensation  for  loss  of  earning  capacity  (after 
tax)  and  for  reasonable  medical  expenses,  rehabilitation 
and  other  monetary  cost.  Pain,  suffering  and  other  non- 
monetary losses  arc  very  real  losses,  but  money  cannot 
replace  them.  That  is  why  most  do  not  choose  to  in.sure 
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against  them,  and  the  tort  system  should  not  force  us 
to75 

Strong  precedent  exists  for  limiting  awards  for  pain 
and  suffering.  Most  no-fault  automobile  insurance  leg- 
islation restricts  recovery  for  these  damages, and  no 
pain  and  suffering  is  awarded  under  workers’  com- 
pensation statutes. 

ATLA  Statement:  There  should  be  no  “immunity  of 
doctors  from  punative  damages  for  malicious,  immoral, 
wanton,  willful,  or  reckless  acts.” 

The  Facts:  Punitive  damages  are  designed  to  punish 
malicious,  willful  or  reckless  conduct  when  no  other 
punishment  mechanism  exists.  Physicians  do  not  pur- 
posely or  willfully  injure  patients  and  physicians  are 
subject  to  discipline  by  state  licensing  boards  and 
through  other  peer  review  mechanisms.^*  A physician 
who  is  incompetent  or  engages  in  reckless  or  improper 
behavior  can,  and  should,  be  prevented  from  practicing 
medicine  by  the  state  medical  board.  The  AM  A seeks 
no  special  protection  for  physicians,  only  the  use  of  the 
appropriate,  and  less  costly,  mechanism  for  discipline. 
The  AMA  is  proposing  federal  legislation  to  ensure 
adequate  financing  and  staffing  of  medical  boards  so 
they  are  able  to  fulfill  this  responsibility.^^ 

In  addition,  punitive  damages  are  uniquely  in- 
appropriate in  medicine.  Physicians  do  not  deliver  a 
standarized  product.  Each  patient  is  unique  and  each 
clinical  decision  recognizes  this  individuality.  Physi- 
cians, therefore,  do  not  make  and  are  unable  to  make 
the  kinds  of  risk  assumption  and  cost/benefit  decisions 
that  have  been  used  to  justify  punitive  damage  awards 
against  manufacturers  or  industries. 

ATLA  Statement:  “Government-imposed  restrictions 
on  attorneys’  fees’’  are  unfair  and  will  deprive  plaintiffs 
of  their  rights  to  sue. 

The  Facts:  Under  the  contingent  fee  system,  lawyers 
can  receive  as  much  as  one-third  to  one-half  of  their 
client’s  award,  regardless  of  the  time  devoted  to  the 
case,  and  over  and  above  expenses  incurred  in  manag- 
ing the  case.  This  system  is  unfair  and  costly.  It  too 
often  produces  windfalls,  it  takes  too  much  away  from 
the  victim’s  compensation  and  common  sense  tells  us 
that  it  encourages  inappropriate  litigation  and  excessive 
verdicts.  Chief  Justice  Warren  Burger  has  criticized  the 
use  of  contingency  fees  and  has  called  for  their 
reexamination.*^^  Some  regulation  is  essential. 

ATLA  suggests  that  the  contingency  fee  screens 
non-meritorious  cases.  In  addition  to  screening  non- 
meritorious  cases,  the  contingency  fee  also  screens 
others  with  merit.  Professor  Arnold  J.  Rosoff,  of  the 
Wharton  School,  University  of  Pennsylvania,  noted: 

Not  only  are  there  claims  and  recoveries  which  are 
unjustified,  there  are  also  many  meritorious  malpractice 
claims  that  are  never  pursued  because  the  patients  in- 
volved cannot  secure  legal  representation.  This  is  espe- 


cially true  of  smaller  claims  where  the  lawyers’  share  of 
the  limited  recovery  possible  is  too  small  to  make  it 
worthwhile  to  undertake  the  representation.*' 

The  AMA  is  not  calling  for  abolition  of  the  contin- 
gency fee.  It  can  serve  a valuable  function  in  providing 
access  to  courts.  Under  the  AMA’s  proposed  legisla- 
tion the  attorney  could  receive  a fee  of  over  $87,000 
when  the  award  is  $300,000.  Above  $300,000,  a 10% 
limit  would  be  imposed.  In  addition,  an  attorney  who 
believes  the  statutory  fee  is  inadequate  could  petition 
the  court  to  allow  a greater  fee.  Many  states  have 
already  enacted  similar  limits  on  fees  at  the  upper 
reaches  of  the  award. 

In  a 1984  public  opinion  survey,  52%  of  the  respon- 
dents said  that  limiting  attorneys’  fees  in  malpractice 
cases  was  definitely  a good  idea  and  another  36%  said  it 
was  probably  a good  idea.*^  Limits  on  attorneys’  fees 
are  common  outside  of  professional  liability  actions.  In 
workers’  compensation  cases,  federal  tort  claims 
actions,*^  and  civil  rights  cases, *'^  attorneys  fee  limits 
are  imposed.*^  The  contingency  fee  mechanism  as  a 
system  of  payment  for  legal  services  exists  primarily  in 
the  United  States.  It  is  considered  illegal  and  unethical 
in  the  practice  of  law  in  England,  France,  Germany, 
Canada,  Belgium,  Italy,  Switzerland  and  India. *^ 

ATLA  Statement:  Elimination  of  the  collateral  source 
rule  penalizes  the  foresighted  and  shifts  “the  cost  of 
carelessness  away  from  the  careless  and  to  the  innocent 
victims  ...” 

The  Facts:  AMA’s  proposed  modification  of  the  col- 
lateral source  rule  would  simply  prevent  a windfall  to 
the  person  who  can  afford  additional  insurance.  When  a 
medical  bill  has  already  been  paid  by  a collateral 
source,  the  patient  should  not  be  paid  again  for  the  same 
expense.  These  often  multiple  recoveries  are  ultimately 
paid  by  everyone.  Those  who  are  entitled  to  place  liens 
for  awards  provided  to  their  beneficiaries  generally  do 
not  do  so,  but  AMA’s  proposal  does  not  in  any  way 
restrict  that  right.  Financial  responsibility  remains  on 
the  negligent  party. 

Conclusion 

In  the  reports  Professional  Liability  in  the  80s,  the 
American  Medical  Association  presented  credible  evi- 
dence from  reliable  sources  to  demonstrate  that  medical 
professional  liability  is  again  at  a crisis  stage.  Most 
lawyers  and  the  majority  of  objective  observers  agree 
with  that  assessment.  Many  lawyers  are  cooperating 
with  physicians,  public  officials  and  legislators  to  ar- 
rive at  solutions.  The  United  States  Congress  and  vir- 
tually every  state  legislature  have  before  them  a variety 
of  plans  to  relieve  the  crisis.  ATLA’s  self-serving 
attacks  on  the  medical  profession  do  not  advance  the 
discussion  of  the  problem. 

Physicians,  and  the  patients  they  serve,  are  plainly 
suffering  today  because  of  the  professional  liability 
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situation.  The  medical  profession  is  squarely  facing  the 
aspects  of  professional  liability  that  it  can  control.  It  is 
calling  for  tougher  discipline  when  incompetence  is 
found  and  it  is  expanding  efforts  to  understand  the 
causes  of  professional  liability. 

It  is  time  for  ATLA  to  look  candidly  at  the  legal 
system  and  its  flaws  and  to  join  the  rest  of  society  in 
making  compensation  for  injuries  caused  by  negligence 
a fair  and  prompt  process.  0 
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p.9. 

American  Medical  Association.  Center  for  Health  Policy  Research,  1985. 
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avoid  certain  high  risk  patients.  American  Journal  of  Psychiatry,  142:437.  April  1985. 

American  Medical  Association,  Center  for  Health  Policy  Research.  1985. 
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Professional  Liability  in  the  80s.  supra  note  31.  at  12. 

Peterson,  Mark  A.,  Compensation  of  Injuries:  Civil  Verdicts  in  Cook  County, 
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Sloan,  et.al.  (1984);  Florida  Medical  Association,  1985. 

Journal  of  Health  Care  Technology,  1985. 
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ALZHEIMER’S  DEMENTIA 


Cure  of  the  disease  is  still  out  of  reach. 
In  as  devastating  a condition  as  this, 
even  the  most  modest  relief  of 
symptoms — or  for  that  matter  keeping 
them  from  getting  worse  or  merely 
slowing  their  intensification — is  a 
great  contribution  to  patient  and  family. 

HYDERGINE®  LC  (ergoloid  mesylates)  is 
indicated  for  patients  over  age  sixty 
who  manifest  signs  and  symptoms  of 
idiopathic  mental  decline.  It  appears 
that  individuals  who  respond  to 

HYDERGINE  LC  therapy  are  those  who 
would  be  considered  to  suffer  from 
some  ill-defined  process  related  to 
aging  or  to  suffer  from  some 
underlying  condition  such  as 
Alzheimer’s  dementia. 

Before  prescribing  HYDERGINE  therapy,  the  possibility  that  the  patient’s  signs  and 
symptoms  arise  from  a potentially  reversible  and  treatable  condition  should  be 
excluded.  In  addition,  because  the  presenting  clinical  picture  may  evolve  to  suggest 
an  alternative  treatment,  the  decision  to  use  HYDERGINE  therapy 
should  be  continually  reviewed. 

HYDERGINE®  LC 

(ergoloid  mesylates) 
liquid  capsules,  1 mg 

THE  ONLY  PRODUCT  INDICATED  FOR  ALZHEIMER’S  DEMENTIA. 


C t96S  S«n<k>2.  Inc 
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Indications:  Symptomatic  relief  of  signs  and 
symptoms  of  idiopathic  decline  in  mental  capacity 
(i.e.,  cognitive  and  interpersonal  skills,  mood,  self- 
care,  apparent  motivation)  in  patients  over  sixty. 
It  appears  that  individuals  who  respond 
to  HYDERCINE  therapy  are  those  who  would 
be  considered  clinically  to  suffer  from  some 
ill-defined  process  related  to  aging  or  to  have  some 
underlying  dementing  condition,  such  as  primary 
progressive  dementia,  Alzheimer’s  dementia,  senile 
onset,  or  multi-infarct  dementia.  Before  pre- 
scribing HYDERGINE®  (ergoloid  mesylates),  the 
physician  should  exclude  the  possibility  that  signs 
and  symptoms  arise  from  a potentially  reversible 
and  treatable  condition,  particularly  delirium  and 
dementiform  illness  secondary  to  systemic  disease, 
primary  neurological  disease,  or  primary 
disturbance  of  mood.  Not  indicated  for  acute  or 
chronic  psychosis  regardless  of  etiology  (see 
Contraindications). 

Use  of  HYDERGINE  therapy  should  be  continually 
reviewed,  since  presenting  clinical  picture  may 
evolve  to  allow  specific  diagnosis  and  specific  alter- 
native treatment,  and  to  determine  whether  any 
initial  benefit  persists.  Modest  but  statistically 
significant  changes  observed  at  the  end  of  twelve 
weeks  of  therapy  include:  mental  alertness,  confu- 
sion. recent  memory,  orientation,  emotional  labil- 
ity, self-care,  depression,  anxiety/fears,  cooperation, 
sociability,  appetite,  dizziness,  fatigue,  bother- 
some(ness).  and  overall  impression  of  clinical 
status. 

Contraindications:  Hypersensitivity  to  the  drug; 
psychosis,  acute  or  chronic,  regardless  of  etiology. 
Precautions:  Because  the  target  symptoms  are  of 
unknown  etiology,  careful  diagnosis  should  be 
attempted  before  prescribing  tTt'DERGINE  (ergo- 
loid mesylates)  preparations. 

Adverse  Reactions:  Serious  side  effects  have  not 
been  found.  Some  transient  nausea  and  gastric 
disturbances  have  been  reported,  and  sublingual 
irritation  with  the  sublingual  tablets. 

Dosage  and  Administration:  1 mg  three  times  daily. 
Alleviation  of  symptoms  is  usually  gradual  and 
results  may  not  be  observed  for  3-4  weeks. 

How  Supplied:  HYDERCINE  LC  (liquid  capsules); 
1 mg,  oblong,  off-white,  branded  “HYDERGINE  LC 
1 mg”  on  one  side,  “A"  other  side.  Packages  of  100 
and  500.  (Encapsulated  by  R.  R Scherer,  N.A., 
Clearwater,  Florida  33518). 

HYDERGINE  (ergoloid  mesylates)  tablets  (for 
oral  use);  1 mg,  round,  white,  embossed 
“HYDERGINE  1”  on  one  side,  “A”  other  side. 
Packages  of  100  and  500. 

Each  liquid  capsule  or  tablet  contains  ergoloid 
mesylates  USP  as  follows:  dihydroergocornine 
mesylate  0.333  mg,  dihydroergocristine  mesylate 
0.333  mg,  and  dihydroergocryptine  (dihydro- 
alpha-ergocryptine  and  dihydro-beta-ergocryptine 
in  the  proportion  of  2:1)  mesylate  0.333  mg,  repre- 
senting a total  of  1 mg. 

Also  available:  HYDERGINE  sublingual  tablets; 
1 mg,  oval,  white,  embossed  “HYDERGINE"  on  one 
side,  "78-77"  other  side.  Packages  of  100  and  1000. 
0.5  mg,  round. white, embossed  “HYDERGINE  0.5" 
on  one  side,  "1^'  other  side.  Packages  of  100  and 
1000. 


HYDERCINE  liquid;  1 mg/ml.  Bottles  of  100  mg 
with  an  accompanying  dropper  graduated  to  deliver 
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Before  prescribing,  see  package  circular  for  full 
product  information.  hyd-ioss-is 
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Health  and  Health  Insurance;  The  Public’s  View,  Yankelovich,  Skelly  & White, 
Inc.,  Health  Insurance  Association  of  America,  1984. 

” New  York  Times,  December  19,  1984. 

” Physician  and  Public  Attitudes  On  Health  Care  Issues,  American  Medical  Asso- 
ciation, 1984,  p,81 . 

“ ATLA  assigned  a priority  to  the  broad-based  recommendations  of  the  AMA  Task 
Force  in  its  paper.  No  one  else  has  done  so.  Legislation  is  one  of  four  categories  of 
activities  that  must  be  undertaken  to  address  this  complex  issue.  The  other  areas, 
education  and  community  action,  risk  control  and  quality  assurance  and  defense 
coordination  are  equally  important. 

Chin,  A.  and  Peterson,  M.,  Deep  Pockets,  Empty  Pockets,  Rand  Corporation 
Institute  for  Civil  Justice,  1985,  p.54. 

National  Law  Journal,  May  2.  1983. 

^ See  Peterson,  Mark  A.,  supra  note  52. 

™ See  Report  of  the  Secretary’s  Commission  on  Medical  Malpractice,  Appendix, 
p.9;  The  Pace  of  Litigation:  Conference  Proceedings,  Rand  Corporation,  1982;  Man- 
aging the  Unmanageable;  A History  of  Civil  Delay  in  the  Los  Angeles  Superior  Court, 
Rand  Corporation,  1984. 

Abstracted  from  “The  Case  Against  the  Current  Malpractice  System,”  delivered 
by  Jeffrey  O’Connell  at  the  National  Medical  Malpractice  Conference  on  February  21 . 
1984. 

Florida  Medical  Association,  1985. The  1973  Report  of  the  Secretary’s  Commis- 
sion on  Medical  Malpractice  reported  that  3%  of  all  awards  were  over  $ 100,000.  Supra 
note  53,  at  12. 
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O’Connell,  J..  Payment  For  Pain  and  Suffering  Throughout  History,  Insurance 
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Patricia  M.  Danzon,  Committee  on  Labor  and  Human  Resources,  U.S.  Senate, 
July  10,  1984  (S.  Hrg.  98-1039),  pp.  7,  11.  In  addition,  two  of  the  federal  bills  in 
Congress  limit  the  award  for  non-economic  damages.  The  Medical  Malpractice  Re- 
form Act  of  1985,  H.R.  2659  caps  awards  for  these  damages  at  $250,000;  the  Medical 
Offer  and  Recovery  Act  of  1985,  H R.  3084,  eliminates  compensation  for  non- 
economic loss  if  a tender  offer  is  made. 

Wagner,  W.  J.,  Pretium  Dolores  — Pain  and  Suffering,  p.l27. 

In  Canada,  since  1975,  a cap  on  general  damages  of  $100,(100  has  been  imposed 
by  the  Canadian  Supreme  Court.  ’This  amount  has  been  increased  by  mutual  agreement 
between  the  court  and  legal  profession  to  $175,000.  Information  provided  by  Canadian 
Medical  Society,  August  6.  1985. 

The  recommendations  of  the  AMA  reaffirm  its  commitment  to  work  with  govern- 
ment agencies  to  ensure  that  professional  associations  that  actively  engage  in  these 
review  activities  are  not  in  jeopardy  of  an  antitrust  or  other  lawsuit.  Professional 
Liability  in  the  80s,  Report  111,  American  Medical  Association.  March  1985,  p.l6. 

Professional  Liability  in  the  80s,  Report  III,  March  1985,  p.  16.  See  a/ro  National 
Professional  Liability  Reform  Act  of  1985  (AMA  legislative  proposal). 
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1984  (S.  Hrg.  98-1039).  p.32. 
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Shifting  May  be  Curtailed,  American  Bar  Association  Journal,  September  1984,  p.46. 
In  addition,  the  rules  of  the  circuit  courts  in  several  jurisdictions  impose  limits  on 
attorney  fees. 

**  Speiser,  S.M.,  Attorneys’ Fees,  Section  2:1,  1973, p.  82.  In  addition,  two  of  the 
federal  medical  liability  bills  currently  before  Congress  limit  attorney  fees. 
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Once-daily  INDERAL  LA 
(propranolol  HCI)  for 
smooth  blood  pressure 
control  without  the 
potassium  problems 
of  diuretics 
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for  the  carcJiovascular 
benefits  of  the  world's 
leading  beta  blocker 
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Once-daity 

^'‘"V,!^f/lNDERAL  LA 

(PROPRANOLOLHCI) 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 
INOERAL'  LA  brand  ol  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  IS  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  Ihe  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80, 120.  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rale  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of 
INDERAL  tablets  The  lower  AUCs  tor  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially 

INDERAL  LA  should  not  be  considered  a simple  mg  lor  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  ol  Iwo  to  four 
limes  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output.  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  read|usts  to  or  below  the  pretreatment  level  with  chronic 
use  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  Ihe  oxygen  requirement  of  the  heart  at 
any  given  level  of  effort  by  blocking  Ihe  catecholamine-induced  increases  in  the  heart  rate, 
systolic  blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic 
pressure  and  systolic  ejection  period  The  net  physiologic  effect  of  beta-adrenergic  blockade 
IS  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and 
increased  work  capacify 

In  dosages  greater  than  required  for  beta  blockade,  INDERAL  also  exerts  a quinidine-like 
or  anesthetic-iike  membrane  action  which  affects  the  cardiac  action  potential  The  signifi- 
cance of  Ihe  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  fhe  brain 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  of  pafhologic  or 
funcfional  changes,  sympathetic  activity  is  detrimental  lo  the  patient  But  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital  For  example,  in  patients  with  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm 
Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  Ihe  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock.  2)  sinus 
bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma.  4)  congestive  heart 
failure  (see  WARNINGS)  unless  Ihe  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympalhelic  slimulation  may  be  a vilal  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure.  Ihe  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INOERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarcfion,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  fherapy  withouf  the  physician's  advice  It 
INDERAL  therapy  is  interrupted  and  exacerbation  ol  angina  occurs,  if  usually  is  advis- 
able lo  reinstitute  INDERAL  Iherapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  slimuli  may  augment  the  risks  of  general  anesthe- 
sia and  surgical  procedures 
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INDERAL  (propranolol  HCI).  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta- 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g , 
dobutamine  or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe 
hypotension  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with 
b0t3  block©rs 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more 
difficult  to  adjust  the  dosage  of  insulin 

THYROTOXICOSIS  Bela  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  alter  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  alter  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  lold  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  lo  a return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  adminislered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day.  there  was  no  evidence  of  significant 
drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage 
levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  lo  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  IS  administered  to  a nursing  woman 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have 
rarely  required  the  withdrawal  of  Iherapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension, paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  shcrt-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory,  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence, and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablefs  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  IS  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  tor  mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood  pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a tew  days  to  several  weeks 

ANGINA  PECTORIS — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level.  Ihe 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safely  of  dosage  exceeding  320  mg  per  day  have  not  been  established 

It  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks 
(see  WARNINGS) 

MIGRAINE— Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose.  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE— At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  tor  use 
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AM  A Chairman  Meets  With  Board  of  Censors;  Group 


The  malpractice  litigation  crisis  dominated  deliberations 
of  the  Board  of  Censors  during  the  long,  hot  summer  of 
1985.  The  blue  skies  of  October  brought  no  surcease  from 
the  subject.  These  pictures  were  taken  at  the  regular  monthly 
meeting  of  the  Board  Oct.  17,  Chairman  W.  Earle  Riley, 
M.D.,  presiding  (No.  1). 

Board  members  discussed  Topic  A and  several  other  fed- 
eration matters  with  an  honored  guest,  William  S.  Hotch- 
kiss, M.D.,  (No.  2),  Chairman  of  the  AMA  Board  of  Trus- 
tees. With  the  assistance  of  Mr.  Steve  Seekins,  AMA  Vice 
President  of  Public  and  Federation  Relations,  Dr.  Hotchkiss 
covered  a wide  range  of  issues  deeply  concerning  physicians 
across  the  country.  He  confirmed  that  the  malpractice  litiga- 
tion epidemic  was  uppermost  at  the  moment  among  the 
concerns  of  virtually  every  society. 

Jack  Hyman,  M.D.,  (No.  3),  Chairman  of  MASA’s  Tort 
Reform  Committee  (CTR),  reported  to  the  Board  that  con- 
tributions to  the  CTR  for  its  political  action  passed  the 
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$200,000  mark  with  the  two  checks  for  $5 ,000  each  received 
that  day  from  Mr.  James  S.  Isom  (No.  5),  President  of  the 
Medical  Group  Management  Association  of  Alabama,  and 
Gordon  H.  Doss  (No.  6),  President  of  the  Birmingham 
Chapter  of  the  Medical  Group  Management  Association. 
Mr.  Isom  is  also  Administrative  Vice  President  of 
Orthopedic  Surgeons,  East,  of  Birmingham;  Mr.  Doss 
serves  as  Executive  Administrator  of  the  Comprehensive 
Cancer  Center,  UAB.  Medical  Group  Management  is  an 
international  association  of  people  in  medical  practice  man- 
agement. The  $10,000  contributed  by  the  two  levels  of  the 
organization  was  in  furtherance  of  its  belief  in  sound  fiscal 
management  of  medical  practice,  enhancing  medical  effi- 
ciency and  productivity,  and  addressing  public  and  profes- 
sional issues  with  a potential  for  influencing  the  effective 
delivery  of  medical  care. 
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Management  Backs  Tort  Reform  With  $10,000 
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In  picture  No.  4,  Dr.  Hotchkiss  and  MASA  President 
Julius  Michaelson,  M.D.,  respectfully  disagree  in  one  of  the 
subjects  covered  in  the  diverse  discussion.  In  keeping  with 
the  federation’s  spirit  of  reason  and  compromise,  each 
yielded  an  inch  or  two  and  ended  up  within  negotiable 
parameters. 
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AIDS  — Part  II: 

Part  II:  Opportunistic  infections,  malignant  neoplasms, 
clinical  presentation,  diagnosis,  management, 
prevention,  treatment  and  prognosis 

LeRoy  F.  Harris,  M.D.* 

Gilbert  M.  Kinzer,  M.D.t 
Robert  A.  Serio,  M.D.t 


Opportunistic  Infections 

The  most  common  opportunistic  infections  in  AIDS 
are  pneumocystis  pneumonia,  oral  and  esophageal 
candidiasis,  disseminated  cryptococcal  disease  and 
cryptococcal  meningitis,  toxoplasmic  encephalitis, 
disseminated  cytomegalovirus  infection,  ulcerative 
mucocutaneous  Herpes  simplex  infection,  Epstein- 
Barr  virus  infection,  disseminated  Mycobacterium 
avium-intracellulare  disease,  intestinal  crypto- 
sporidiosis*®  and  recurrent  and  disseminated 
salmonellosis.**  Frequently  multiple  infections  occur 
simultaneously  and  infections  often  relapse.*® 
Pneumocystis  carinii  is  the  most  common  cause  of 
pneumonia  in  patients  with  AIDS  and  can  present  as  an 
acute,  fulminant  process  or  an  insidious,  subacute  ill- 
ness. Patients  almost  invariably  are  dyspneic  and  fe- 
brile and  exhibit  a nonproductive  cough.  Arterial  blood 
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gases  reveal  hypoxemia  and  a diffuse  reticulogranular 
or  interstitial  pattern  is  seen  on  chest  radiograph.  Di- 
agnosis is  accomplished  at  bronchoscopy  by  bronchial 
washing,  brushing  or  lavage  or  by  transbronchial  lung 
biopsy.  Open  lung  biopsy  also  is  diagnostic.  Treatment 
is  with  either  trimethoprim-sulfamethoxazole  (20  mg/ 
kg/day  of  trimethoprim  and  100  mg/kg/day  of  sul- 
famethoxazole) or  pentamidine  (4  mg/kg/day)  for  at 
least  14  days.  Adverse  reactions  to  trimethoprim- 
sulfamethoxazole  are  common.*® 

Candidiasis  is  a well  recognized  infection  of  im- 
munosuppressed  hosts  and  in  AIDS  victims  most  com- 
monly is  located  on  the  oropharyngeal  mucosa  and 
esophagus.  Lesions  appear  as  gray  or  white 
pseudomembranes  and  ulcers  and  may  antedate  other 
serious  infections.*^  The  lesions  cause  sore  throat  and 
retrosternal  pain  with  eating  and  result  in  debilitation 
by  interfering  with  nutrition  and  fluid  intake.  Diagnosis 
is  achieved  by  observing  the  typical  gross  appearance 
and  by  finding  characteristic  fungal  forms  on  potassium 
hydroxide  preparation  or  Gram’s  stain.  *^  Oropharyn- 
geal candidiasis  is  treated  with  oral  nystatin  (5  x 10^ 
units  q 4 h),  clotrimazole  lozenges  (one  q 4 h),  oral 
ketoconazole  (100-200  mg  q 12  h)  or  intravenous 
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amphotericin  B (0.6  mg/kg/day)  for  7-10  days.  The  last 
two  regimens  also  are  appropriate  therapy  for  Candida 
esophagitis. 

Cryptococcal  meningitis  is  a common  complication 
in  AIDS  and  often  is  part  of  a disseminated  process 
infecting  blood,  bone  marrow  and  liver."*  Patients  dis- 
play fever,  headache,  change  in  sensorium,  seizures, 
ataxia,  nausea  and  vomiting.  Isolation  of  cryptococcus 
in  spinal  fluid  or  other  involved  tissue  is  diagnostic. 
Preferred  therapy  consists  of  intravenous  amphotericin 
B (0.3  mg/kg/day)  combined  with  oral  flucytosine  (150 
mg/kg/day)  for  six  weeks,  however  recurrences  are 
common. 

Toxoplasmic  encephalitis  is  probably  the  most  com- 
mon central  nervous  system  (CNS)  infection  in  AIDS, 
especially  in  Haitians,  and  toxoplasma  involves  the 
CMS  more  frequently  in  AIDS  patients  than  in  any 
other  immunosuppressed  group.  Most  infections  are 
thought  to  represent  reactivation  of  a latent  infection. 
Manifestations  include  fever,  altered  sensorium,  sei- 
zures and  focal  neurologic  deficits.  The  diagnosis  is 
suggested  by  finding  single  or  multiple  contrast  en- 
hancing mass  lesions  on  computed  tomographic  ex- 
amination but  is  difficult  to  prove  serologically  because 
AIDS  patients  fail  to  develop  rising  or  high  antibody 
titers.  Confirmation  of  the  diagnosis  requires  demon- 
stration of  the  tachyzoite  in  tissue  or  isolation  of  the 
organism  after  intraperitoneal  mouse  injection.  Oral 
pyrimethamine  (25  mg/day)  administered  with  oral  sul- 
fadiazine (6  to  8 g/day)  constitute  optimal  treatment  but 
complications  such  as  leukopenia  and  rash  are 
frequent.'^ 

Three  herpesviruses  infect  virtually  all  patients  with 
AIDS.  Cytomegalovirus  has  been  isolated  from  several 
sites  including  throat,  urine  and  blood  and  most  com- 
monly presents  as  pneumonitis,  chorioretinitis  and 
hepatitis.  Herpes  simplex  is  responsible  for  extensive 
genital  and  perirectal  ulcerations  and  stomatitis  and  less 
frequently  esophagitis  and  tracheobronchitis.  Epstein- 
Barr  virus  has  been  detected  from  throat  washings, 
blood  and  lymph  nodes  but  its  clinical  significance  is 
unclear.  The  diagnosis  of  herpesvirus  infection  is 
established  by  a characteristic  histologic  picture  (inclu- 
sion bodies,  multinucleated  giant  cells)  and  by 
culture.'"*  Serologic  studies  infrequently  are  useful  be- 
cause of  failure  of  AIDS  patients  to  mount  adequate 
antibody  responses  and  because  of  spontaneous  fluc- 
tuation of  antibody  titers.  Treatment  of  proven  efficacy 
exists  only  for  mucocutaneous  Herpes  simplex  infec- 
tion and  comprises  intravenous  acyclovir  (5  mg/kg  q 8 
h)  for  7 days.'** 

Infection  with  Mycobacterium  avium-intracellulare , 
a ubiquitous  environmental  saprophyte,  is  common  in 
patients  with  AIDS  and  appears  in  a disseminated 
fashion  causing  fever,  weight  loss  and  malaise.  Detect- 
ing acid  fast  organisms,  frequently  without  an  accom- 
panying granulomatous  respon.se,  in  involved  tissues 


and  blood  intimates  the  diagnosis  which  is  verified  by 
culture.  Although  treatment  of  M.  avium-intracellulare 
in  AIDS  has  been  unsuccessful  to  date,  the  following 
multidrug  regimen  is  advised:  rifampin  (600  mg/day) 
or  ansamycin  (150-300  mg/day)  depending  on  the 
organism’s  sensitivity,  clofazimine  (100  mg  tid), 
ethambutol  (25  mg/kg/day)  for  6 weeks  then  15  mg/kg/ 
day),  ethionamide  (250  mg  bid  to  qid)  and  streptomy- 
cin (15  mg/kg/day  intramuscularly).  Streptomycin  is 
administered  for  60  days  and  the  other  agents  are  con- 
tinued for  a minimum  of  2 years. 

Cryptosporidium,  an  intestinal  protozoan  parasite,  is 
a recently  recognized  human  pathogen.  While  causing 
self-limited  diarrhea  in  people  with  normal  immune 
function,  it  is  responsible  for  severe,  unrelenting  di- 
arrhea, weight  loss  and  malnutrition  in  AIDS  patients. 
The  diagnosis  is  achieved  by  detecting  oocysts  on  mi- 
croscopic examination  of  intestinal  biopsies  or  on  mod- 
ified acid-fast  staining  of  fecal  samples.  Effective  treat- 
ment of  cryptosporidiosis  in  humans  has  yet  to  be 
identified.'^ 

Salmonellosis  is  one  of  the  few  bacterial  infections 
which  plagues  patients  with  AIDS.  Although  found  in 
other  hosts  with  defective  T-cell  function,  salmonello- 
sis in  AIDS  possesses  several  unique  features  including 
infection  almost  exclusively  with  Salmonella  typhi- 
murium,  a high  incidence  of  bacteremia  and  persistence 
and  relapse  of  bacteremia  despite  appropriate  anti- 
microbial therapy.  Treatment  with  parenteral  ampicil- 
lin  or  chloramphenicol  is  preferred  to  the  use  of 
trimethoprim-sulfamethoxazole  because  of  the  adverse 
reactions  associated  with  administration  of  the  latter 
antibiotic  in  AIDS  patients.  Following  parenteral  ther- 
apy, long-term  suppressive  treatment  with  oral  ampi- 
cillin  or  amoxicillin  is  recommended.'^ 

Malignant  Neoplasms 

Two  types  of  malignancy  have  been  associated  with 
AIDS;  Kaposi’s  sarcoma  and  malignant  lymphomas 
including  primary  central  nervous  system  lymphoma, 
non-Hodgkins  lymphoma  and  possibly  Hodgkin’s  dis- 
ease. Prior  to  the  AIDS  epidemic,  Kaposi’s  sarcoma 
was  an  unusual  disease  in  the  United  States,  predomi- 
nantly affected  elderly  men  of  Jewish  and  Mediterra- 
nean descent,  presented  as  red  to  violaceous  macules 
and  nodules  which  were  locally  invasive  and  possessed 
an  excellent  prognosis.  Since  the  appearanceof  AIDS, 
the  incidence  of  Kaposi’s  sarcoma  has  increased  dra- 
matically and  it  involves  approximately  34%  of  AIDS 
patients.  The  tumor  also  behaves  more  aggressively 
with  widespread  lymphatic  and  visceral  lesions  as  well 
as  cutaneous  manifestations.  Not  unexpectedly,  the 
prognosis  of  Kaposi’s  sarcoma  occurring  in  AIDS  pa- 
tients is  poor.  In  this  regard  the  neoplasm  acts  similar  to 
its  behavior  in  renal  allograft  recipients  and  black  Afri- 
cans. fhe  diagnosis  is  achieved  by  biopsy  of  lesions.  A 
variety  of  treatment  regimens  including  vinblastine. 
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Roche  salutes 


Monday  Morning  Quarterbacks 
make  a major  contribution  to 
sports  medicine 


Considering  the  importance  ot  football  under  Coach  Paul 
"Bear"  Bryant  at  the  University  of  Alabama,  it  is  perhaps  not 
surprising  that  research  into  football  injuries  has  been  under 
way  since  1975  at  the  University  Sports  Medical  Clinic  in 
conjunction  with  the  Division  of  Orthopedic  Surgery  of  the 
University  School  ot  Medicine. 

Reducing  football-related  injuries 
a goal 


Initially  funded  by  Alabama  football  devotees  calling  them- 
selves the  Monday  Morning  Quarterbacks,  the  investigative 
work  was  directed  toward  a comprehensive  understanding  of 
the  mechanisms  of  injuries  related  to  football  in  an  attempt 
to  reduce  their  number  and  severity. ' 


Quarterbacks  frequently  get  neck 
injuries 


In  a recent  analysis  of  1877  high-school  football  injuries  in 
Birmingham,  certain  trends  became  evident.  Injuries  to 
shoulder,  hand/fingers,  head/neck,  knee  and  ankle  account 
for  65.8%  of  all  injuries.  Offensively,  ball  handlers  sustain 
the  most  injuries,  with  the  quarterback  position  inherently  the 
most  hazardous.  Defensively,  linebackers  and  defensive 
backs  sustain  the  greatest  number  ot  injuries.  It  would 
appear,  too,  that  since  the  number  of  game  injuries  is  higher 
than  those  in  practice  sessions,  when  normalized  for  time  of 
exposure  or  risk,  player  intensity  is  substantially  heightened 
in  competitive  game  play. ' 


Rule  and  equipment  changes 
affected 


Study  data  have,  additionally,  influenced  rule  changes  and 
equipment  specification  for  high-school  football  players 
throughout  the  state.  Several  studies,  in  Alabama  and  in 
other  areas,  have  demonstrated  a relationship  between  the 
number  and  severity  of  knee  and  ankle  injuries  and  the 
shoes  worn  by  athletes.  Today  as  a direct  result,  most  play- 
ers in  the  Birmingham  area  wear  soccer-type  shoes  instead 
of  the  old  seven-post  cleated  shoes. ' 

Alabama  football  has  long  influenced  the  way  the  game 
is  played  across  the  country.  It  is  quite  possible  that  research 
into  football  conducted  in  Alabama  will  have  an  analogous 
effect  upon  sports  medicine  in  this  country. 
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TODAY:  FOR  THE  PATIENT 
WITH  MIXED  DEPRESSION 
AND  ANXIETY 

A rational  approach,  combining 
- The  standard  antidepressant: 
amitriptyline 

— The  proven  anxiolytic  action  ot 

Librium®  (chlordiazepoxide  HCI/Roche)® 

Marked  improvement  often  occurs  as  early  as  the  first  week 

Headache,  insomnia  or  Gl  upsets  associated  with  mixed  depression  and 
anxiety  often  respond  quickly 

Feeling  better,  patients  feel  encouraged  to  stay  the  course-therefore, 
fewer  dropouts;  P=  .006  compared  to  amitriptyline* 

Convenient  single  h.s.  dosing  sufficient  in  some  patients;  helps  patients 
with  mixed  depression  and  anxiety  sleep  through  the  night.  Patients 
should  be  cautioned  about  the  combined  effects  of  Limbitrol  with  alcohol 
and  other  CNS  depressants,  and  about  activities  requiring  complete 
mental  alertness  such  as  operating  machinery  or  driving  a car 


In  moderate  depression  and  anxiety 


IN  PLACE  OF 
LIMBITROL  5-12.5  WRITE: 


IN  PLACE  OF 
LIMBITROL  10-25  WRITE: 


Limbitrd 

Eoch  tablet  contains  5 mg  chlordiazepoxide  and  ) 2 5 mg  omitnptylme  (as  the  hydrochloride  salt) 


Eoch  toblet  contoms  10  mg  chlordiozepoxide  and  25  mg  omitriptylineCas  the  hydrochloride  solt) 


c 

c 


Easier  to  remember. . . easier  to  prescribe 


•Feighner  JR  elal  Psychopharmacology  61  217-225.  Mor  22.  1979 

Please  see  summary  of  product  Information  on  following  page. 


LIMBITROL*  ® Tranquilizer-Antldepressont 

Before  prescribing,  please  consult  complete  product  Intormotion.  a summary  ot 
which  follows: 

Indicohons:  Relief  ot  moderote  to  severe  depression  associated  with  moderate  to 
severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants Do  not  use  with  monoomine  oxidase  (MAO)  inhibitors  or  within  14  days  tollow- 
ing  discontinuation  ot  MAO  inhibitors  since  hyperpyretic  crises,  severe  convulsions  and 
deaths  have  occurred  with  cohcomitont  use,  then  initiate  cautiously,  groduolly  Increas- 
ing dosoge  until  optimal  response  is  ochleved  Contraindicated  during  acu  e recovery 
phose  tollowing  myocardiol  intorctlon. 

Warnings:  Use  with  great  core  in  patients  with  history  ot  urinary  retention  or  angle- 
closure  gloucoma  Severe  constipation  may  occur  in  patients  taking  tricyclic  antide- 
pressants and  anticholinergic-type  drugs.  Closely  supervise  cardiovascular  patients 
(Arrhythmias,  sinus  tachycardia  and  prolongation  ot  conduction  time  reported  with 
use  ot  tricyclic  antidepressants,  especially  high  doses  Myocardial  infarction  and 
stroke  reported  with  use  of  this  class  of  drugs  ) Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g.,  operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  olwoys  be  avoided  because  of  increased  risk  ot  congenital 
molformotions  os  suggested  in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy,  advise  patients  to  discuss  therapy  if  they 
intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordlazepoxide  have  been  reported 
rarely,  use  caution  In  administering  Limbitrol  to  addictlon-prone  individuals  or  those 
who  might  Increase  dosage,  withdrawal  symptoms  following  discontinuation  of  either 
component  alone  have  been  reported  (nousea,  headache  ahd  malaise  for  amitripty- 
line, symptoms  [including  convulsions]  similar  to  those  of  barbiturate  withdrawal  for 
chlordlazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  ot  seizures.  In  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function.  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treatment  Amitriptyline  component  may 
block  action  ot  guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evoluoted,  sedative  effects  may  be  additive  Discon- 
tinue several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to  essential 
treatment  See  Warnings  for  precautions  about  pregnancy.  Limbitrol  should  not  be 
taken  during  the  nursing  period  Not  recommended  in  children  under  12.  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation, 
confusion  or  anticholinergic  effects. 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  compo- 
nent alone:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion  Many  depressive  symptoms  including  anorexia, 
fatigue,  weakness,  restlessness  and  lethdrgy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline  Granulocytopenia,  jaundice  and  hepatic  dysfunction  have 
been  observed  rarely 

The  following  list  includes  adverse  redctions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  have  been  reported  with  one  or  both  components  or 
closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tochycordia,  palpitations,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke. 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomonio  and  increased  or  decreased  libido 

Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extrem- 
ities, extrapyromidol  symptoms,  syncope,  changes  in  EEG  potterns 
Anticholinergic:  Disturbance  of  accommodafion,  paralytic  ileus,  urinary  retention,  dilo- 
totlon  of  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus 
Hematologic  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  pur- 
pura, thrombocytopenia 

Gastrointestinal:  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diarrhea,  block  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement, 
galactorrhea  and  minor  menstrual  Irregularities  in  the  female,  elevation  and  lowering 
of  blood  sugar  levels,  and  syndrome  of  inappropriate  ADH  (anfidiurefic  hormone) 
secretion 

Other  Heodache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency, 
mydriasis,  jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  on  overdose 
Treatment  is  symptomatic  and  supportive.  I V.  administration  ot  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning 
See  complete  product  information  for  manifestation  and  treatment 
Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to 
smallest  effective  dosage  when  satisfactory  response  is  obtained  Larger  portion  of 
daily  dose  may  be  taken  at  bedtime.  Single  h.s.  dose  may  suffice  for  some  patients 
Lower  dosages  are  recommended  for  the  elderly 

Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  of  three  or  tour  tablets  daily  in 
divided  doses,  increased  up  to  six  tablets  or  decreased  to  two  tablets  daily  as  required. 
Limbitrol  Tablets,  initial  dosage  of  three  or  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing 
10  mg  chlordlazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and 
Tablets,  blue,  film-cooted,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg 
amitriptyline  (as  the  hydrochloride  salt)— bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100,  Prescription  Paks  of  50. 
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VP- 16,  adriamycin-bleomycin-vinblastine  and  inter- 
feron have  been  utilized  with  response  rates  ranging 
from  40  to  75%.  Unfortunately  there  have  been  no 
long-term,  disease-free  survivors.'*^ 

Along  with  opportunistic  infections  and  Kaposi’s 
sarcoma,  primary  central  nervous  system  lymphoma 
constitutes  a diagnostic  criterion  of  AIDS.  The  present- 
ing symptoms  of  the  lymphoma  comprise  altered  men- 
tal status,  headache  and  ataxia.  On  computed  tomo- 
graphic scanning,  hypodense,  contrast  enhancing  le- 
sions are  visualized.  Treatment  consists  of  subtotal 
resection  and  radiation  but  survival  is  short. 

Other  neoplasms  with  a possible  relationship  to 
AIDS  include  Burkitt’s  lymphoma,  cloagenic  carcino- 
ma of  the  rectum  and  squamous  cell  carcinoma  of  the 
mouth. 


Overall  Clinical  Presentation 

A prodrome  occurring  before  the  onset  of  AIDS  has 
been  described  in  many  patients  and  includes  fever, 
malaise  and  weight  loss.  Diarrhea  also  may  be  present 
and  generalized  lymphadenopathy  may  appear  before, 
during  or  after  the  prodrome.  Infrequently  homosexual 
men  asymptomatic  except  for  generalized  lym- 
phadenopathy may  develop  AIDS.  Not  all  homosexual 
men  with  generalized  lymphadenopathy  progress  onto 
AIDS  and  rarely  the  lymphadenopathy  may  disappear 
spontaneously. 

Dyspnea  and  pulmonary  infiltrates  are  common 
manifestations  of  AIDS  and  most  often  are  caused  by 
pneumocystis  and  less  commonly  by  cytomegalovirus, 
M.  avium-intracellulare  and  Kaposi’s  sarcoma.  Neuro- 
logic dysfunction  also  may  be  prominent  and  ranges 
from  meningitis  to  focal  neurologic  signs  to  dementia. 
Cryptococcus  neoformans  and  toxoplasma  frequently 
are  identified  etiologies.  Profound  diarrhea  with 
associated  weight  loss  and  malnutrition  may  have  mul- 
tiple causes  including  cryptosporidiosis,  salmonellosis 
and  giardiasis.  Cytomegalovirus  and  toxoplasma  are 
the  commonest  pathogens  responsible  for  chorioretini- 
tis which  presents  as  decreased  visual  acuity. 

Diagnosis 

The  diagnosis  of  AIDS  remains  clinical  and  as  de- 
fined by  the  Centers  for  Disease  Control  is  a “reliably 
diagnosed  disease  that  is  at  least  moderately  indicative 
of  an  underlying  cellular  immunodeficiency  in  a person 
who  has  had  no  known  cause  of  underlying  cellular 
immunodeficiency  or  any  other  underlying  reduced 
resistance  reported  to  be  associated  with  that  disease.  ’ 
Thus,  the  presence  of  pneumocystis  pneumonia,  other 
opportunistic  infections,  Kaposi’s  sarcoma  or  primary 
central  nervous  system  lymphoma  in  a patient  under  60 
years  of  age  in  the  absence  of  immunosuppressive 
therapy  or  lymphoreticular  malignancy  establishes  the 
diagnosis  of  AIDS.  Laboratory  findings  of  lym- 
phopenia, skin  test  anergy  and  diminished  ratio  of  T 


helper  lymphocytes  to  T suppressor  lymphocytes  sup- 
port the  diagnosis  but  are  not  diagnostic  of  AIDS."^  The 
detection  of  antibody  to  HTLV-III  likewise  is  col- 
laborative evidence  but  is  not  specific  for  AIDS.* 

Management 

For  the  hospitalized  AIDS  patient,  control  measures 
commensurate  with  those  for  hepatitis  B should  be 
instituted.  Specimens  should  have  a biohazard  label 
and  placed  in  an  impervious  container  and  needles  and 
syringes  should  be  disposed  of  in  rigid  containers. 
Gloves  and  gowns  are  required  by  persons  in  contact 
with  blood,  tissue,  excretions  or  secretions  and  masks 
are  utilized  if  there  is  sustained  contact  with  a coughing 
patient.  Handwashing  before  and  after  contact  with  the 
AIDS  patient  is  encouraged  and  a private  room,  while 
not  mandatory  if  the  patient  is  not  coughing,  is  prefer- 
able. There  is  no  medical  justification  for  healthy  per- 
sonnel to  refuse  from  delivering  care  to  a patient  with 
AIDS.2‘ 

Prevention,  Treatment  and  Prognosis 

Prophylactic  measures  involve  avoidance  of  sexual 
contact  with  persons  known  or  suspected  to  have  AIDS 
and  abstention  by  people  at  increased  risk  for  AIDS 
from  donating  plasma  and  blood. Furthermore,  all 
donated  plasma  and  blood  will  be  tested  for  HTLV-III 
and  positive  specimens  will  not  be  transfused  or  manu- 
factured into  other  transfusable  products.* 

Regimens  to  treat  the  various  opportunistic  infec- 
tions and  malignant  neoplasms  comprising  AIDS  have 
been  elucidated  in  the  preceding  sections.  Unfortunate- 
ly, attempts  to  treat  the  primary  disease  process  in 
AIDS  by  reconstituting  immunocompetency  with  inter- 
feron and  interleukin  II  have  been  disappointing.'^ 

Data  from  the  Centers  for  Disease  Control  indicate 
that  the  outcome  of  AIDS  is  abysmal.  Two  years  after 
diagnosis  80%  of  patients  are  dead  and  the  three  year 
mortality  rate  approaches  100%.^^ 

Addendum 

Since  submission  of  this  manuscript  the  Centers  for 
Disease  Control  have  expanded  the  case  definition  of 
AIDS  to  include,  in  addition  to  the  criteria  initially 
proposed,  patients  with  a positive  serologic  or  virologic 
test  for  HTLV-III  and  one  of  the  following  diseases: 
disseminated  histoplasmosis,  chronic  isosporiasis  di- 
arrhea, bronchial  or  pulmonary  candidiasis,  non- 
Hodgkin’s  lymphoma  or  Kaposi’s  sarcoma  in  patients 
older  than  60  years.' 

I CDC.  Revision  of  the  ca.se  definition  of  acquired  immunodeficiency  syndrome  for 
national  reporting  — United  States.  MMWR  34:373-375,  1985. 
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Public  Pressure  on  Physicians 
Without  Public  Support 

David  C.  Hefelfinger,  M.D.* 


ociety  is  making  physicians  schizophrenic. 

When  I speak  of  society  I am  referring  to  those 
individuals  who  receive  health  care  for  the  most  part  in 
physicians’  offices.  1 also  include  insurance  plan  pro- 
viders, whether  they  be  local,  state,  or  national  who 
establish  the  remuneration  rates  physicians  receive. 

There  has  been  a lot  of  talk  in  recent  years  that 
doctors  are  too  impersonal,  brief  with  time  spent  with 
patients,  and  uncaring.  There  is  little  doubt  that  to  some 
extent  this  phenomena  does  occur  in  the  medical  field. 
Support  for  the  fact  that  this  problem  does  exist  is 
reflected  in  numerous  polls  undertaken  by  medical 
magazines,  such  as  Medical  Economics,  which  reiter- 
ate public  reservations  about  doctors.' 

The  feelings  physicians  experience  about  these  crit- 
icisms elicited  from  the  public  have  been  looked  at  with 
serious  concern  in  the  academic  community.  The.se 
concerns  have  been  taken  seriously  and  only  recently 
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the  faculty  at  Johns-Hopkins  Medical  School  have  indi- 
cated that  starting  with  their  present  freshman  class 
they  are  going  to  place  greater  emphasis  on  the  “Art  of 
Medicine”  which  will  involve  spending  more  time 
talking  with  patients,  gaining  their  perceptions,  and 
understanding  their  apprehensions  regarding  their 
illnesses. 

The  problem  as  I see  it  involves  the  medical  care 
payment  policy  which  is  misguided  and  fails  to  suffi- 
ciently pay  physicians  for  talking  with  their  patients. 
Physicians  are  paid  for  laboratory  tests,  diagnostic  pro- 
cedures, and  treatments.  For  some  reason  in  the  past 
insufficient  priority  was  given  to  spending  whatever  the 
necessary  time  was  required  to  extract  a careful  history 
from  the  patient  and  reach  a careful  diagnosis  and 
treatment  plan. 

The  interview  process  can  be  laborious  and  time- 
consuming  and  there  is  insufficient  payment  to  the 
physician  through  the  schedule  of  payments  that  pres- 
ently exists. 

Is  there  any  reason  that  doctors  should  not  be  appro- 
priately remunerated  for  spending  time  interviewing 
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their  patients?  What  could  be  more  fundamental  and 
important  to  a quality  medical  practice  than  estab- 
lishing good  communication  which  provides  an  under- 
standing of  the  patient’s  problem  by  the  physician? 

To  the  primary  care  physician  this  is  frequently  a 
time-consuming  process.  The  rewards  are  obvious  and 
straightforward.  First  and  foremost,  the  patient 
appreciates  the  time  the  physician  gives  him  and  senses 
he  really  cares  about  his  problem.  It  is  a well  accepted 
tenet  in  medicine  that  following  careful  history-taking, 
considerable  laboratory  evaluation  and  testing  for  the 
patient  can  be  reduced  or  eliminated.  That  is  to  say,  one 
doesn’t  have  to  cover  the  waterfront  with  a wide  array 
of  scatter  tests  when  careful  interviewing  suggests  a 
specific  problem. 

One  of  the  most  serious  and  intriguing  problems 
affecting  physicians  in  the  United  States  today  is  the 
malpractice  holocaust,  which  has  led  to  skyrocketing 
payments  by  physicians  for  malpractice  coverage  and 
thereby  a protective  change  in  practice  styles  because 
of  these  problems.  Most  individuals  who  study  the 
malpractice  arena  testify  to  the  fact  that  there  is  no 
better  way  to  avoid  malpractice  litigations  than  by 
having  good  doctor-patient  relationships. 

So  the  question  is,  why  don’t  we  pay  physicians 
adequately  for  the  time  they  need  to  spend  with  their 
patients?  A case  in  point  to  illustrate  this  problem  is 
outlined: 
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A mother  brought  her  8-year  old  daughter  to  a physi- 
cian’s office  with  a complaint  of  swelling  of  her  glands 
in  the  left  side  of  her  neck  over  the  last  10-14  days . The 
child  had  had  some  low  grade  fever  and  gradually  the 
glands  had  become  more  swollen  and  slightly  tender. 
Aside  from  this  the  mother  said  she  did  not  know 
anything  that  could  be  related  to  this  problem.  The 
pediatrician,  who  was  quite  busy,  lacked  the  ability  to 
see  less  than  40  patients  in  a day  in  order  to  make  a 
reasonable  living  examined  the  child  and  found  no 
problems  with  the  exception  of  some  slightly  tender 
enlarged  lymph  glands. 

The  mother  was  anxious  to  discover  what  was  caus- 
ing the  problem.  In  order  to  investigate  the  cadre  of 
possibilities  which  could  give  rise  to  these  symptoms, 
he  ordered  a CBC,  urinalysis,  tuberculin  skin  test, 
chest  X-ray,  Mono  Slide  test,  sedimentation  rate, 
throat  culture  and  streptozyme  test. 

The  mother  returned  with  her  child  4-5  days  later 
having  been  treated  symptomatically.  The  results  of 
these  tests  were  within  normal  limits  and  unrevealing. 
The  physician  continued  to  pursue  questions  that  would 
further  elucidate  the  child’s  problem.  Among  these 
questions  he  asked  if  the  child  had  a cat.  The  mother 
stated  the  child  had  both  a cat  and  recent  kitten.  The 
physician  asked  if  the  child  could  have  been  scratched 
by  the  cat  or  kitten.  The  mother  volunteered  that  7-10 
days  ago  the  child  had  been  scratched  on  the  left  arm, 
which  was  the  same  side  of  the  body  on  which  the 
glands  were  swollen. 

At  this  point  in  time,  it  became  clear  to  the  physician 
he  was  dealing  with  a typical  case  of  cat  scratch  disease 
and  that  no  further  tests  were  needed  nor  any  specific 
therapy,  but  only  reassurance,  time  and  supportive 
care. 

I am  not  trying  to  suggest  that  this  physician’s 
prompt  use  of  laboratory  tests  was  a simple  manifesta- 
tion of  his  difficulty  with  being  reimbursed  adequately 
for  a normal  patient  visit.  It  is  difficult  to  ignore  the  fact 
that  private  group  plans.  Medicare,  and  Medicaid,  pro- 
vide greater  financial  incentive  to  physicians  through 
the  use  of  laboratory  evaluation  and  a recourse  to  newer 
technology. 

One  would  wonder  if  it  is  fair  for  physicians  to 
remain  totally  unaffected  by  a reimbursement  system  in 
the  United  States  which  encourages  the  use  of  proce- 
dures rather  than  adequate  rewards  for  cognitive 
knowledge  (the  painstaking  process  of  obtaining  a 
complete  history  from  the  patient)?^  I feel  for  the  most 
part  physicians  should  try  not  to  let  confusing  and 
paradoxical  policies  interfere  with  the  practice  of  good 
medicine.  There  is  little  doubt  in  my  mind,  however, 
that  we  need  more  sound  social  and  economic  policies 
which  provide  sufficient  incentives  to  physicians  in  the 
provision  of  quality  medical  care  for  their  patients. 

I wish  to  turn  now  to  the  medical  liability  suit  arena. 
With  the  rapid  rise  in  the  number  of  malpractice  suits 


44  / Alabama  Medicine,  The  Journal  of  MASA 


that  have  reached  the  courts  against  physicians,  there  is 
little  wonder  why  physicians  across-the-board  have 
made  greater  use  of  technology,  which  includes  labora- 
tory testing  and  evaluation  from  which  subsequently 
higher  medical  costs  have  resulted.  Physicians  have 
had  no  choice  but  to  learn  the  hard  way  that  “covering 
the  waterfront”  is  one  of  the  best  deterrents  to  ending 
up  with  a malpractice  suit.  Most  would  readily  agree 
that  such  tests  are  not  always  in  the  best  interests  of  the 
medical  consumers  welfare. 

As  I alluded  to  earlier,  there  does  seem  to  be  an 
answer  to  this  medical  malpractice  problem.  If  we 
begin  to  reward  physicians  for  the  time  they  spend  with 
their  patients  (cognitive  knowledge),  this  will  lead  not 
only  to  improved  relationships  between  physicians  and 
patients,  but  the  lesser  likelihood  of  litigation.  In  addi- 
tion, the  physician  by  having  this  relationship  will  once 
again  be  able  to  resume  ordering  only  those  tests  which 
he  feels  are  absolutely  necessary  for  the  patient’s  well- 
being. 

There  is  ample  information  suggesting  that  a good 


relationship  between  a physician  and  his  patient  is  the 
best  way  to  lead  to  a reduction  of  malpractice  suits. ^ 
What  is  desperately  needed  is  action  on  the  part  of 
society  to  turn  this  problem  around.  Physicians  for  the 
most  part  are  caring  and  want  to  help  their  patients.  In 
order  to  do  this,  physicians  need  to  be  able  to  spend  a 
sufficient  length  of  time  elucidating  the  patient’s  prob- 
lem. 

There  is  no  substitute  for  a good  history  and  physical 
examination.  The  only  way  that  we  can  encourage  this 
type  of  activity  between  the  physician  and  patient  is  to 
prioritize  the  reimbursement  system  in  this  country  so 
that  it  makes  sufficient  payment  to  the  physician  for 
time  spent  in  the  interview  process. 
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Sports  Medicine  and  Sports 
Science:  Bridging  the  Gap 

Michael  I.  Culpepper,  Ed.D.* 


It  has  been  said  that  Hippocrates  is  the  father  of  sports 
medicine.  Since  the  time  of  Hippocrates,  sports 
medicine  has  evolved  to  encompass  many  disciplines. 
While  the  term  sports  medicine  and  sports  science  have 
been  regarded  as  having  synonymous  meanings,  only 
the  former  deals  directly  with  treatment  of  injury  while 
the  latter  involves  measurement,  quantification  and 
prediction  of  performance.  Interest  stimulated  by  ex- 
panding television  and  other  communications  media 
have  linked  these  sciences  through  sports  participation 
and  medicine,  and  has  had  a profound  impact  on  socie- 
ty- 

in  1930  there  were  128  physicians  practicing  per 
100,000  population  compared  to  200  per  100,000 
population  today. ' In  1965  the  Astrodome  was  built  at  a 
cost  of  $45  million  while  more  recently,  the  Superdome 
cost  $151  million.  Sports  performance  has  enhanced 
markedly,  as  evidenced  in  recent  Olympic  and  sporting 
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events.  There  is  a balance  which  seeks  to  push  the  body 
to  its  limits  for  optimum  performance  without  tipping 
the  scales,  incurring  an  injury.  However,  at  the  same 
time  there  must  be  a reduction  of  the  risk  of  injury 
without  limiting  the  performance  or  restricting  activity 
with  cumbersome  equipment  and  overbearing  rule 
changes  which  alters  the  sport  itself  (Figure  1).  Partic- 
ipation in  sports  medicine  and  sports  science  not  only 
involve  the  physician,  but  ranges  from  the  sports  partic- 
ipant to  the  researcher  and  educator  to  the  spectator  and 
general  public  who  bear  much  of  the  costs  involved. 
Therefore,  it  is  the  exchange  of  knowledge  that  bridges 
the  gaps  that  exist  between  those  involved  in  sports 
medicine  and  sports  science  and  those  merely  involved 
in  sports. 

One  area  of  sports  medicine/sports  science  is  exer- 
cise physiology.  Research  has  shown  that  aerobic  exer- 
cise can  lower  high  density  lipoproteins,  increase 
stroke  volume,  decrease  resting  heart  rate  and  in  gener- 
al increased  the  aerobic  capacity  of  the  body.^'  ^ Since 
Title  IX  has  been  enacted,  more  females  have  joined 
the  ranks  as  athletes.  Research  has  shown  that  females 
respond  to  exercise  in  a similar  fashion  as  do  males. 
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PERFORMANCE 


Figure  I . There  is  a delicate  balance  in  sports  participation  in 
which  the  body  is  pushed  to  its  limits  for  maximum  performance 
without  injury. 

Additionally,  mild  to  moderate  exercise  is  well  toler- 
ated during  pregnancy  as  exercise  induced  cardiopul- 
monary and  physiological  alterations  of  the  mother  and 
fetus  appear  to  be  normal.  However,  responses  to 
stressful  activity  could  affect  fetal  development  and 
should  be  recognized. Delayed  menarche  and  men- 
strual dysfunctions  have  been  linked  to  excessive  phys- 
iological stress,  especially  when  associated  with  low 
body  fat  composition.^  New  concepts  in  the  area  of 
aerobic  training  and  nutrition  such  as  carbohydrate 
loading  and  blood  doping  have  enabled  the  elite  athlete 
to  perform  better  than  ever  but  have  also  introduced 
new  medical  and  ethical  problems. 

Biomechanics  has  made  a significant  contribution  to 
the  field  of  sports  medicine/sports  science.  For  exam- 
ple, in  the  middle  1970’s  the  U.  S.  Olympic  committee 
awarded  the  Alpine  Skiing  team  $60,000  for  biome- 
chanical research.  Until  then,  no  money  had  been  spent 
on  research  in  this  area  of  sports  performance,  and  this 
was  reflected  in  the  fact  that  the  U.  S.  team  faired 
poorly  in  world  competition.  As  a result  of  the  knowl- 
edge obtained  through  this  research,  the  U.  S.  team 
now  effectively  competes  internationally. 

Appropriate  equipment  and  the  proper  use  of  it  is  a 
major  part  of  biomechanics.  For  example,  50  years 
ago,  football  helmets  were  made  of  leather  and  had  no 
face  mask.  Although  there  were  numerous  facial  in- 
juries, they  offered  some  protection  and  there  were  few 
serious  head  injuries.  Today,  the  helmet  consists  of  a 
padded  plastic  shell  with  a rubber  coated  metal  face 
mask.  As  players  have  used  the  helmet  as  an  offensive 
weapon,  more  serious  head  and  neck  injuries  have 
increased.  In  addition  to  the  changing  style  of  play,  the 
helmet  has  introduced  a new  dimension  — law  suits. 
Football  manufacturers  have  paid  $150  million  in  law 
suits  and  the  trend  is  seen  to  continue.  Therefore,  the 
number  of  helmet  manufacturers  has  decreased. 

Biomechanical  aspects  of  injuries  are  important  be- 
cause any  injury,  regardless  of  the  type  and  severity,  is 
the  result  of  a force  overload  applied  to  a particular 
body  area.  Knowledge  about  the  magnitude  and  direc- 
tion of  the  force  resulting  in  an  injury  play  a key  role  in 
understanding  the  mechanism  of  injury  and  thus  di- 
agnosis and  treatment. 


Perhaps  the  largest  area  of  sports  medicine/sports 
science  is  athletic  health  care.  Treatment  of  certain 
injuries  are  routine  today  but  were  nonexistant  a few 
years  ago.  Surgical  techniques  such  as  operative 
arthroscopy,  for  example,  offer  the  advantage  of  sur- 
gical repair  within  body  joints  such  as  the  knee  and 
shoulder  yet  is  fairly  non-invasive,  allowing  a more 
rapid  recovery.  State  of  the  art  therapeutic  modalities 
and  exercise  techniques  have  also  made  a contribution 
to  decreasing  the  amount  of  recovery  time  for  an  in- 
jured athlete.  However,  the  use  of  this  technology  is  not 
readily  available.  Although  the  highest  organized  prac- 
tice of  sports  medicine  and  sports  science  has  focused 
mainly  on  participation  and  performance  of  college  and 
professional  athletes,  the  quest  for  improved  perform- 
ance and  associated  injuries  is  not  necessarily  reserved 
for  the  elite  athlete. 

The  Sports  Medicine  Clinic  at  the  University  of 
Alabama  at  Birmingham  (Kemer-Quarterback  Sports 
Medicine  Institute  of  Alabama)  is  entering  its  second 
decade  and  has  seen  an  increased  impetus  in  sports 
activities.  Last  year,  there  were  over  2,700  patient 
visits  at  the  clinic.  Over  70%  of  the  patients  were 
younger  than  18  years  of  age.  While  half  of  these  were 
football  related,  almost  20%  of  the  patients  were 
females.  A recent  study  has  indicated  that  many  high 
schools  in  Alabama  lack  adequate  health  care  for  their 
student  athletes  citing  long  distance  to  appropriate 
medical  facilities,  lack  of  training  facilities,  physicians 
and  on-site  personnel  knowledgeable  in  athletic 
injuries.^  The  tenents  of  participation  with  pain  due  to 
inadequate  health  care  or  even  misdiagnosis  or  ignor- 
ance by  the  physician,  coach  or  player  is  repugnant. 
The  delimma  that  is  not  easily  solved  is  how  to  best 
meet  the  health  care  needs  of  these  participants. 

A report  of  the  President’s  Commission  on  Olympic 
Sports  issued  the  following  statement  in  1978.^  “There 
is  an  apparent  need  to  develop  United  States  Sports 
programs  by  taking  cognizance  of  the  work  of  approx- 
imately 30  sports  medicine  programs  throughout  the 
world,  nearly  all  of  which  are  much  farther  along  than 
the  United  States  efforts  in  applying  medical  science  to 
sports.  There  is  clearly  a need  to  bring  together  findings 
in  related  fields  and  to  improve  the  manner  in  which 
this  knowledge  is  applied  to  sports.  A National  Center 
for  Sports  Medicine  established  as  a permanent  part  of 
the  central  sports  organizations  is  needed.  This  pro- 
posed organization  should  promote  research,  provide 
continuing  education  and  establish  effective  liason  be- 
tween clinical  sports  medicine  and  the  results  of  scien- 
tific research.”  However,  a critical  aspect  of  any  such 
an  undertaking  is  funding.  At  the  local  level  the  Bir- 
mingham Monday  Morning  Quarterback  Club  and  the 
Crippled  Children’s  Foundation  has  recognized  this 
need  and  has  supported  clinical,  research  and  educa- 
tional activities  at  the  University  of  Alabama  at  Bir- 
mingham. However,  the  needs  exceed  the  resources 
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and  other  avenues  must  be  traveled  in  order  to  make  the 
technology  and  knowledgeable  personnel  available. 
Many  areas  of  the  country  are  offering  specialty  train- 
ing for  physicians  involved  with  health  care  of  athletes. 
Additional  educational  programs,  approved  by  the 
National  Athletic  Trainer’s  Association,  Inc.  and  rec- 
ognized by  the  American  Medical  Association  have 
been  implemented  in  a few  schools  nationwide.  Fund- 
ing from  governmental  agencies,  as  well  as  local  phil- 
anthropic organizations  is  necessary  in  order  to  carry 
out  these  and  other  needed  educational  and  research 
programs.  Figure  2 illustrates  the  relationships  among 
the  various  factors  involved. 


Figure  2 . Among  the  factors  of  treatment,  research  and  educa- 
tion is  the  essential  aspect  of  costs. 


Although  there  are  varying  opinions  as  to  where 
sports  medicine  will  be  in  the  year  2001 , the  following 
are  a few  examples.* 

1 . Americans  will  continue  to  increase  their  partic- 
ipation in  sports,  but  will  also  remain  avid  specta- 
tors. 

2.  Somatotyping  and  physiological  testing  will 
direct  people  to  sports  which  they  have  the  most 
competence  and  will  enjoy  the  most. 

3.  Emphasis  will  be  on  life  sports. 

4.  There  will  be  a decline  of  professionalism  in 
sports. 

5.  Women  will  be  more  prominent  in  athletics. 

6.  There  will  be  new  sports  games  we  have  not  seen 
yet,  emphasising  skill  and  endurance  rather  than 
strength. 

7.  There  will  be  additional  subspecialities  within 
sports  medicine. 

8.  Sports  performance  will  be  greatly  enhanced. 

9.  Spectator  and  player  violence  will  unfortunately 
increase. 

Treatments  of  injuries  and  increasing  performance 
levels  are  but  two  aspects  of  sports  medicine  and  sports 
science.  The  relationship  between  the  two  indicates  the 
multidiscipline  nature  of  sports  medicine  and  sports 
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STATE-OF-THE-ART 
DIAGNOSTIC  IMAGING 

MRI,  exceptional  imaging  for  the  most 
demanding  applications. 

In  a recent  case  demonstrating  an  expanding  cord  lesion,  a twenty- 
eight  year-old  female  presented  with  numbness  in  her  left  index 
finger  and  thumb.  A myelogram  and  CT  demonstrated  enlarged 
cord  and  raised  the  question  of  a tumor  versus  syrinx.  A sagittal 
MR  exam  of  the  cervical  cord  clearly  demonstrated  syringomyelia. 

See  photo  at  right. 

Highlands  Diagnostic  Center  offers  you  the 
finest  technical  and  professional  support. 

Only  Highlands  Diagnostic  Center  combines  state-of-the-art 
diagnostic  imaging  equipment  with  a superb  outpatient  facility  and 
the  highest  caliber  professional  consulting  staff.  As  a result,  you  can 
rely  on  Highlands  Diagnostic  Center  not  only  for  the  leading  tech- 
nology but  for  prompt,  expert  assistance  in  your  selection  of  the 
optimal  patient  studies— so  important  in  today's  cost-conscious 
medical  environment. 

To  further  assist  your  formulation  of  accurate,  efficient  diagnoses. 

Highlands  Diagnostic  Center's  staff  follows  through  with  the  ultimate 
in  service.  We  guarantee  that  every  exam  can  be  scheduled  within 
24  hours  from  the  time  it's  ordered,  with  results  returned  to  you  the 
same  day  the  exam  is  conducted.  Yet  no  one  feels  rushed  through 
our  pleasant  facilities.  Every  patient  is  handled  with  care. 

Services  available  at  Highlands  Diagnostic  Center  include  magnetic 
resonance  imaging,  CT  scanning,  computer-aided  nuclear  medicine, 
ultrasound,  mammography,  radiography,  and  fluoroscopy.  State-of- 
the-art  equipment  available  includes  the  GE  9800,  Acuson,  and 
Siemann's  Mammomat-B. 

Highlands  Diagnostic  Center's  experienced  staff  stands  ready  to 
serve  your  diagnostic  needs  now  with  this  superior  technology  and 
the  finest  professional  service.  At  Highlands  Diagnostic  Center,  our 
only  Job  is  to  help  you  maximize  your  diagnostic  efficiency — so  you 
can  serve  your  patients  with  excellence,  within  today's  cost 
parameters. 

To  inquire  about  any  exam  or  service,  call  Highlands  Diagnostic 
Center.  Highlands  Diagnostic  Center,  your  state-of-the-art  diagnostic 
resource.  the  GE  sign  a utilizes  the  latest  In  Magnetic  Resonance 

Imaging  Technology  operating  at  1 .5  Tesla. 


Sagittal  MR  clearly  demonstrates  syrinx  of  cervical  cord 
from  C2-T I ( I ) . Syrinx  not  seen  continuously  on  this 
scan  because  of  marked  cervical  scoliosis.  Note  findings 
of  Arnold-Chiari  I as  tonsils  protrudejust  below  level  of 
foramen  magnum  (2). 


CT  Scanning/Magnetic  Resonance  Imaging/Mammography/Nuclear  Medicine/Radiography/Fluoroscopy/Ultrasound 
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2 1 73  Highland  Avenue 
Birmingham,  AL  35205  205/933-TECH 


science.  There  is  an  Indian  proverb  which  states, 
“When  the  legend  dies,  the  dream  ends.  When  the 
dream  ends,  there  is  no  more  greatness.”  A greater 
appreciation  of  the  unique  qualities  of  any  given  indi- 
vidual, athlete  or  non-athlete,  is  made  possible  through 
sports  medicine  and  sports  science. 

While  education  and  research  enhances  performance 
it  also  enhances  treatment  of  injuries.  Therefore,  sports 
medicine  clinics,  coupled  with  educational  and  re- 
search programs  are  necessary  if  the  dreams  of  en- 
hanced performance  and  adequate  health  care  are  to 
continue.  In  the  long  run,  the  knowledge  that  is  gener- 
ated will  contribute  not  only  to  the  elite  athlete,  but  to 
the  general  public  and  give  a greater  sense  of  being  and 
a better  outlook  on  life. 
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ALABAMA 

MEDICINE 

CLASSIFIED 

Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


1986  CME  CRUISE/CONFERENCES  ON  SELECTED  MEDI- 
CAL TOPICS  — Caribbean,  Mexican,  Hawaiian,  Alaskan, 
Mediterranean.  7-12  days  year-round.  Approved  for  20-24  CME 
Cat.  1 credits  (AMA/PRA)  & AAFP  prescribed  credits.  Distin- 
guished professors.  FLY  ROUNDTRIP  FREE  ON  CARIBBEAN, 
MEXICAN,  & ALASKAN  CRUISES.  Excellent  group  fares  on 
finest  ships.  Registration  limited.  Pre-scheduled  in  compliance  with 
present  IRS  requirements.  Information:  International  Conferences, 
189  Lodge  Ave.,  Huntington  Station,  N.Y.  11746.  (516)  549- 
0869. 


FAMILY  PRACTITIONER  NEEDED 

Thirty-six  year  old,  board-certified,  solo  family  practitioner  wishes 
to  bring  in  assosicate  of  similar  background  and  philosophy.  Salary 
plus  bonus  incentive  (based  on  percentage)  first  two  years.  Full 
partnership  and  ownership  options  available  beginning  year  three. 
Office  space  and  equipment  immediately  available.  Malpractice 
insurance,  health  insurance,  moving  expense,  vacation,  education- 
al leave  and  expense,  membership  dues  provided.  Very  busy  office 
practice  and  large  patient  volume  immediately  available.  Interested 
parties  please  contact:  Rick  Gober,  M.D.,  P.A.,  109  2nd  Avenue, 
S.E.,  Cullman,  Alabama  35055.  Phone:  (205)739-4131. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Birming- 
ham. Faculty  appointment  with  Family  Practice  Center  at  Universi- 
ty of  Alabama  if  qualified.  Join  established  practice  or  work  indi- 
vidually. Salary  of  $50,000  to  $65,000  guaranteed  until  practice  is 
self-sufficient.  Generous  fringe  benefits  include  life,  disability, 
health,  retirement,  and  malpractice  insurance,  two  weeks  con- 
tinuing education,  and  three  weeks  annual  leave.  All  equipment, 
including  X-ray  and  lab,  furniture,  and  supplies  provided.  Manage- 
ment services  including  personnel,  payroll,  tax  reports,  and  billing 
provided.  If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation,  P.O. 
Box  1486,  Tuscaloosa,  Alabama  35403,  or  telephone  Frank 
Cochran,  collect  at  758-7545  for  more  information. 


Physicians  Signature  Loans  to  $50,000.  Up  to  7 years  to  repay  with 
no  prepayment  penalties.  Use  for  taxes,  consolidation,  investment 
or  any  other  purpose.  Prompt,  courteous  service.  Competitive  fixed 
rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians  Service 
Association,  Atlanta,  GA.  TOLL-FREE  (800)  241-6905.  Serving 
the  Medical  Community  for  over  10  years. 


SEMINARS  — Most  major  ski  areas.  Club  Med,  Disney  World  and 
other  resorts.  Topic:  MEDICAL/LEGAL  and  FINANCIAL  MAN- 
AGEMENT. Accredited.  CURRENT  CONCEPT  SEMINARS, 
INC.  (since  1980),  3301  Johnson  St.,  Hollywood  , FL  33021  (800) 
428-6069.  Fee  $175. 


ASSISTANT/ ASSOCIATE  PROFESSOR 
OF  PEDIATRICS 

UNIVERSITY  OF  ALABAMA  SCHOOL  OF  MEDICINE 
TUSCALOOSA  PROGRAM 

Community-based  clinical  branch  campus  has  opening  for 
one  position  at  the  Assistant/Associate  Professor  level  (open 
immeidately).  Teaching  and  supervision  of  medical  students 
and  family  practice  residents,  direct  patient  care  and  clinical 
research  interests  are  required.  Must  be  board  certified  or 
board  eligible.  Direct  inquiries  along  with  curriculum  vitae 
to:  David  C.  Hefelfinger,  M.D.,  Discipline  Chief,  Depart- 
ment of  Pediatrics,  College  of  Community  Health  Sciences, 
University  of  Alabama  School  of  Medicine,  P.  O.  Box  6291, 
University,  Alabama  35486.  An  Equal  Opportunity/ 
Affirmative  Action  Employer. 


Executive  Director 

continued  from  page  6 


Professor  Morgan  of  Harvard,  “a  close  student  of 
trials,”  that  the  point  has  been  reached  in  this  country 
where  the  lawsuit  is  “not  a proceeding  for  the  discov- 
ery of  truth,”  but  “a  game  in  which  the  contestants  are 
not  the  litigants  but  the  lawyers.  ’ ’ Reviewing  a book  on 
courtroom  tactics.  Professor  Morgan  sadly  noted  that 
“this  book  is  a guide  not  to  the  palaces  of  justice  but  to 
the  red  light  districts  of  the  law,”  but  added  that  the 
author  told  it  like  it  was. 

In  summation;  MASA  is  not  attacking  the  Magna 
Charta,  the  Bill  of  Rights,  the  Constitution  or  any  other 
of  the  monuments  to  our  fundamental  liberties.  Rather, 
the  Association  is  asserting  these  rights  against  the 
corruption  of  them  as  seen  by  legal  scholars  in  the 
shameful  tactics  and  deliberate  distortions  of  successful 
trial  lawyers. 

The  Association  is  simply  trying  to  get  enacted 
minimal , basic  reforms  that  may  — and  may  not  — turn 
our  civil  courtrooms  back  in  the  direction  of  palaces  of 
justice. 
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And  a terminal  in  your  office  that  con- 
nects you  to  Blue  Cross  and  Blue  Shield 
of  Alabama.  Your  claims  are  processed 
faster  and  more  efficiently  for  a better 
cash  flow.  TTieres  nothing  to  sort,  sign 
or  mail.  Just  type  your  claims  into  the 
terminal.  Blue  Cross  and  Blue  Shield 
computer  claims  service  is  dependable, 
easy,  and  cost  effective.  Find  out  more 
about  Blue  Cross  and  Blue  Shield  daily 
computer  claims  service.  In  Birmingham, 
call  988-2588.  Or  write  us  at  Provider 
Services,  Blue  Cross  and  Blue  Shield 
of  Alabama,  450  Riverchase  Parkway 
East,  Birmingham,  Alabama  35298. 
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AUXILIARY 


Mrs.  Art  A.  Stamler 
A-MASA  President 


Let’s  Make  a Team 


This  is  a country  that  has  developed  through  volun- 
teerism.  Many  organizations  now  claim  that  volunteer- 
ism  is  “out,”  but  that’s  just  not  true  — there’s  just 
more  competition  for  volunteer  hours.  No  one  wants  to 
do  busy- work.  There’s  never  been  a time  in  history 
when  volunteer  workers  were  more  needed  and  re- 
spected. As  a volunteer  organization,  the  medical 
auxiliary  is  a vital  part  of  a renewed  emphasis  on  citizen 
involvement.  In  making  the  most  of  our  talents  we  need 
a strong  ally,  our  medical  society. 

Many  auxiliaries  and  medical  societies  don’t  ade- 
quately realize  the  benefits  that  come  from  being  a 
team.  We  need  to  form  a united  coalition,  stronger  than 
either  alone.  The  auxiliary  doesn’t  want  to  be  taken  for 
granted;  neither  does  the  medical  society  wish  us  to  act 
unilaterally. 

How  is  the  auxiliary  qualified  to  act  as  a partner?  It 
can  act  as  a forum  for  the  spouse  to  learn  of  such  matters 
as  malpractice  issues,  home  and  office  computers, 
competition  in  practice,  retirement  matters,  and  an 
impaired  physician  program,  among  others.  We  can  be 


another  voice  in  the  state  legislature.  We’re  sociable 
people,  and  we’re  experts  in  planning  practice-related 
sociables;  we’re  good  at  public  relations. 

We  need  each  other.  In  order  for  our  many  projects  to 
be  given  credence,  we  require  the  backing  of  the  medi- 
cal society,  for  the  society  carries  more  weight  in  the 
community.  Without  you  we’re  just  another  volunteer 
group;  with  you,  we’re  a winning  combination. 

Your  expert  input  is  needed.  We  need  your  involve- 
ment when  we  plan  a health  fair.  We  need  your  advice 
when  we  promote  a health  education  program,  whether 
the  subject  might  be  neonatal  care  or  aging.  The  basis 
for  most  auxiliary  programs  in  the  community  is  health, 
and  that’s  a doctor’s  area  of  expertise. 

An  what  can  we  do  for  you?  We’re  an  obvious 
ready-made  source  of  people-power,  able  and  willing 
to  carry  out  many  projects.  Contacts  within  the  com- 
munity made  by  auxilians  over  the  years  can  be  put  to 
good  use.  We’ve  got  the  time  and  ability  to  communi- 
cate with  others  in  our  community  to  bring  about  under- 
standing between  our  neighbors  and  their  physicians. 
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We’re  able  to  monitor  legislative  and  health-planning 
matters.  Our  health  project  programs  can  help  people 
connect  with  the  health  services  they  may  need.  We 
need  to  talk  about  all  the  big  and  little  matters  that  help 
to  create  a positive  image  about  a doctor  and  his  home 
town. 

“E.R.A.,”  a commonly  used  current  acronym,  ac- 
tually means  “Everybody  Recognize  Auxiliary.’’ 
We’ve  raised  literally  millions  of  dollars  for  AMA- 
ERF,  and  have  had  health  projects  in  almost  every  field 
of  medicine.  We’ve  assisted  in  passing  (or  stopping) 
legislation.  Just  try  to  have  a medical  convention  and 
leave  the  spouses  at  home!  Just  try! 

You  need  us.  Recognize  our  talents  and  expertise. 
Use  us  on  committees  where  we’re  competent  and 
knowledgeable.  Know  that  we  don’t  just  meet  for  tea 
and  companionship.  We’re  energetic  and  enthusiastic. 
We’re  here  — over  2,000  strong  in  Alabama,  and  with 


the  same  objectives  as  you.  To  foster  joint  projects, 
communication  is  essential.  We  need  to  know  your 
priorities,  and  if  you  feel  that  our  projects  are  important 
to  you.  If  you  are  developing  programs  of  potentially 
mutual  interest,  invite  us  to  share  in  the  plans.  We  often 
consult  the  MASA  staff  and  our  spouses  when  we’re 
planning  programs. 

We  can  further  each  other’s  goals  by  sharing  our 
needs  and  respect  for  each  other.  Together  we  can  make 
quite  a team.  You  set  the  direction;  you’re  the  bosses. 
But  we’re  married  to  the  boss. 
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herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L^.  . . a conservative  approach 
with  low  rIsk/hIgh  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories. 
Inc..  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK.  N Y. 
10150 


HeRpecmc 


In  Alabama  HERPECIN-L  is  available  at  all  Big  B,  Eckerd,  Harco, 
K&B,  Revco,  SupeRx  Drug  Stores  and  other  select  pharmacies. 


Oral 

Suspension 


250  mg/5  ml 


500-mg  Pulvules 


Oral 

Suspension 


125  mg/5  ml 


250-mg  Pulvules 


Keflex" 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


I . . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 

. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A A 

Psychiatrist 

California 


. . appears  to  have 
the  best  safely  record  of  any 


of  the 


benzodiazepines 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  ot  Dolmone  (flurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  ot  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 


DALMANE 

flurazepam  HCI/Roche  ® 


sleep  that  satisfies 


15-mg/30-mg 

capsules 
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DALMANES> 

flurazepam  FICI/Roche(w 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  ot  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situotions  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  FICI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  ot  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressonts  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  lor 
nighttime  sedation  This  potential  may  exist  for  severol  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g . operating 
machinery,  driving)  Potential  impairment  ot  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  tor  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  ot  dosage  for  those 
patients  on  medication  for  a prolonged  period  ot  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom 
mended  that  the  dosage  be  limited  to  15  mg  to  reduce  risk  ot 
oversedotion,  dizziness,  contusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidol  tenden- 
cies, or  in  those  with  impaired  renal  or  hepotic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheodedness 
staggering,  ataxia  and  falling  have  occurred  particularly  in 
elderly  or  debilitated  patients  Severe  sedation  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intoleronce 
or  overdosage,  have  been  reported  Also  reported  heodache, 
heartburn  upset  stomach  nausea  vomiting  diorrhea  con- 
stipation, Gl  pain  nervousness,  talkativeness  apprehension 
irritability,  weakness,  polpitations,  chest  pains  body  and  joint 
pains  ond  GU  complaints  There  have  also  been  rare  occur- 
rences ot  leukopenia  granulocytopenia  sweating  flushes 
difficulty  in  focusing  blurred  vision,  burning  eyes,  laininess. 
hypotension  shortness  of  breolh,  pruritus,  skin  rash  dry 
mouth,  bitter  toste  excessive  solivolion,  anorexia,  euphoria 
depression,  slurred  speech  contusion  restlessness,  holluci- 
nations,  ond  elevated  SGOT  SGPT  lolol  and  direct  bilirubins 
ond  olkaline  phosphatose.  and  parodoxical  reactions  e g 
excitement  stimulotion  ond  hyperactivity 
Dosage:  Individualize  lor  maximum  beneficial  etteci  Adulls 
30  mg  usuol  dosage  15  mg  moy  sutlice  in  some  patients 
Elderly  or  debililaled  patients  1 5 mg  recommended  initially 
until  response  is  determined 

Supplied:  Copsules  contoining  15  mg  or  30  mg  llurozepom 
HCI 


Roche  Products  Inc 
Monati,  Puerto  Rico  00701 


1 FOR  SLEEP 


After  more  than  1 5 years  of  use,  ifs  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning.  ’ ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety. As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  producf  informafion  on  reverse  side 


flurazepam  HCI/Roche  ® 

sleep  that  satisfies 


Copyright  ® 1985  by  Roche  Producfs  Inc.  All  righfs  reserved 
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Malpractice: 
t)cn’t  De  A Tarfiet... 


Your  office  staff  may  be  worldl^ 
you  in  avoiding  a malpractice  lawsuit. 

Patients  often  get  an  impression  of  you  as 
a physician  by  the  way  they  are  treated  in 
your  office  — even  before  they  see  you.  Yet 
office  staff  generally  get  little  guidance  in 
this  important  area. 

To  help  the  members  of  your  office  staff, 
Mutual  Assurance  offers  a comprehensive 
loss  prevention  program  for  them. 

Using  audio  tapes  and  detailed  workbooks, 
the  program  delivers  custom  instruction  to 
your  receptionist,  your  office  manager,  your 


billing  clerk  and  your  nurses.  And  unlike  cost- 
ly seminars,  the  program  can  be  reused  time 
and  time  again  for  refresher  courses  and  for 
new  employees. 

The  program  includes  written  examinations 
for  each  member  of  your  staff.  The  examina- 
tion is  graded  by  an  educational  testing  ser- 
vice and  returned  for  your  review  and 
follow-up. 

The  cost  — $85.  To  order  your  set  of  five 
tapes  and  workbooks,  call  1-800-272-6401 
(Toll  Free)  or  933-7280  in  Birmingham. 


#¥% 


.Mutual 

Assurance 


It's  Your  Company  Use  It! 


OFFICE  OF  PUBLICATION:  P.O.  Box  1900-C.  Montgomery,  Alabama  36197-4201 . Subscription  Prices:  member,  $15.00:  non-member.  $30.00  per  year.  $2.50  per  copy.  Second 
class  postage  paid  at  Montgomery,  Alabama  and  at  additional  mailing  offices.  Published  monthly  by  The  Medical  Association  of  The  State  of  Alabama  at  19  South  Jackson  Street, 
Montgomery,  Alabama  36197-4201. 
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Introducins 

The  standout. 


. Once-daify  _ _ 

INDERIDELA 


The  world's  leading  beta  blocker 
and  diuretic-foronce-daily 
convenience  without  compromise 

When  selecting  other  once-daily  agents,  physicians  may  have  to  compromise 
either  their  choice  of  beta  blocker  or  diuretic.  With  INDERIDE®  LA,  physicians 
have  the  agents  most  widely  prescribed  worldwide— INDERAL®  and  hydro- 
chlorothiazide—with  the  convenience  of  once-daily  dosage. 

24-hour  blood  pressure  control  with  the 
broad  benefits  of  INDERAL  (propranolol  HCI) 

The  controUed-release  delivery  system  of  INDERIDE  LA  provides  24-hour  beta 
blockade  and  the  broad  cardiovascular  benefits  of  INDERAL  with  a single  daily 
dose.  Compliance  is  enhanced  because  once-daily  administration  fits  easily  into 
patients*  d^y  routines. 

Plus  standard-release  hydrochlorothiazide, 
the  thiazide  of  choice  for  comfortable 
momins  diuresis 

Hydrochlorothiazide  is  the  world’s  most  widely  prescribed  antihypertensive 
diuretic.  When  taken  in  the  morning,  INDERIDE  LA  provides  comfortable 
morning  diuresis.  Each  dosage  strength  of  INDERIDE  LA  contains: 

-one  of  the  three  most  widely  prescribed  dosage  strengths  of  INDERAL®  LA— 

80  mg,  120  mg,  or  160  mg  and 

—an  established,  effective  daily  dose  of  standard-release  hydrochlorothiazide— 

50  mg 


80/50  120/50  160/50' 


Once-daily 

INDERIDELA 


Convenience  without  compromise 
One  capsuie-Once  daiiy 


• The  appearance  ol  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
BRIEF  SUMMARY  FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR  ) 

INDERIDE?  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 


No  455— Each  INDERIDE®  LA  80/50  Capsule  contains 


Propranolol  hydrochloride  (INDERAL  LA) 

80  mg 

Hydrochlorothiazide 

50  mg 

No  457  - Each  INDERIDE"  LA  120/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL®  LA) 

120  mg 

Hydrochlorothiazide 

50  mg 

No  459— Each  INDERIDE®  LA  160/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL®  LA) 

160  mg 

Hydrochlorothiazide 

50  mg 

INDERIDE  LA  is  indicated  in  the  management  of  hypertension 

This  fixed'Combination  drug  is  not  indicated  for  initial  therapy  of  hypertension.  If 
the  fixed  combination  represents  the  dose  titrated  to  the  individual  patient’s  needs, 
therapy  with  the  fixed  combination  may  be  more  convenient  than  with  the  separate 
components. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®): 

Propranolol  is  contraindicated  in  1 ) cardiogenic  shock  2)  sinus  bradycardia  and  greater  than 
first  degree  block,  3)  bronchial  asthma,  4)  congestive  heart  failure  (see  WARNINGS)  unless  the 
failure  is  secondary  to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide: 

Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or  hypersensitivity  to  this  or  other 
sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®): 

CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  supporting  circulatory 
function  in  patients  with  congestive  heart  failure  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in  overt  congestive 
heart  failure  if  necessary,  they  can  be  used  with  close  foHow-up  in  patients  with  a history  of 
failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic 
blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  (DF  HEART  FAILURE  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore  at  the  first  sign  or  symptom  of  heart 
failure  the  patient  should  be  digitalized  and/or  treated  with  diuretics  and  the  response 
observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition  when  propranolol  is 
prescribed  for  angina  pectoris  the  patients  should  be  cautioned’ against  interruption  or 
cessation  of  therapy  without  the  physician's  advice  If  propranolol  therapy  is  interrupted 
and  exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy 
and  take  other  measures  appropriate  for  the  management  of  unstable  angina  pectoris 
Since  coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above 
advice  m patients  considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are 
given  propranolol  for  other  indications 


thyrotoxicosis  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  -PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD.  IN  GENERAL.  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  m labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
adjust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous 
elevation  of  blood  pressure 
Hydrochlorothiazide: 

Thiazides  should  be  used  with  caution  in  severe  renal  disease  In  patients  with  renal  disease 
thiazides  may  precipitate  azotemia  In  patients  with  impaired  renal  function,  cumulative  effects 
of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  m patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipi- 
tate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 

Sensitivity  reactions  may  occur  m patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®): 

GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  impaired  hepatic  or  renal 
function  Propranolol  is  not  indicated  for  the  treatment  of  hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine,  should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamine- 
blockmg  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity, 
which  may  result  in  hypotension  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 


80/50  120/50 


CARCINOGENESIS.  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  lumorigenic  effects  1 

at  any  of  the  dosage  levels  Reproductive  studies  m animals  did  not  show  any  impairment  of  i 

fertility  that  was-attributable  to  the  drug  j 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in  } 

animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus  I 

NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised 
when  propranolol  is  administered  to  a nursing  mother  j 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide: 

GENERAL  Periodic  determination  of  serum  electrolytes  to  detect  possible  electrolyte  im- 
balance should  be  performed  at  appropriate  intervals 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance  namely  Hyponatremia  hypochloremic  alkalosis,  and  hypokalemia 
Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the  patient  is 
vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis  may  also 
influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of  mouth,  thirst 
weakness  lethargy,  drowsiness,  restlessness  muscle  pains  or  cramps,  muscular  fatigue, 
hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nausea  and 
vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present 
or  during  concomitant  use  of  corticosteroids  or  ACTH 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use 
of  potassium  supplements  such  as  foods  with  a high  potassium  content 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Diiutionai  hypo- 
natremia may  occur  in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water  I 

restriction  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatremia  is 
life-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy  of  choice  ) 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged 
Diabetes  mellilus  which  has  been  latent  may  become  manifest  during  thiazide  administration  ' 

If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid  gland 
with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  pro- 
longed thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such  as  renal 
lithiasis.  bone  resorption,  and  peptic  ulceration  have  not  been  seen  Thiazides  should  be 
discontinued  before  carrying  out  tests  for  parathyroid  function 

DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to  tubocuranne 
The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is 
not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 

PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  in 
cord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed 
against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  jaundice 
thrombocytopenia  and  possibly  other  adverse  reactions  which  have  occurred  m the  adult 
NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential  the  patient  should  stop  nursing 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 


ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®): 

Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  required  the  withdrawal  of 
therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension, paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude  weakness,  fatigue  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place  short-term  memory  loss  emotional  lability,  slightly  clouded  sensorium.  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  Nausea  vomiting,  epigastric  distress,  abdominal  cramping  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 

Respiratory  Bronchospasm 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipa- 
tion, jaundice  (intrahepatic  cholestatic  jaundice),  pancreatitis,  sialadenitis 

Central  Nervous  System  Dizziness  vertigo,  paresthesias,  headache  xanthopsia 

Hematologic  Leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia 

Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates  or 
narcotics) 

Hypersensitivity  Purpura  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis),  fever,  respiratory  distress  including  pneumonitis,  anaphylactic 
reactions 

Other  Hyperglycemia,  glycosuria,  hyperuricemia  muscle  spasm,  weakness,  restless- 
ness, transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced 
or  therapy  withdrawn 
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use  Medical  Office  Management  System 
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perform  up  to  five  related  functions.  Many 
accounting  and  management  control  opera- 
tions are  automatically  updated  with  patient 
entry  and  posting. 

And  you  can  do  it  all  with  FUTURE 
beside  you  every  step  of  the  way,  providing 
in-house  or  on-site  training,  complete 
hardware  and  software  maintenance  and 
continuous  support. 

Get  the  Physician’s  ATvantage  working  for 
you.  Contact  EUTURE  Information 
Systems  today. 


Features  of  the  Physician’s  ATvantage: 

□ Instant  access  to  patient  balance,  insurance 
submission  and  insurance  payment  information 

□ Open-item  patient  accounting 

□ Patient  statements  and  “Super-bill” 

□ Third-party  insurance  processing 

□ Patient/guarantor  relationships 

□ Insurance  rebilling  or  write-off 

□ Cash  flow  control 

□ Patient  history 

□ Problem  accounts 
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□ Patient  referrals 

□ Appointment  scheduling 

□ Automatic  audit  trails 
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□ Multi-office  practices 
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Information  for  Authors 
Concerning  Manuscripts 


Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  8'/2xl  1 inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expres.sed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brief), 
the  author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given:  Name  of  author,  title  of  article,  name  of 
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The  Stylehook! Editorial  Manual,  published  by  the 
AMA,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
When  conflicts  occur  between  usage,  etc.,  by  an  author 
and  the  stylebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Einal  authority  on  grammar  is  Webster's  New  Inter- 
national, Unabridged,  Second  Edition. 

Length  of  Articles:  Articles  should  not  exceed 
3,000  words  (approximately  3-4  printed  pages).  Under 
exceptional  circumstances  only  will  articles  of  more 
than  4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top.  and  the  author's  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  Eor  photo- 
graphs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request  by  MASA  Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
cine, The  Medical  Association  of  the  State  of  Alabama. 
P.  O.  Box  1900-C,  Montgomery.  Alabama  36197. 
Telephone  (205)  263-6441.  or  (toll-free  in  Alabama) 
1-800-392-56O8. 
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End  of  The  Beginning 


If  a man  will  begin  with  certainties,  he  shall  end  in 
doubts;  but  if  he  will  be  content  to  begin  with  doubts,  he 
shall  end  in  certainties. 

— Francis  Bacon 

The  year  now  ending  began  in  disharmony.  From 
every  front  in  medicine’s  global  war  of  survival  came 
reports  of  losses  and  grave  reversals.  The  federal  gov- 
ernment and  the  private  sector  seemed  locked  in  mortal 
struggle  to  see  which  would  emerge  as  the  czar  of 
private  practice. 

Against  this  ominous  background,  as  if  by  some 
perverse  design  to  arrive  at  the  worst  possible  moment, 
the  malpractice  litigation  demon,  a sleeping  giant  for 
the  better  part  of  a decade,  again  made  its  awesome 
presence  felt.  Mobile  was  rocked  in  quick  succession 
by  a series  of  jury  verdicts  totaling  $22.5  million, 
unprecedented  in  this  state.  Across  the  country,  state 
societies  were  shocked  by  similar  verdicts. 

By  late  spring  the  Board  of  Censors  realized  that  it 
was  necessary  to  put  the  Association  on  a war  footing. 


Most  of  the  summer  and  autumn  were  spent  in  all  the 
many  details  of  total  mobilization.  It  may  be  said  now, 
paraphrasing  Churchill,  that  we  are  not  yet  near  the 
end,  nor  even  the  beginning  of  the  end  of  this  war,  but 
the  close  of  the  year  does  mark  the  end  of  the  begin- 
ning. 

Next  year  our  preparations  will  be  put  to  the  test  in 
the  Alabama  legislature,  where  MASA’s  tort  reform 
package  will  be  introduced.  It  is  a good  package, 
forged  in  many  hours  of  discussion  and  debate,  not  only 
among  physicians  but  with  lawyers  as  well,  always 
governed  by  the  knowledge  that  politics  is  still  the  art  of 
the  possible. 

It  may  not  sit  well  with  some  physicians  if  I suggest 
there  is  a silver  lining  in  what  has  been  uniformly 
viewed  as  an  impenetrable  black  cloud  over  medicine, 
but  I think  there  is. 

Not  in  the  living  memory  of  any  physician  I know 
has  the  medical  profession  been  brought  together  in 
such  a spirit  of  common  purpose  and  determination  as 
in  the  current  malpractice  crisis.  Not  the  intrusions  of 
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government,  not  the  presence  of  the  money  lenders  in 
the  temple  of  medicine,  not  any  other  issue  in  recent 
decades  has  coalesced  and  solidified  doctors  as  this 
issue  has. 

And  with  good  reason.  Unless  the  depredations  of 
American  trial  lawyers  and  their  litigious  clients  can  be 
contained,  the  future  of  private  practice  must  be  consid- 
ered uncertain  and  distorted.  The  traditional  physician- 
patient  relationship  simply  cannot  survive  in  a climate 
of  antagonism,  distrust  and  litigation. 

It  has  been  said  that  in  any  room  of  500  physicians 
you  will  have  at  least  500  different  opinions  in  the 
course  of  an  hour.  Not  in  the  case  of  malpractice.  From 
Maine  to  Southern  California,  American  physicians  are 
as  one  on  this  issue.  That  unique  unanimity  alone 
should  tell  the  public  something. 

As  in  all  wars  of  survival  a spirit  of  camaraderie  has 
developed  in  the  profession  that  I have  not  seen  in  my 
years  with  MAS  A.  The  difference,  I think,  between 
this  cause  and  lesser  ones  is  the  same  difference  that 
existed  between  World  War  II  and,  say,  Korea  or 
Vietnam.  In  the  great  war  the  unity  of  purpose  and  the 
total  commitment  were  sustained  by  the  reality  that  we 
could  not  lose  without  losing  civilization.  That  threat 
did  not  exist  in  Korea  or  Vietnam,  as  it  did  not  exist  in 
many  of  the  other  smaller  wars  medicine  has  fought  in 
the  last  50  years. 

The  malpractice  litigation  fight  is  grounded  on  the 
same  belief — if  you  lose  this,  you  lose  everything. 


And  out  of  that  terminal  apprehension  grows  the  spirit 
of  fraternity,  teamwork  and  cooperation  that  medicine 
has  lacked  in  its  other  smaller  wars.  I believe  that  this 
new  spirit,  born  of  adversity,  can  be  harnessed  for 
future  endeavors,  and  that  this  crisis  might  therefore 
prove  to  have  been  a godsend. 

When  Jefferson  said  that  the  tree  of  liberty  must  be 
nurtured  from  time  to  time  with  the  blood  of  martyrs,  he 
was  saying  much  the  same  thing:  that  it  is  necessary  in 
any  people  to  have  periodic  crises,  to  rededicate  those 
people  to  the  great  liberties  that  are  theirs.  I think  more 
physicians  understand,  here  at  the  close  of  1985,  the 
full  dimensions  of  their  great  calling  and  their  many 
freedoms  than  did  a year  ago.  Because  the  extermina- 
tion of  all  that  is  now  distinctly  possible. 

It  is  unfortunate  that  so  many  fine  physicians  had  to 
suffer  to  make  this  spirit  possible,  but  they  have  thus 
become  your  Jeffersonian  martyrs  — necessary 
perhaps  to  rededicate  you  to  the  salvation  and  preserva- 
tion of  your  ancient  calling. 

What  began  in  doubts  has  not  yet  produced  certain- 
ties, but  I believe  we  are  headed  in  that  direction. 

On  that  note  please  accept  my  best  wishes  for  the 
joys  of  the  season  and  the  year  ahead. 

X. 
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via  Telephone. 

It  allows  any  practitioner  in  the 
United  States  to  consult  quickly  with 
specialists  at  the  University  of  Alabama  Medical 
Center  at  UAB.  So  it  helps  physicians  help  their 
patients  more  effectively  and  quickly  — without 
increasing  the  cost!  MIST  operates  all  day,  every  day. 

By  simply  dialing  a single  toll-free  number. 


a physician  has  immediate  access  to  the  latest 
research,  clinical  findings  and  protocols.  It’s  a 
sophisticated  communications  link  between  physi- 
cians and  professionals  in  all  areas  of  health  care. 

MIST  relies  on  the  internationally  recognized 
research  and  patient  care  centers  at  the  University 
of  Alabama  Medical  Center  at  UAB.  Specialists  in 
all  fields  are  available  to  provide  specific  medical 
information  and  to  discuss  patient-related 
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MIST  isn’t  a new  service. 

and  other  health  care  prolessionals 
n it  as  a last  source  of  medical  infor- 
mation and  advice  lor  over  17  years. 

MIST  is  a valuable  link  for  rapid  access  to  medi- 
cal information.  So  the  next  time  you  need  help 
with  patient  problems,  referrals  or  emergency 
infonnation,  consult  us. 
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About  the  Cover 


The  festive  arrangement  on  the  cover  was  not  de- 
signed to  be  a yuletide  centerpiece.  It  is  one  of  the 
woodcuts  in  a 500-year  old  illustrated  herbal  in  the 
priceless  collection  of  the  Reynolds  Historical  Library, 
UAB. 

Much  earlier,  in  the  ancient  world  there  had  been 
many  attempts  to  set  down  the  claimed  medicinal  qual- 
ities of  plants.  The  oldest  known  source  for  early 
pharmacy  was  the  Chinese  herbal  compilation,  Ben  cao 
(c.  2700  B.C.),  which  contained  a classification  of 
medicinal  plants  and  a guide  to  medical  compounds. 

Cuneiform  clay  tablets  found  in  the  library  of  King 
Ashurbanipal  near  Nineveh  recorded  the  materia  medi- 
ca  used  in  the  Mesopotamian  cultures  of  Sumer, 
Akkad,  Babylon  and  Assyria  between  the  4th  and  1st 
millenia  B.C.  Some  800  of  the  30,000  tablets  found 
refer  to  vegetable  drugs,  mineral  drugs,  and  a variety  of 
substances  with  putative  medical  uses,  including  alco- 
holic drinks,  fats  and  oils,  animal  parts  and  milk,  honey 
and  wax. 

But  the  European  tradition,  from  which  this  early 
Renaissance  example  was  taken,  was  grounded  on  the 
Greco-Roman  Era.  Among  the  most  important  early 
naturalists  were  Diodes  of  Carystos  in  the  4th  Century 
B.C.,  and  Crataeus,  who  produced  the  first  known 
illustrated  herbal.  His  drawings  were  used  in  Dioscor- 
ides  materia  medica  of  A.D.  60.  Dioscorides  was  the 
most  influential  and  respected  of  the  pharmaco- 
botanists. 

The  Greek  tradition  in  pharmacy,  as  in  medicine 
generally,  was  synthesized  in  the  writings  of  Galen  in 
the  2nd  Century  A.D.  Galen,  exponent  of  “humoral” 
physiology,  was  interested  in  the  effects  on  the  body’s 
humors  of  various  compounds.  He  developed  a classi- 
fication system  of  these  effects,  presenting  473  drugs 
and  a number  of  formulae.  Although  many  Roman 
physicians  used  the  services  of  compounding  special- 
ists, called  pigmentarii,  Galen  opposed  the  practice, 
insisting  physicians  should  compound  their  own 
medications. 

Just  in  time  for  the  invention  of  the  printing  press  (or 
more  accurately,  movable  type)  by  Gutenberg  in 
Mainz,  Germany,  about  1454,  the  enclyclopedic  works 
of  Aulus  Cornelius  Celsus  were  rediscovered.  Under 
the  sponsorship  of  Pope  Nicholas  V,  Celsus’  De  medi- 
cina  was  republished  in  1478. 

Between  the  5th  and  11th  centuries,  classical  phar- 
maceutical tradition  had  virtually  disappeared  in  West- 
ern Europe.  Medieval  monastic  writings  provided 
some  literature  for  basic  medical  practice  with  herbals. 
The  most  important  new  influence  on  medieval 


pharmacy  came  from  the  Arab  world,  reaching  West- 
ern Europe  via  Spain,  southern  Italy,  Sicily,  and  the 
Byzantine  empire. 

The  most  popular  health  and  cure  book  of  the  Middle 
Ages  was  Regimen  sanitatis,  published  in  Salerno,  a 
collection  of  dietary  and  pharmaceutical  rules.  The  new 
printing  presses  facilitated  its  publication  in  all  major 
European  languages;  it  ran  through  300  editions. 

Medieval  monasteries  maintained  herb  gardens  and 
compounded  specifics  which  they  sold  to  the  public. 
Since  the  monasteries  had,  until  Gutenberg,  also  held  a 
virtual  monopoly  on  manuscript  preparation,  they  had  a 
kind  of  total  market  control  that  the  Federal  Trade 
Commission  of  today  would  rejoice  in  finding. 

The  illustration  on  the  cover,  impressed  by  woodcut 
and  hand  tinted  more  than  five  centuries  ago,  was  thus 
part  of  the  effective  beginning  of  health  lore  for  the 
masses.  Until  Gutenberg,  books  (and  therefore  knowl- 
edge) were  items  of  great  luxury,  which  only  the 
wealthy  could  afford. 

In  the  guilds  of  medieval  Europe,  no  distinction  was 
made  between  physicians,  apothecaries  and  surgeons. 
The  term  “leech”  covered  them  all.  The  books  were 
thus  sometimes  called  “leechbooks.” 

Apothecaries  soon  became  jealous  of  physicians  and 
demanded  the  same  status.  In  1540,  in  the  same  period 
from  which  the  cover  illustration  was  taken,  Britain’s 
Henry  VIII  empowered  the  College  of  Physicians  to 
“search,  view  and  see  the  apothecary  wares,  drugs  and 
stuffs.” 

The  apothecaries,  resenting  the  royal  intrusion  on 
their  turf,  responded  with  a demand  to  be  examined  for 
medical  practice,  and  not  just  as  apothecaries.  (They 
were,  in  fact,  already  practicing  medicine,  including 
surgery . ) 

Under  James  I in  1607,  the  apothecaries  gained 
lucrative  monopoly  grants  to  make  and  apply  medi- 
cines. Many  apothecaries  became  quite  wealthy,  a fact 
that  was  not  lost  on  a new  intruder,  the  druggist,  the 
former  middleman  between  the  drug  wholesaler  and 
apothecary. 

The  druggists  soon  demanded  the  same  rights  as 
apothecaries,  to  whom  the  House  of  Lords  gave  the 
power  in  1703  to  sell  drugs  without  a physician’s  pre- 
scription. 

The  modem  analogues  to  some  of  these  disputes 
should  be  obvious. 

Reference 

McGrew,  Roderick  E. , Encyclopedia  of  Medical  History,  New  York,  McGraw-Hill, 
1985. 
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The  Good  Old  Days 


The  end  of  the  year  was  ever  a time  for  remem- 
brances of  things  past,  a weakness  that  may  be  peculiar 
to  H.  sapiens. 

Recently  I have  heard  more  than  one  physician, 
dismayed  by  all  the  changes  and  challenges  of  1985, 
express  a longing  for  the  good  old  days  when  times 
were  simpler.  Figuring  that  an  even  100  years  ago 
might  be  such  a time,  I turned  back  to  MASA’s  Trans- 
actions for  the  year  1885.  But,  Lo,  the  more  things 
have  changed  the  more  they  have  remained  the  same. 

One  hundred  years  ago  our  professional  antecedents 
were  tom  asunder  by  a bitter  debate  on  — it’s  all  right 
there  in  MASA’s  annals  — abortion.  In  those  days,  the 
Association  did  not  have  a weekly  newsletter  or  a 
monthly  journal.  Accordingly,  more  than  500  pages  of 
Transactions  1885  were  devoted  to  policy  matters, 
scientific  papers  and  hair-curling  polemics. 

The  abortion  debate,  which  had  apparently  been 
raging  for  some  time,  is  a good  example.  Central  to  the 
debate,  as  I understand  the  arguments,  is  whether  or  not 
a physician  had  the  right  to  terminate  a pregnancy  to 


save  the  life  of  the  mother.  That  is  not  a question  today, 
but  obviously  it  was  then,  with  vociferous  men  arrayed 
on  both  sides. 

A substantial  body  of  MASA’s  doctors  in  1885  were 
intractably  opposed,  it  appears,  to  intervening  at  all  to 
save  the  mother.  But  a few  courageous  pioneers  were 
obviously  willing  to  stand  up  and  be  shot  at.  insisting  as 
they  did  that  the  oaths  they  took  as  physicians,  and  their 
moral  duty  as  human  beings,  placed  them  squarely  in 
defense  of  the  mother  to  the  exclusion  of  any  other 
interest. 

The  debate  seems  to  have  begun  in  an  earlier  year 
with  a paper  often  referred  to  in  1885  as  “Plea  For  the 
Unborn  Child,’’  by  Charles  Whelan.  M.D. 

The  first  paper  in  1885  in  response  to  (hat  was  read 
by  Henry  Jasper  Winn.  M.D..  of  Birmingham,  the 
Jefferson  County  Health  Officer.  It  is  hard  to  tell  which 
side  Dr.  Winn  was  on.  The  best  statistics  he  could 
muster,  he  said,  was  that  in  this  period  in  (he  U.S.  there 
was  one  abortion  for  every  three  births  as  a minimum, 
to  a maximum  of  one  abortion  for  every  live  birth 
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(statistics  that  in  themselves  speak  eloquently  of  the 
progress  in  the  past  century). 

“This  estimate  applies  only  to  such  abortions  as  are, 
or  may  be  said  to  be,  accidental,”  Dr.  Winn  said.  Add 
to  that  the  unknown  number  of  elective  abortions,  he 
said,  and  the  annual  total  was  appalling. 

Particularly  distressing  to  Dr.  Winn  and  other  physi- 
cians was  that  the  elective  abortions  were  occurring 
among  the  “better  class,”  with  the  result  that  the  net 
birth  rate  was  rising  among  the  “foreign-bom.”  Dr. 
Winn  cited  some  statistics  from  Massachusetts,  entitled 
the  “Deterioration  of  the  Puritan  Stock,”  to  support 
this  point: 

“The  fact  deduced  from  these  figures  show  that  the 
foreign-bom  inhabitants  of  Massachusetts,  numbering 
less  than  one-fourth  the  population,  gave  birth  to  more 
than  one-half  the  children  born  in  the  state.”  He  ad- 
vanced the  theory  that  elective  abortion  among  the 
better  classes  “in  the  Christian  communities  of  Mas- 
sachusetts” was  then  as  high  “as  it  ever  was  in  pagan 
Rome . ’ ’ 

He  quoted  with  some  solemnity  and  shock  the  fact 
that  emancipated  women  of  the  1880s  were  too  bent  on 
social  pursuits  and  other  modern  pleasures  “to  assume 
the  cares  and  troubles  of  maternity”  — a charge  I 
seemed  to  have  heard  in  recent  years  as  well. 

He  suggested  rather  pointedly  that  most  of  the  elec- 
tive abortions  among  these  women  was  accomplished 
by  tightly  laced  corsets  or  improper  exertion  “by  rid- 
ing, walking,  dancing,  or  any  other  way,  knowing  that 
it  endangers  the  life  of  the  child,  which  they  would  be 
only  too  glad  to  lose.” 

And  this  was  occurring,  he  repeated,  not  among  the 
“lowest  classes  of  society”  but  among  those  with  so- 
cial position  and  financial  means.  Dr.  Winn’s  principal 
alarm  seemed  to  be  that  the  antipathy  to  children  in  the 
better  circles  was  producing  an  imbalance  favoring  the 
lower  classes  — a kind  of  eugenics  in  reverse.  The 
upshot  of  it  all  was  — and  here  Dr.  Winn  quotes  a moral 
arbiter  of  the  period  identified  only  as  the  Great  Dr. 
Goodell  — that  marriage  had  sunk  into  mere  “licen- 
tiousness, the  wife  degraded  into  a mistress.” 

But  Dr.  Winn  was  more  concerned  with  dangerous 
thinking,  both  pro  and  con,  in  the  ranks  of  MAS  A, 
referring  specifically  to  comments  by  Dr.  J.  C.  Clark 
on  the  floor  during  the  most  recent  annual  session.  It  is 
not  at  all  clear  whether  Dr.  Clarke  was  speaking  in 
support  of  or  opposition  to  the  earlier  paper  by  Dr. 
Whelan,  but  no  matter:  Dr.  Winn  didn’t  cotton  to  what 
he  said  or  how  he  said  it. 

The  debate  is  often  clouded  by  the  grandiloquence 
and  stupefying  biblical  scholarship  of  some  of  the  con- 
tenders, who  quoted  scripture  endlessly.  They  were 
plainly  riled  up.  Dr.  Winn,  for  example,  never  really 
addressed  the  issue  of  medically  indicated  abortions. 
He  was  far  more  exercised  about  the  social  butterflies 


of  Boston  lacing  their  corsets  too  tight,  or  otherwise 
contributing  to  the  genocide  of  the  upper  classes. 

The  debate  was  supposed  to  have  centered  on  ther- 
apeutic abortion,  not  elective  abortion  or  abortion  of 
convenience,  which  seemed  to  have  been  beyond  the 
pale  in  those  days.  But  the  passion  and  eloquence  of  the 
speakers  was  such  that  simple  questions  were  frequent- 
ly eclipsed  by  the  marvelous  rhetoric  and  vituperation. 

I surmise  that  most  of  the  MASA  leadership  was 
opposed  to  any  intervention  to  save  the  mother. 
However,  a vocal  minority  would  not  be  silenced  and 
some  high-minded  fence-straddlers  wanted  everyone  to 
know  they  had  no  respect  for  either  side.  All  positions 
were  duly  recorded  in  Transactions  1885,  including 
several  letters  of  bold  opposition  to  what  I suppose  was 
the  majority  view,  no  intervention. 

One  of  the  brassiest  of  the  mavericks  of  1885,  those 
who  had  sworn  primary  allegiance  to  save  the  mother 
though  Hell  should  bar  the  way,  was  William  H.  John- 
ston, M.D.,  of  Selma,  whose  impassioned  plea  for 
intervention  in  cases  of  “gravid  nausea”  and  other 
life-threatening  conditions  continued  for  several  pages. 
Dr.  Johnston  did  not  mince  words: 

“I  thank  God  that  I came  of  a stock  who,  when 
convinced  that  they  were  in  the  right,  never  hesitated  to 
assume  any  responsibility  that  fell  to  their  lot,  even 
when  their  own  lives  were  jeopardized  by  following  out 
the  line  of  duty.  . . . 

“I  and  those  who  are  with  me  hold  the  Doctor  re- 
sponsible for  every  step  he  fails  to  take  to  save  the  life 
of  the  woman.  If  he  fails  to  give  her  any  chance  for  life, 
he  is  a criminal  to  that  extent,  and  recreant  in  his  duty  as 
a physician. 

“The  more  I read  and  think  upon  this  subject,  the 
more  I am  astounded  that  my  friend  [Dr.  Whelan],  in 
this  19th  Century,  should  advocate  the  views  he  does, 
and  base  his  advocacy  of  them  [as  opposed  to  therapeu- 
tic abortion]  on  medical  grounds.  . . . 

“Whatever  will  preserve  life  is  medically  right.” 

Dr.  Johnston  was  more  than  a stalwart  patient  advo- 
cate, however;  he  was  also  a scholar.  He  quoted  a series 
of  leading  authorities  of  the  day  to  support  his  mod- 
ernist views.  He  had  even  written  to  Dr.  W.M.  Polk, 
identified  as  “Professor  of  Obstetrics  in  the  Medical 
School  of  the  University  of  the  City  of  New  York,” 
whose  reply  was  printed: 

“Dear  Johnston:  I do  not  see  how  there  can  be  any 
question  as  to  the  propriety  of  inducing  abortion  in  a 
case  of  nausea  and  vomiting  in  pregnancy,  when  it  was 
clear  that  the  disorder  was  killing  the  mother.  That  such 
a contingency  may  happen  I know  to  my  own  cost, 
having  lost  a patient  to  the  condition  in  question,  the 
emptying  of  the  uterus  having  been  deferred  too  long. 
Every  reasonable  effort  should  be  made  to  postpone  the 
operation;  and  rectal  alimentation,  in  common  with  the 
many  measures  at  our  command,  should  be  first  used; 
but  these  failing,  our  duty  is  to  induce  abortion.  You 
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will  find  the  opinions  of  all  the  European  authorities 
that  I could  reach  in  their  works  — Playfair,  Leishman, 
Schroeder,  Spiegelberg,  and  Borneo.” 

Professor  Polk  went  even  further:  he  polled  “every 
professor  of  obstetrics”  in  New  York  City  and 
appended  their  replies  to  his  letter  to  Dr.  Johnston  — all 
supporting  the  same  position.  They  included  the  Pro- 
fessor of  Obstetrics  at  the  College  of  Physicians  and 
Surgeons  and  at  “Bellevue  Hospital  Medical  Col- 
lege.” 

Finally  Dr.  Johnston  presented  a long  list  of  other 
letters  from  eminent  physicians,  in  Alabama  and  in  the 
East,  taking  the  same  stand  — that  the  life  of  the  mother 
must  have  priority. 

Having  done  that.  Dr.  Johnston  threw  down  the 
gauntlet  to  MASA; 

“It  will  be  anything  else  but  a proud  day  for  the 
Medical  Association  of  the  State  of  Alabama  — a 
scientific  body  of  gentlemen  — when  it  condemns  this 
operation  on  medical  grounds.  If  it  should  do  such  a 
thing,  it  would  do  it  in  the  face  of  scientific  facts.  . . .” 

And  Dr.  Johnston  made  it  crystal  clear  that  even  if 
MASA  took  such  a position,  “Then  you  must  stand 
aside:  it  is  our  mission  to  save  life,  and  we  are  not 
fulfilling  it  when  we  permit  a woman  to  die  with  a 
foetus  in  her  womb,  but  who  could  have  been  saved  had 
we  emptied  it.” 

The  debate  seemed  to  continue,  for  there  is  no  men- 
tion of  final  outcome.  But  it  is  clear  that  men  like  Dr. 


Johnston  were  prepared  to  accept  the  role  of  pariah  to 
save  their  patients,  even  though  the  prevailing  view 
was  against  them.  The  debate  was  to  continue  for 
several  more  years  apparently. 

Were  these  the  good  old  days  some  of  you  would  be 
transported  to  in  your  desire  for  simplicity  and  a life 
free  of  care  and  controversy?  If  additional  proof  of  the 
old  days  being  less  than  tranquil  is  needed.  Transac- 
tions 1885  reveals  that  the  Association  was  sorely  beset 
that  year  by  newspapers  in  Montgomery  and  Florence, 
which  had  taken  to  task  the  Health  Officer  and  Chair- 
man of  the  Board  of  Censors  (one  and  the  same  person 
in  those  days)  for  negligence  in  combatting  yellow 
fever,  and  other  failings. 

The  Legislature  had  before  it  several  bills  to  abolish 
the  Health  Officer’s  job  by  way  of  punishing  him  for 
not  conquering  yellow  fever.  That  Officer,  also  Chair- 
man of  the  Board,  was  Dr.  Jerome  Cochran,  who  was 
given  to  carrying  a stout  cane  with  a massive  gold  head 
surmounting  it,  as  much  for  intimidation  of  enemies,  it 
is  said,  as  for  support  in  walking. 

I am  happy  to  report  a century  after  the  fact  that  the 
newspapers  were  silenced  and  the  legislative  chal- 
lenges were  beaten  back. 

Best  wishes  for  the  holidays  and  the  new  year. 
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An  Unusual  Cause  of  Neck 
Swelling  in  an  Elderly  Female 

Clifford  M.  Davidson,  B.S. 

Medical  Student  IV 
and 

Robert  E.  Pieroni,  M.D.* * 


An  elderly  female  with  a progressively  en- 
larging right  submandibular  mass,  and  multi- 
ple other  serious  medical  problems,  refused 
diagnostic  evaluation  until  she  was  hospitalized 
because  of  syncope.  During  her  diagnostic 
work-up  a pericardial  effusion,  as  well  as  a 
positive  tuberculin  skin  test  were  noted. 
Although  analysis  of  the  pericardial  effusion 
and  a small  biopsy  sample  were  unrevealing, 
histological  sections  and  bacteriological  cul- 
tures of  the  neck  mass  were  consistent  with  a 
diagnosis  of  Mycobacterium  tuberculosis.  His- 
torical and  current  aspects  of  scrofula,  as  well 
as  its  treatment,  will  be  discussed. 


LG.  is  a 72-year-oId  black  female  who  has  been 
• followed  at  the  Capstone  Medical  Center  dur- 
ing the  past  eight  years  for  multiple  medical  problems. 
These  include  a previous  stroke,  transient  ischemic 
attacks,  chronic  hypertension,  mild  CHF,  diabetes 

* Profcs5ior  of  Internal  Medicine  and  Family  Medicine.  College  of  Community 
Ffealth  Sciences.  TFie  University  of  Alabama.  University.  Alabama 


mellitus,  recurrent  urinary  tract  infections,  mild  renal 
failure,  and  exogenous  obesity.  The  patient  had  a long- 
standing large  goiter  but  was  euthyroid.  She  had  sever- 
al hospitalizations  for  syncope,  but  refused  diagnostic 
studies.  Her  medical  management  was  often  compli- 
cated by  extremely  poor  compliance. 

In  December  1980  a 2 cm  soft,  slightly  tender,  mov- 
able lymph  node  was  palpated  in  the  right  submandibu- 
lar area.  The  patient  strongly  rejected  diagnostic  stud- 
ies. During  a hospitalization  in  April  1 982  for  syncope, 
the  mass  was  reported  to  be  5 cm  x 3 cm  in  size,  soft  and 
nontender.  Again,  the  patient  refused  any  further  work- 
up. By  May  1984  the  cervical  lesion  measured  8 cm  x 5 
cm  (Figure  1 ). 

In  July  1984  the  patient  was  again  admitted  to  the 
hospital  with  another  syncopal  episode.  Three  days  of 
telemetric  monitoring  revealed  no  significant  arrhyth- 
mias and  an  EEG  showed  no  abnormalities.  Noninva- 
sive  carotid  studies  were  non-revealing  and  the  patient 
refused  to  have  a CAT  .scan  of  the  head.  The  consulting 
neurologist  felt  that  the  patient  was  experiencing  epi- 
•sodes  of  vertebrobasilar  insufficiency. 

During  the  latter  bospitalization.the  patient's  chest 
x-ray  revealed  cardiomegaly  (Figure  2),  and  her  EKG 
was  consistent  with  left  ventricular  hypertrophy.  An 
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echocardiogram  was  performed  and  showed  concentric 
left  ventricular  hypertrophy,  slightly  enlarged  left 
atrium,  and  a moderately  large  pericardial  effusion. 

The  patient's  laboratory  values  were,  in  essence, 
non-revealing.  The  CBC  was  essentially  normal.  A 
thyroid  scan  show  ed  thyromegaly.  An  ultrasound  of  the 
neck  revealed  a multicystic-appearing  right  mandibular 
mass.  Intermediate  PPD  w'as  applied  and  at  forty-eight 
hours  resulted  in  induration  of  20  mms. 

The  patient,  after  considerable  prodding,  finally 
agreed  to  undergo  further  work-up  including  a diagnos- 
tic pericardiocentesis,  and  biopsies  of  the  pericardium 
and  neck  mass. 


Figure  I . Patient  ( preop):  8 cm  x 5 cm  neck  mass  at  arrow. 


Figure  2 . Chest  roentgenogram  suggesting  pericardial  ejfusion 
(confirmed  on  echocardiography). 


Results 

Under  local  anesthesia,  160  mis  of  serosanguineous 
pericardial  fluid  was  aspirated.  Analysis  of  the  fluid 
revealed  a RBC  count  of  7280/mm^;  WBC  count  of 
74/mm^,  (polys  40%,  lymphs  34%);  protein,  4 grams; 
glucose,  163  mg/dl  (nearly  the  same  level  as  serum 
glucose),  and  LDH  was  greater  than  60%  of  serum 
LDH.  Smears  revealed  no  organisms,  and  the  fluid  was 
bacteriologically  sterile.  The  very  sparse  pericardial 
biopsy  that  was  obtained  revealed  no  significant  patho- 
logical changes  and  was  not  cultured. 
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The  biopsy  of  the  right  neck  mass  revealed  a large, 
lobulated  cervical  node  measuring  4.5  cm  x 2.5  cm  x 2 
cm.  The  lymph  node’s  architecture  was  extensively 
replaced  by  innumerable,  small  non-caseating  granulo- 
mas (Figure  3).  Stains  for  AFB  were  positive  (Figure 
4).  The  culture  subsequently  grew  out  Mycobacterium 
tuberculosis.  Therapy  with  INH,  ethambutol  and 
Rifampin  was  initiated. 


Figure  3.  H & E stained  section  of  neck  mass  showing  non- 
caseating  granuloma  and  giant  cell  at  arrow. 


Figure  4.  Acid-fast  stained  section  of  neck  mass.  Note  acid-fast 
bacillus  at  arrow. 


Case  Discussion 

The  differential  diagnosis  of  neck  masses  has  re- 
ceived considerable  attention.  Moloy  feels  that  the  “80 
per  cent  rule”  places  the  problem  of  neck  masses  into 
proper  diagnostic  perspective.  In  the  pediatric  age 
group  about  80  per  cent  of  isolated  neck  masses  are 
benign.  The  20  per  cent  that  are  malignant  include, 
mainly,  lymphomas  (over  50  per  cent)  and  sarcomas 
(17  per  cent).  Metastatic  squamous  cell  carcinomas 
comprise  only  4 per  cent  of  the  carcinomatous  neck 
masses  in  children.' 

In  adults,  40  years  of  age  or  older,  the  situation  is 
reversed.  Here,  80  per  cent  of  isolated  non-thyroid 
neck  masses  have  been  found  to  be  malignant.  Most  of 
these  are  metastatic,  the  largest  group  comprising 
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squamous  cell  carcinomas  of  the  head  and  neck 
metastatic  to  regional  nodes.  In  subjects  over  the  age  of 
50  years,  fully  90  per  cent  of  tumors  are  malignant.’ 

Weymuller  correlated  the  many  varieties  of  neck 
masses  with  the  cervical  anatomic  unit  involved  and  the 
general  nature  of  presentation.  His  abridged  results  are 
presented  in  the  Table. ^ 

As  noted  in  this  table,  numerous  entities  may  involve 
the  cervical  lymph  nodes  ranging  from  lymphoma  and 
metastatic  carcinoma  to  a wide  variety  of  infections. 
The  possibility  of  tuberculous  involvement  should  al- 
ways be  considered  in  any  patient  with  a cervical  mass. 
When  the  cervical  adenitis  is  caused  by  a variety  of 
acid-fast  organisms,  the  well-known  condition  of 
scrofula  results.  Moloy  has  stated  that  at  presentation 
the  average  age  of  subjects  with  this  disorder  is  53 
years,  and  the  sexes  are  equally  involved.  Although 
Moloy  stated  that  pulmonary  disease  is  invariably 


present,'  others  would  disagree  with  this  statement.  For 
example,  Ishikawa  and  many  other  workers  have  found 
scrofula  can  develop  without  any  evidence  of  pulmo- 
nary involvement.  Ishikawa  felt  that  tuberculous  lym- 
phadenitis can  result  from  the  tubercle  bacillus  invad- 
ing the  tonsils,  the  teeth,  or  the  oral  mucosa;  he  stated 
that  “in  many  instances  it  is  difficult  to  trace  the  course 
of  infection  precisely.”  The  particular  type  of  myco- 
bacteria involved  in  the  scrofula  may  determine  the 
specific  route  of  invasion.'^ 

The  onset  of  tuberculous  lymphadenitis  is  usually 
slow  and  painless,  but  may,  especially  in  highly  tuber- 
culin-sensitive individuals,  be  acute  with  high  fever 
and  perinodal  reactions.*^ 

Mycobacterial  lymphadenitis  falls  into  two  broad 
categories.  First  is  the  “true”  tuberculous  lymphadeni- 
tis caused  by  Mycobacterium  tuberculosis  (human)  or 
M.  bovis  and,  second,  that  resulting  from  other  myco- 


TABLE  I 

NECK  MASSES,  LISTED  BY  ANATOMIC  UNIT  INVOLVED  AND  GENERAL  NATURE  OE  PRESENTATION 


Acute  Infection 

Subacute  & Chronic 

Anatomic 

Anatomic 

and 

Infection  and 

Derangement 

Unit 

Inflammation 

Inflammation 

and  Benign  Tumor 

Malignancy 

Vasculature  and  Deep 

Lateral  pharyngeal  space 

Arteritis 

Tortuous  vessels 

Hemangioperi- 

Neck  Spaces 

infection 

Aneurysm 

cytoma 

Carotid  sheath  infection 

Arterio-venous  fistula 

Ludwig  angina 

Carotid  body  tumor 
Angiomatous  tumors 
Paragangliomas 

Lymph  Nodes  and 

Bacterial 

Mycobacterial 

Benign  reactive 

Lymphoma 

Lymphatics 

Streptococcus 

Tuberculosis 

ly  mphadenopathy 

Metastatic 

Staphylococcus 

Atypical 

Cystic  hygroma 

carcinoma 

Brucella 

Parasites 

Hamartoma 

Tularemia 

Diphtheria 

Syphilis  (1°  and  2°) 

Toxoplasmosis 

Leishmania 

Pasteurella 

Bacterial 

Viral 

Herpes  Zoster 

Leprosy 

Actinomycosis 

Coxsackie 

Fungal 

Cvtomegalovirus 

Histoplasmosis 

Measles 

Coccidiomycosis 

Rubella 

Sporotrichosis 

Mumps 

Blastomycosis 

Trachoma 

Miscellaneous 

Cat  scratch 

Sarcoidosis 

Drug  induced 

Serum  sickness 

Salivary  (Elands: 

•Mumps 

Sjogren  syndrome 

Hemangioma 

Carcinoma 

Parotid 

.Abscess 

Metabolic  — (alcoholic. 

Pleomorphic  adenoma 

Lymphoma 

Submandibular 

Obstruction  (stone,  tumor. 

diabetic,  nutritional) 

Warthin’s  tumor 

Metastatic 

Sublingual 

trauma) 

Heavy  metal  toxicity 

tumors 

Iodine  toxicity 

Chronic  sialadenitis 

.\bridged  from  Ernest  .A.  Weymuller,  ,)r.,  “Esaluiitiiin  of  neek  masses,”  The  Journal  of  Tamily  Practice  1980;  11:1099-1106. 
Permission  granted  by  Appleton-Century-Crofts. 
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bacteria,  most  frequently  M.  avium-intracellulare  or 
scrofulaceiini  (MAIS  group)."* 

In  some  series  the  reported  incidence  of  tuberculous 
lymphadenitis  approximates  5 per  cent  of  patients  with 
TB.  Obviously,  other  nodes  besides  the  cervical  ones 
may  be  involved,  e.g.  axillary,  epitrochlear,  etc.  The 
actual  incidence  of  cervical  tuberculous  is  diminishing 
in  developing  countries.  Before  widespread  milk  pas- 
teurization and  tuberculosis  control  in  cattle,  many 
cases  of  tuberculous  cervical  lymphadenitis  (scrofula) 
resulted  from  Mycobacterium  bovis  infecting 
oropharyngeal  lymphatic  tissue.  Although  atypical 
mycobacteria  have  been  incriminated  in  cervical  lym- 
phadenopathy,  there  are  numerous  reports  that  the  rela- 
tive incidence  of  cervical  tuberculosis  due  to  M.  tuber- 
culosis has  been  increasing.^  The  scrofula  is  felt  to 
result  from  lymphohematogenous  spread  from  a pri- 
mary pulmonary  focus,  which,  as  noted,  may  not  be 
readily  identifiable.  The  process  may  be  either  local- 
ized or  disseminated.  In  most  instances,  as  in  the  pres- 
ent case,  diagnosis  is  made  by  excisional  biopsy.'^ 

The  history  of  tuberculous  cervical  lymphadenitis  is 
a fascinating  one.  Scrofula,  the  Latin  term  for  “brood 
sow,”  has  afflicted  man  for  over  3,000  years,  possibly 
even  involving  Neolithic  man.  During  the  Middle  Ages 
the  disorder  was  termed  the  “King’s  Evil.”  This  de- 
scription evolved  from  the  practice  of  trying  to  cure  the 
disorder  by  the  “royal  touch.”  This  practice  was  intro- 
duced by  Clovis  I in  481  AD,  and  the  custom  was 
widely  adopted.^  In  England,  Charles  II  was  recorded 
to  have  performed  a grand  total  of  100,000  “treat- 
ments” for  scrofula  during  his  reign. ^ Pepys,  the  noted 
diarist,  wrote,  in  1684,  of  unfortunate  individuals 
being  crushed  to  death  during  their  attempts  to  receive 
the  “royal  touch. 

In  France,  extraordinary  numbers  of  scrofula  pa- 
tients sought  relief  by  the  royal  touch.  Phillip  of  Valois 
is  said  to  have  “treated”  1 ,500  patients  in  one  sitting, 
and  Louis  XVI  touched  2,400  patients  during  his  1775 
coronation.^ 

For  the  past  several  hundred  years  much  attention 
has  been  paid  to  the  royal  touch.  Shakespeare  referred 
to  it  in  Macbeth;  Samuel  Johnson  was  touched  by 
Queene  Anne,  apparently  without  much  success. 
Shortly  thereafter  the  practice  was  eliminated  in  En- 
gland; however,  it  continued  in  France  until  the  19th 
century.^ 

There  have  been  numerous  methods  for  treating 
scrofula  in  addition  to  the  king’s  touch.  For  example, 
digitalis  was  used  to  treat  scrofula  in  the  17th  century. 
Lugol  devoted  his  life  to  research  on  scrofula  and 
treated  it  with  the  iodide  solution  which  carries  his 


name.'*’  Current  recommended  treatment  consists  of 
excisional  biopsy,  followed  by  appropriate  chem- 
otherapy.^ 

Follow-up  and  Discussion 

L.  G.  has  experienced  no  further  problem  in  the  year 
since  her  excisional  biopsy,  and  nine  months  of  chem- 
otherapy. Her  cervical  lesion  is  well-healed  and  there 
has  been  no  additional  lymphadenopathy.  Her  chest 
x-ray  revealed  a decrease  in  heart  size.  A repeat  echo- 
cardiogram was  refused.  No  evidence  of  infection  with 
tuberculosis  was  found  among  close  contacts  of  the 
patient. 

L.  G.  gave  a history  of  having  consumed  unpas- 
teurized milk  in  her  childhood.  Prior  to  culture  results, 
M.  bovis,  as  well  as  atypical  mycobacteria,  could  pos- 
sibly have  been  incriminated  in  her  disease.  Also, 
tuberculous  pericarditis  is  usually  treated  with  several 
drugs,  such  as  INH  and  Rifampin.*^  For  these  reasons  a 
three-drug  chemotherapeutic  regimen  was  initiated  un- 
til sensitivities  were  available.  Ethambutol  was  then 
discontinued. 

The  law  of  parsimony  would  lead  one  to  suspect 
strongly  that  L.  G.’s  pericardial  effusion  was  tubercu- 
lous in  nature.  The  effusion  had  characteristics  of  an 
exudate,  including  elevated  protein  and  LDH.  Work- 
up for  the  usual  causes  of  the  condition  was  unreveal- 
ing. It  is  well  recognized  that  it  is  extremely  difficult  to 
prove  a tuberculous  etiology  in  pericardial  effusions 
actually  caused  by  mycobacteria.  Cultures  are  positive 
in  only  a minority  of  cases,  and  false-negative  histo- 
logic studies  are  common.  Tuberculous  pericarditis 
usually  results  from  direct  extension  from  involved 
mediastinal  nodes,  or,  less  commonly  from  hema- 
togenous dissemination.*^’  ^ 
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Consider  the 
causative  organisms... 


cefaclor 


250-mg  Pulvules*^  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacteriai  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  SsMjry  Cmmii  tke  pacUfe  Ittertttfi  for  ofitcrioiiifl 

wtorsoiioo 

io«moot  aai  Uun  Cador*  (cefaclor  Liltyi « mrkcated  a the 
ireatnent  o(  the  loiioetno  infections  vtien  caused  Oy  susceptible 
strains  of  the  (tesignated  micfooroanisns 
Lower  resowatort  mlectiorti  including  pneumonia  caused  by 
Sirtpiococcui  pnevmonfae  <Di0iococcus  poemoniM)  ffaemopn 
ihis  mfiuen/ie  and  S pyogenes  igroup  A beta-hemofyiic 
streptococci} 

Appropriate  cufture  and  susceptiOiiitf  studies  should  be 
perloraM  to  determine  susceptibiliiy  of  the  causative  organism 
loCecior 

Ce^raiidicjliee  Cedor « contraindicated  m patients  *itn  known 
allergy  to  the  ccphatospotm  group  of  antibiotics 
MereMHS  m PfNtCllLW  SENSITIVE  PATIENTS  CEPHAlO 
SPOm  tNTMOTlCS  should  BE  ADAHNISTERED  CAUTOUSLY 
THERE  IS  aBHCAL  ANO  LABOHATORY  EVIOENCE  Of  PARTUU. 
CROSS  ALLERGENICITY  Of  THE  PENICILIMS  ANO  THE 
CEPHALOSPORINS  AN'^  THERE  ARE  INSTANCES  W WHICH 
PATIENTS  HAVE  HAD  reactions  iNaUOlNGANAPHYlAJItS 
TO  both  DRUG  CLASSES 

AntilMfics  mdudmg  Cedor  should  be  admmisiered  cautooN 
10  any  patient  who  has  demonstrated  some  loriii  of  allergy 
particularly  lo  drugs 

Pseudomempranous  coMit  has  been  reponed  with  wiuaity  a* 
broad- spectrum  antwoucs  imdMkng  macnMn  se—synthetic 
pemciNms  and  cephatospormsi  therefore  « « Mwportant  to 
considar  its  diagnosis  m patients  who  develop  diarrhea  m 
association  with  the  use  of  antipiotics  Such  com  is  may  range* 
smieritf  from  mild  lo  hte  threatening 
Treatment  with  broad  tpearum  ant««tics  aMers  the  normal 
Rora  of  me  coton  and  may  peniM  overgrowth  of  doetndta  Studmi 
mdicale  that  a tosm  produced  by  CiostnOmm  OiffKttt « one 
pTMary  cauee  of  antibotK  asaociaied  coMm 
Mild  cases  of  pseudomempranous  coMts  usuaffy  respond  to 
Wug  dmcontineance  afone  M moderate  to  severe  caees  manage 


mem  should  include  sigmoidoscopy  appropriate  bacieriologic 
studies  and  fluid  electrolyte  and  proiein  supplementation 
When  ihe  colitis  does  not  improve  after  the  drug  has  been 
discominued  or  when  it  is  severe  oral  vancomycin  is  the  drug 
ol  choice  lor  antibiotic  associated  pseudomembranous  colitis 
produced  by  C diiticiie  Other  causes  ol  colitis  should  be 
ruled  out 

Precae liens  Genera/  PrKMtions  > If  an  alieroic  reaction  to 
Cedor*  icefacior  Lilly)  occurs  ihe  drug  should  be  discontinued 
and  If  necessary  the  patient  should  be  Healed  with  appropriate 
agents  eg  pressor  amines  amihisiamines  or  conicotterotds 
Prolong^  use  of  Cedor  may  result  in  the  overgrowth  ol 
nonsusceptible  organisms  Careful  observation  of  ihe  pattern  is 
essential  K supennfedion  occurs  durmg  therapy  appropriate 
measures  thouid  be  taken 

Posnrve  dwed  Coombs  tests  have  been  reported  durmg  treat 
mem  with  the  cephaktsporm  antiPiotict  m hematotogic  studies 
or  m iianslusion  cross maichmg  procedures  when  amiglobulin 
tesu  are  performed  on  the  mmor  s4e  or « Coombs  testing  of 
newborns  whose  mothers  have  received  cephalosponn  antitMiiu 
before  parturition  it  should  be  recogm/ed  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Cedor  thosid  be  adnumsiered  wrtn  caution  m the  presence  of 
markedly  impaired  renal  fundion  tinder  such  conditiont  careful 
clmcal  observation  and  laboratory  studies  should  be  made 
bKauM  sail  dosage  may  be  lower  than  nut  uswaffy  rscommemM 
As  a rtseb  of  aoMmstrainn  of  Cedor  a lafse  posifrv*  rsadmn 
tor  gtucose  m the  urme  iway  occm  This  has  been  observed  with 
Benedwt  i and  FeMmg  t sototions  and  atoo  with  Cimnest* 
labtofs  birf  not  with  Its  laps*  iGtoceee  En/ymatic  Test  Strip 
USP  liffyi 

Broad  spectrum  aniwnitos  shouid  be  prcsatoed  whh  caution  m 
MdnndMto  wnh  a tosiory  of  gaeiromiesimai  daease  pmiicuiaHv 
coMis 

(isege  « Prapnancr  Pregnancy  Cefegory  8 - Reprodudon 
studtoi  have  been  performed  m mice  and  rats  at  doeei  19  to  1? 
tunes  the  fwnvi  doee  and  m toreis  gnsn  rtvce  hmas  ihe  marmwn 


human  dose  and  have  revealed  no  evidence  of  impaired  lertiliiy 
or  harm  lo  Ihe  fetus  due  to  Cedor*  (cefaclor.  Lilly)  There  are 
however  no  adeguaie  and  weil-controlled  studies  m pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictfve  of  human  response  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nming  klotfws  - Small  amounts  ol  Cedor  have  been  detected 
m mother  s ithSi  following  admimslration  of  single  600  mg  doses 
Average  levels  weteO  is  020  0?l  andO  lo  mcg/mi  at  two 
three  four  and  live  hours  respedivety  Trace  amounts  were 
deteded  at  one  hour  The  effect  on  nursing  rnfams  is  not  known 
Caution  should  be  eiercised  when  Cedor  ir  administered  to  a 
nursing  woman 

Ui^iemCtukinn  Safety  and effedneness  of  this  product  tor 
loe  m mtonis  less  than  one  month  of  age  hate  not  been  established 
Adverse  Reactiees  Adverse  effects  considered  refatad  to  rherapy 
with  Cedor  are  uncommon  and  are  listed  below 
Gas/rornfes/mj/  symptoms  occur  m about  2 5 percent  ol 
patients  and  include  diarrhea  (I  m 70) 

Symptoms  of  pseudomembranous  coMis  may  appear  erther 
dumg  or  attar  anHbKNic  treatment  Nausea  and  vomrtmg  have 
been  reported  rarely 

Nype^s/fmfy  rtadions  haiw  been  reported  m about  1 5 
percent  of  patients  and  mdude  mprbilftorifi  eruptions  iT  w 100) 
Piurrtus  unicana  and  positive  Coombs  tests  sacii  occm  m tou 
than  I m 200  patients  Casts  of  serum  sickntis  i*e  reactions 
larythm  «Wiltn«  a the  above  ikm  mwItitBni  accompwnd 
by  anhrers/arThratgia  and  frequently  tviei)  have  been  reported 
These  ructions  are  apparently  due  to  hyper  Mnservny  and  hm* 
usualv  occurred  durmg  or  tottowmg  a second  covie  ot  therapy 
with  Cedor  Such  reactmns  have  been  reported  more  frequently 
m children  than  m aduRs  S^ns  and  symptoms  usuaRy  ocow  a tow 
days  after  uuttaiion  of  therapy  and  tupside  withm  a few  days 
after  cessjiai  of  iwrapy  No  lanows  sequelae  have  bean  reported 
Antmistammsi  and  cortKotierotos  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  maprvyuiit  have  bsen  reported  haft  of  wtwcfi  h»m 


occurred  in  patients  with  a history  ot  penicillin  allergy 
Of/tor  effects  considered  related  to  therapy  included 
eosinophilia  |1  in  50  patients)  and  genital  pruritus  or  vagmitis 
Hess  than  I in  100  patientsi 

Causa/  Mitwship  UKPftim  - Transitory  abnormalities  in 
clinical  laboratory  lest  results  have  been  reported  Although  they 
were  of  uncertain  etiotogy  they  are  listed  below  to  serve  as 
alerting  information  tor  the  physician 
Hepa/rc  Slight  elevations  m SCOT  SCPT  or  alkaline 
phos^aiase  values  11  m 40) 

HprutopotetK  •>  Transient  fhiduations  in  leukocyte  count 
predominantly  Ifnphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Rtntl  - Slant  etevaiions  m BUN  or  smim  aeatimne  itoss  than 
I in  600)  or  abnormal  urmalysis  (less  than  1 m 200) 
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Note  Cedor*  ictfactor  Lilly)  is  coniraindicaiod  in  patients 
with  known  allergy  to  the  cephatosporms  and  should  be  given 
cawtiousi]i  to  pemciiHn  aitor^  patients 
PemciHm  <s  the  usual  drug  of  choict « the  treatment  and 
prevention  of  streptococcal  wtoctons  mciudmg  the  (eophylaiis 
of  rheumatic  fever  See  prescribing  mtormation 
C I9B4  ELI  LILLY  ANO  COMPANY 


AAhnower  attonwarmn  avueaem  to 
tor  ptotosstow  0*  meuwsr  hom 
OtmyaweComeeiw 
mmwnuoks  Mkawaad^ 
fh  lOy  laetstrtot  toe 
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Aftera  nitrate, 

add  isopnpc 

(verapamil  HCl/Knoll) 


To  protect  your  patients,as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 
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reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
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Blastomycosis 

LeRoy  F.  Harris,  M.D.* 
Walter  J.  Schoepfle,  M.D.t 


Blastomycosis  along  with  histoplasmosis 
comprise  the  two  major  mycoses  endemic  to 
Alabama.  Infection  usually  occurs  after  inhala- 
tion of  spores  of  Blastomyces  dermatitidis , the 
etioiogic  agent  of  blastomycosis.  The  most  com- 
mon clinical  manifestation  of  blastomycosis  is 
acute  or  chronic  pulmonary  disease  and  less 
frequently  skin  and  genitourinary  lesions.  Di- 
agnosis is  suggested  by  visualizing  the  charac- 
teristic yeasts  in  biologic  material  and  con- 
firmed by  growth  of  the  organism  from  clinical 
specimens.  Amphotericin  B is  the  drug  of 
choice  for  treatment  of  blastomycosis  and  re- 
cent clinical  trials  with  ketoconazole  are  en- 
couraging. 


• Clinical  Assistant  Professor  of  Medicine,  Schtxil  of  Pnmary  Medical  Care.  Uni- 
versity of  Alabama.  Huntsville  Program.  410  Lowell  Drive.  Huntsville.  Alabama 
35801. 
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Blastomycosis  along  with  histoplasmosis  and  coc- 
cidioidomycosis comprise  the  three  major  en- 
demic mycoses  in  North  America.  We  previously  have 
reviewed  our  experience  with  histoplasmosis'  and  now 
present  our  personal  observations  of  blastomycosis  to 
define  the  epidemiology,  pathophysiology,  clinical 
spectrum,  diagnosis  and  treatment  of  the  other  major 
mycosis  endemic  to  Alabama. 

Materials  and  Methods 

We  reviewed  the  charts  of  all  patients  .seen  at  hospi- 
tals and  offices  in  Huntsville,  Alabama,  for  the  five 
year  period,  1979  through  1984  inclusive,  with  a di- 
agnosis of  blastomycosis.  Blastomycosis  was  di- 
agnosed when  Blastomyces  dermatitidis  was  isolated 
from  appropriate  biologic  material. 

Results 

Table  1 de.scribes  three  patients  with  blastomycosis. 
The  patients  ranged  in  age  from  1 7 to  49  years  with  an 
average  age  of  28  years.  There  was  a two  to  one  male 
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predominance  and  only  one  patient  had  an  underlying 
disease,  namely  emphysema.  The  infection  involved 
the  lung  in  all  patients.  All  patients  were  treated  by 
surgical  resection  in  conjunction  with  antifungal  chem- 
otherapy and  survived  without  relapse  for  periods  ex- 
tending from  five  months  to  three  years. 

Discussion 

Epidemiology 

Blastomycosis  is  found  in  North  America,  Africa 
and  possibly  the  northern  part  of  South  America.  In 
North  America  the  disease  is  most  common  in  the 
southeastern  and  south  central  regions  of  the  United 
States  as  well  as  Wisconsin,  Minnesota,  Manitoba  and 
Ontario.  The  etiologic  agent,  Blastomyces  dermatit- 
idis,  exists  in  nature  as  a saprophytic  mycelial  phase  in 
direct  association  with  bird  droppings  and  other  decom- 
posing organic  matter.  When  growth  of  the  fungus  is 
disturbed,  spores  are  liberated  and  inhaled  by  humans 
and  other  mammals.  The  infection  is  recognized  most 
often  in  middle-aged  persons  with  a male-to-female 
ratio  of  nine  to  one.  Most  patients  share  close  involve- 
ment with  wooded  areas  through  either  vocational  or 
recreational  activities.  Blastomycosis  appears  in  both 
endemic  and  epidemic  patterns  and  its  incidence  is 
throught  to  be  less  than  that  of  histoplasmosis  and 
coccidioidomycosis.  Most  cases  of  blastomycosis  in- 
volve immunocompetent  hosts  and  person  to  person  to 
transmission  of  the  disease  has  not  been  documented.^ 

Pathophysiology 

After  inhalation,  spores  of  B.  dennatitidis  which 
elude  nonspecific  defense  mechanisms  of  the  lungs  are 
deposited  in  the  alveoli  and  convert  to  the  yeast  phase. 
The  organisms  elicit  initially  a polymorphonuclear 
neutrophil  response  which  later  progresses  to  a granu- 
lomatous reaction.  The  granulomas  rarely,  if  ever, 
caseate  and  are  surrounded  by  purulent  material. 
Hematogenous  dissemination  of  yeasts  from  the  lungs 
is  postulated  to  be  responsible  for  nearly  all  extrapul- 
monary  manifestations  of  blastomycosis  which  most 


TABLE  I 

BLASTOMYCOSIS  — HUNTSVILLE,  ALABAMA,  1979-1984 


Case  No. 

Age 

Sex 

Underlying 

Disease 

Organ 

Involvement 

Treatment 

Outcome 

1 

49 

Male 

Emphysema 

Lung 

Surgery 

Amphotericin  B 

2 gm  over  10  weeks 

Survive  — no 
relapse  x 3 y 

2 

17 

Male 

None 

Lung 

Surgery 

Ketoconazole 

400  mg/d  for  6 months 

Survive  — no 
relapse  x 5 mo 

3 

19 

Female 

None 

Lung 

Surgery 

Ketoconazole 

400  mg/d  for  4 months 

Survive  — no 
relapse  x 1 y 

commonly  occur  in  the  skin,  bone  and  male  genitour- 
inary tract.  Rarely,  primary  inoculation  blastomy- 
cosis has  been  documented.  Infection  with  fi.  dermati- 
tidis  evokes  both  humoral  and  cell-mediated  immune 
responses.'^ 

Clinical  spectrum 

The  clinical  manifestations  of  blastomycosis  consist 
of  asymptomatic,  acute  and  chronic  presentations  of 
pulmonary  and  extrapulmonary  disease.  Subclinical 
infection,  the  rule  in  histoplasmosis  and  coccidioi- 
domycosis, also  occurs  in  blastomycosis  but  its  fre- 
quency is  unknown  because  of  the  lack  of  a highly 
effective  skin  test  antigen  and  serologic  test.  Acute 
pulmonary  infection  mimics  influenza  and  bacterial 
pneumonia  with  the  abrupt  onset  of  myalgias,  arthral- 
gias, fever  and  chills.  Pleuritic  chest  pain,  though 
prominent,  is  transient  and  cough,  initially  nonproduc- 
tive, becomes  productive  of  purulent  sputum.  Radio- 
logic  findings  embrace  a lobar  or  segmental  consolida- 
tion rarely  with  pleural  effusion  or  hilar  adenopathy."^ 
Spontaneous  recovery  is  common  but  progressive  dis- 
ease with  a fatal  outcome  has  been  recorded.^ 

Chronic  pulmonary  disease  is  the  commonest  man- 
ifestation of  blastomycosis  and  results  from  an  asymp- 
tomatic primary  infection  and  possibly  from  reactiva- 
tion of  a latent  pulmonary  focus.  Symptoms  include 
productive  cough,  hemoptysis,  weight  loss,  pleuritic 
chest  pain  and  low  grade  fever.  Radiographically  a 
variety  of  patterns  are  described  and  consist  of  con- 
solidation, fibronodular  infiltrates,  cavities  and  mass 
lesions.  A miliary  picture  culminating  in  respiratory 
failure  is  seen  occasionally.^ 

Extrapulmonary  lesions  of  blastomycosis  arise  from 
hematogenous  dissemination  of  asymptomatic  or  acute 
pulmonary  disease  and  may  represent  reactivation  of 
dormant  foci.  Extrapulmonary  manifestations  usually 
occur  in  conjunction  with  pulmonary  disease.  Skin  is 
the  commonest  site  of  extrapulmonary  involvement 
and  typically  presents  as  multiple  verrucous  or  ulcera- 
tive lesions  without  associated  lymph  node  involve- 
ment or  lymphadenitis.  Subcutaneous  nodules  also  are 
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reported  usually  in  acutely  ill  patients.^  Rarely 
cutaneous  blastomycosis  may  result  from  primary  in- 
oculation of  material  haboring  blastomyces  organ- 
isms following  a laboratory  accident  or  dog  bite.^  After 
skin  disease,  bony  lesions  are  next  in  frequency  and 
most  frequently  are  located  in  the  ribs,  vertebra  and 
long  bones.  Clinically  bony  involvement  presents  as 
soft  tissue  swelling  and  draining  abscesses  and  radio- 
graphically well-circumscribed  destructive  lesions 
with  periosteal  new  bone  formation  are  seen.^  The 
genitourinary  tract  is  the  third  most  common 
extrapulmonary  location  of  blastomycosis  with  the 
prostate  and  epididymis  being  affected  most  frequent- 
ly. Symptoms  are  those  of  urinary  obstruction,  a tender 
mass  lesion  and  pyuria.*^  Other  less  common  extrapul- 
monary sites  of  blastomycosis  include  the  reticuloen- 
dothelial system  (spleen,  liver,  lymph  nodes),  central 
nervous  system  and  mucous  membranes.^ 

Although  not  considered  an  opportunistic  infection, 
blastomycosis  can  involve  immunosuppressed  hosts, 
most  commonly  patients  receiving  glucocorticoid  ther- 
apy or  with  hematologic  malignancies.  Presentations 
are  those  of  chronic  pulmonary  infiltrates  or  isolated 
skin  ulcers.^ 


Diagnosis 

A presumptive  diagnosis  of  blastomycosis  is 
achieved  by  visualizing  the  characteristic  yeasts  in 
biologic  material  including  sputum,  pus,  secretions  or 
histologic  sections.  Fresh  material  is  examined  directly 
as  a wet  prep  or  after  digestion  with  ten  percent  potas- 
sium hydroxide.  The  yeasts  are  larger  than  histoplasma 
and  cryptococcus  and  possess  a refractile  cell  wall  and 
single,  broad-based  buds.  Bronchoscopy  is  reserved 
for  patients  unable  to  produce  sputum  or  if  the  chest 
roentgenogram  suggests  the  presence  of  a pulmonary 
malignancy.  Papanicolaou  preparation  of  bronchial 
washings  and  postbronchoscopy  sputums  also  reveals 
blastomyces  organisms  and  differentiates  blastomy- 
cosis from  malignancy.  Histopathologic  examination 
of  tissue  in  blastomycosis  discloses  a mixed  granu- 
lomatous and  suppurative  response.  Yeast  forms  are 
visualized  with  difficulty  on  hematoxylin  and  eosin 
staining  and  best  by  methenamine-silver  and  periodic 
acid-Schiff  stains. 

The  definitive  diagnosis  of  blastomycosis  is  estab- 
lished by  growth  of  the  organism  from  clinical  speci- 
mens. Material  should  be  cultured  on  Sabouraud’s  or 
more  enriched  agar  and  incubated  at  30°C. Preferred 
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specimens  for  culture  are  sputum  and  lung  tissue  from 
pulmonary  lesions,  aspirated  pus  from  skin  microab- 
scesses and  urine  and  prostatic  fluid  from  genitourinary 
infections." 

As  mentioned  earlier,  serologic  and  skin  tests  are 
unreliable  and  should  not  be  used  to  diagnose 
blastomycosis." 

Treatment 

Therapy  of  pulmonary  blastomycosis  is  somewhat 
controversial.  One  authoritative  source  suggests  that 
patients  with  purely  pulmonary  blastomycosis  who  are 
not  seriously  ill  and  whose  infections  are  not  progres- 
sive may  be  observed  without  definitive  treatment  as 
long  as  improvement  continues.^  Another  respected 
figure  urges  treatment  of  nearly  all  forms  of  pulmonary 
blastomycosis  to  prevent  development  of  extrapulmo- 
nary  disease  as  well  as  to  eradicate  the  pulmonary 
focus. There  is  agreement  that  critically  ill  patients 
with  pulmonary  blastomycosis  and  all  patients  with 
extrapulmonary  lesions  require  therapy.^’ 

The  drug  of  choice  for  treatment  of  blastomycosis  is 
amphotericin  B administered  to  a total  dose  of  1.5  to 
2.5  gm.  Initially  daily  doses  of  0.3  to  0.6  mg/kg  (not 
exceeding  50  mg)  are  given  and  after  improvement 
therapy  is  switched  to  a thrice  weekly  regimen  of  0.6  to 
0.8  mg/kg  (usually  50  mg). Clinical  experience  in  the 
treatment  of  central  nervous  system  blastomycosis  sup- 
ports the  use  of  intravenous  amphotericin  B without 
concomitant  need  of  intrathecal  therapy.^ 

Three  other  drugs  have  been  utilized  for  treatment  of 
blastomycosis.  2-hydroxystilbamidine  has  proven 
equal  in  efficacy  to  amphotericin  B for  noncavitary 
pulmonary  blastomycosis  and  cutaneous  blastomycosis 


but  was  inferior  to  amphotericin  B for  cavitary  pulmo- 
nary blastomycosis  and  disseminated  blastomycosis. ' ' 
The  use  of  2-hydroxystilbamidine  is  best  reserved  for 
patients  intolerant  of  amphotericin  B and  with  non- 
cavitary lung  disease  or  skin  disease  only.'^ 

The  imidazole  antifungal  agents,  miconazole  and 
ketoconazole,  also  have  been  administered  in  blas- 
tomycosis. The  experience  with  the  former  drug  is 
extremely  limited  but  the  latter  medication  is  under- 
going extensive  trials  and  preliminary  results  are 
encouraging. 
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Out  Patient 
Diagnostk  RiKliology  Center 


Alabama's  Most  Modern  Facilities  Available 

CAT.  Scan 

Head  and  total  body  scan 

Ultrasonography 

Studies  during  pregnancy,  gallbladder,  etc. 

Mammography 

Low  level  radiation  cancer  survey 

General  Diagnostic  Radiology 

Certified  black  lung  survey,  G.l.  studies,  I.V.R,  tomography,  etc. 

Diagnostic  testing  and  report  within  24  hours 


Norwood  Clinic 

1 625  25th  Street  North 
Birmingham,  Alabama 

Appointments  call  (205)252-0261 

250-6837 
WATS  Une  1-800-272-6481 


For  faster  claims  payment, 
count  on  the  card^s  computer. 

And  a terminal  in  your  office  that  com 
nects  you  to  Blue  Cross  and  Blue  Shield 
of  Alabama.  Your  claims  are  processed 
faster  and  more  efficiently  for  a better 
cash  flow.  TTieres  nothing  to  sort,  sign 
or  mail.  Just  type  your  claims  into  the 
terminal.  Blue  Cross  and  Blue  Shield 
computer  claims  service  is  dependable, 
easy,  and  cost  effective.  Find  out  more 
about  Blue  Cross  and  Blue  Shield  daily 
computer  claims  service.  In  Birmingham, 
call  988'2588.  Or  write  us  at  Provider 
Services,  Blue  Cross  and  Blue  Shield 
of  Alabama,  450  Riverchase  Parkway 
East,  Birmingham,  Alabama  35298. 

CARRY  THE  CARING  CARD: 

Blue  Cross 

and 

Blue  Shield 

of  Alabama 
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Registered  Marks  Blue  Cross  and  Blue  Shield  Association 


Tax  Reform 

By  Joseph  W.  Blackburn* 


The  President  remains  intent  on  having  Congress 
complete  a tax  reform  bill  before  the  end  of  1985. 
The  question  is  whether  the  House  will  have  finished 
working  on  the  legislation  in  time  to  have  the  bill  go 
through  the  Senate  before  Congress  adjourns  in 
November. 

Because  there  is  still  a possibility  that  we  will  have  a 
bill  this  year  or  by  early  Spring,  awareness  of  the 
proposals  and  their  effective  dates  is  particularly  im- 
portant. Several  changes  could  have  a direct  impact  on 
the  medical  field. 

A proposal  with  substantial  potential  effect  on  physi- 
cians is  Chapter  8.03  of  the  President’s  Tax  Reform 
Proposal,  which  would  require  many  physicians  and 
clinics  presently  using  the  cash  method  of  accounting  to 
change  over  to  the  accrual  method  of  accounting.  The 
proposal  provides  that  a taxpayer  may  not  use  the  cash 
method  of  accounting  for  a trade  or  business  unless  the 
business  has  average  annual  gross  receipts  of 
$5,000,000  or  less  and  no  other  method  of  accounting 
has  been  used  regularly  to  a.scertain  income,  profit  or 

•Sirole,  Peimutl,  Friend. , Fncdman.  Held  & Apolmsky.  P C 2222  Arlington 
Avenue  South.  Birmingham.  AL  35205. 


loss  of  the  business  for  the  purposes  of  reports  or 
statements  to  shareholders,  partners,  or  other  pro- 
prietors, beneficiaries,  or  for  credit  purposes. 

The  impact  of  this  proposal  would  be  felt  not  only  by 
large  service  organizations  such  as  large  medical 
groups,  law  firms  and  accounting  practices,  but  also  by 
smaller  firms  in  these  same  fields.  Even  a one  or  two- 
man  medical  practice  could  be  subject  to  the  require- 
ments of  this  proposal  if  the  practice  uses  an  accrual 
method  of  accounting  for  preparing  its  balance  sheets, 
or  in  submitting  financial  information  to  lenders.  If  the 
practice  is  affected  by  the  proposal,  the  change  would 
literally  mean  that  the  business  thereafter  would  have  to 
pay  taxes  currently  on  its  accounts  receivable.  Physi- 
cians may  feel  a substantial  financial  bite  when  forced 
to  pay  current  taxes  on  income  which  has  not  yet  been 
received. 

The  President’s  Tax  Reform  Proposal  would  also 
make  substantial  changes  in  other  areas  of  the  tax  laws, 
including  retirement  plans,  real  estate  tax  shelters,  de- 
duction for  interest  expense,  corporate  tax  rates  and  life 
insurance.  Taxpayers  should  check  carefully  with  their 
tax  advisors  on  the  status  of  these  proposals  in  Congress 
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before  investing  in  any  real  estate  shelters,  buying 
further  life  insurance,  and  completing  any  other  major 
tax  planning  transactions. 

For  example,  the  proposal  would  deny  deductibility 
of  any  losses  arising  from  the  use  of  nonrecourse  notes 
in  real  estate  tax  shelters.  Nonrecourse  notes  are  financ- 
ing devices  which  frequently  are  utilized  in  real  estate 
tax  shelter  investments.  As  presently  drafted,  this  new 
restriction  would  only  apply  for  losses  attributable  to 
property  acquired  on  or  after  January  1,  1986.  Tax- 
payers must  be  certain  that  any  current  commitment  to 
purchase  a real  estate  tax-sheltered  investment  does  not 
involve  the  anticipated  future  acquisition  of  additional 
property  which  may  utilize  nonrecourse  notes. 

Likewise,  the  proposal  would  substantially  limit  the 
taxpayer’s  ability  to  deduct  interest  expense  not  direct- 
ly associated  with  their  trade  or  business  or  with  their 
principal  residence.  Any  current  borrowing  must  antic- 
ipate the  nature  of  these  proposed  limitations  on  interest 
deductibility. 

As  drafted,  the  proposal  would  “grandfather”  — 
i.e.,  exclude  — life  insurance  policies  in  existence  on 
December  31,  1985,  from  the  harsh  provisions  con- 


tained in  the  proposal  to  tax  the  “inside  build-up”  on 
life  insurance.  Thus,  anyone  seriously  considering  the 
purchase  of  life  insurance  should  carefully  track  the 
proposal  and  should  be  poised  to  act  on  short  notice  so 
that  any  newly  acquired  policy  would  be  grandfathered 
and  thereby  exempt  from  the  new  rules. 

Important  revisions  to  retirement  plans  are  also  being 
proposed.  Ten-year  forward  averaging  and  capital 
gains  treatments  for  lump-sum  distributions  would  be 
eliminated  and  contribution  limits,  including  contribu- 
tions to  Section  401(k)  plans,  would  be  further  tight- 
ened. Important  changes  in  plan  loans  to  participants, 
including  mandatory  payback  periods  and  denial  of 
interest  deductions,  are  also  being  considered. 

Obviously,  many  of  the  foregoing  proposals  may  be 
substantially  altered  prior  to  enactment.  Also,  there  is 
still  the  clear  possibility  that  Congress  will  not  enact 
any  new  tax  reform  legislation.  Nevertheless,  it  is  cer- 
tainly essential  to  remain  well-informed  and  up-to-date 
on  all  of  these  proposals. 

Stay  in  close  touch  with  your  tax  advisor  so  that  you 
may  act  promptly  to  accomplish  any  required  year-end 
planning.  0 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 
The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 
With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Plea&e  PrinC 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phiine 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


22%  Henderson  Mill  Road 
Suite  ^02 

Atlanta,  Georgia  30H5 


Book  Review 

By  Richard  T.  Herrick,  M.D.* 

Hormonal  Manipulation  — A New  Era 
of  Monstrous  Athletes 

William  N.  Taylor,  M.D.,  McFarland  and  Company, 
Inc.  Publishers.  Jefferson,  North  Carolina  and  London: 
1985.  134  pages  with  index.  Price:  $14.95 

The  varied  ramifications  of  genetic  engineering  and 
the  utilization  thereof  producing  ergogenic  aids  for  the 
athletes  is  the  theme  of  ‘ ‘ Hormonal  Manipulation . ” As 
in  his  previous  publications  on  the  subject,  Dr.  William 
N.  Taylor,  physician,  body  builder,  marathoner,  and 
sports  medicine  administrator  and  teacher,  recapitu- 
lates the  comparisons  of  androgenic  and  anabolic  func- 
tions of  testosterone  and  other  anabolic  pharmaceutical 
products,  in  men  and  women,  including  beneficial 
physiological  and  psychological  effects,  as  well  as 
adverse  affects,  both  in  general,  and  pertaining  specifi- 
cally to  men,  women,  and  the  adolescent  athlete. 

He  reiterates  his  personal  philosophy  of  remorseful 
cynicism  regarding  the  potential  discontinuation  of 
these  additives  by  athletes,  so  long  as  the  primary  goal 
is  to  win,  rather  than  to  improve  one’s  self,  naturally. 

The  section  on  human  growth  hormone,  is  much 
more  all-encompassing  than  in  his  previous  text,  and 
includes  sections  on  methods  of  “Possibly”  utilizing 
natural  growth  hormone  releasing  factors,  including 
the  utilization  of  various  initially  apparently  unrelated 
pharmaceutical  products,  but  ones  which  have  a very 
definite  basis  for  possible  growth  hormone  release  in- 
duction. 

His  inclusion  of  a chapter  on  the  utilization  of  phar- 
maceutical products  for  selective  hormonal  manipula- 
tion in  the  quest  of  “childhood  suspension,”  chemical 
castration,  and  the  utilization  of  various  hormonal 
products  by  raisers  of  livestock,  within  the  same  sec- 
tion seems  initially  ludicrous,  but  does  help  reach  his 
conclusion  that  anabolic  hormones,  of  whatever  type 
and  source  should  be  placed  under  stricter  control  by 
the  Food  and  Drug  Administration. 

This  is  not  a “how  to”  book  for  athletes  on  the 
utilization  of  drug  regimens,  or  how  to  avoid  drug 
screening  detection  mechanisms,  but  a more  physio- 
logical treatise  on  the  various  ramifications  of  the  uti- 
lization of  any  ergogenic  aids,  especially  of  the  ana- 
bolic type. 

His  conclusion  that  physicians  are  usually  misin- 
formed about  the  athletic  use  of  anabolic  steroids,  is 
unfortunately  correct,  and  his  description  of  the  feel- 
ings of  frustration  by  the  physician  who  is  attempting  to 
treat  an  athlete  appropriately,  ethically,  and  honestly, 
is  all  too  true. 


I can  find  no  fault  with  his  proposal  for  effective 
action  to  help  decrease  the  misuse  and  abuse  of  anabol- 
ic steroids,  and  this  reviewer  agrees  that  a formal  Sports 
Medicine  Committee  must  be  established  to  determine 
the  role  of  these  hormones  in  treating  athletic  injuries  in 
disease  states,  so  that,  hopefully,  a fine  line  of  distinc- 
tion can  be  made  between  those  uses  and  the  use  of 
them  as  specific  ergogenic  aids. 

Although  he  makes  a very  logical  argument  against 
the  use  of  hormonal  manipulation  in  the  athlete,  be- 
cause of  the  absence  of  sufficient  scientific  evidence, 
citing  the  specific  odds  of  the  appearance  of  adverse 
effects,  especially  related  to  specific  methods  of  hor- 
monal manipulation,  most  athletes  will  read  the  con- 
tents, and  even  if  they  believe  what  they  read,  a signifi- 
cant number  will  continue  to  do  whatever  is  necessary 
to  “win  at  all  costs.” 

The  index  is  adequate,  but  no  references  are  listed. 
Apparently,  he  assumes  that  the  reader  of  this  text  is  in 
possession  of  its  predecessor,  which  is  quite  extensive- 
ly referenced. 

I think  this  book  honestly  presents  the  situation  as  it 
is  today,  and  points  out  several  possible  methods  of  at 
least  attempting  to  remedy  the  situation,  perhaps  more 
realistically  than  others  have  been  able  to  do,  but, 
although  he  really  does  summarize  practically  every- 
thing that  is  currently  known  about  steroids  and  hor- 
monal manipulation,  he  also  quite  clearly  points  out 
that  sports  medicine  research  has  only  scratched  the 
surface,  and  the  answers  are  going  to  be  very  difficult 
indeed  to  reach.  0 
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Bea  Physician 
and  a family  man 

There's  time  for  both. 


Find  yourself... 
and  your  family 
In  the  Air  Force! 


Time  to  relax  with  your 
family— and  still  enjoy  the 
professional  advantages  of 
modern  facilities  and  a highly 
trained  technical  staff.  You’ll  have 
the  standing  of  an  officer  AND  a 
professional.  Yet,  there’s  challenge, 
too.  Air  Force  medicine  ranges  from 
research  to  every  conceivable  type  of 
clinical  practice,  in  every  conceiv- 


able location 
you  can  imagine. 
Off-duty,  you  and  your 
family  can  enjoy  the  excellent 
recreational  facilities  of  the  Air 
Force  Base  of  your  choice. 
One  month  vacation  with  pay. ..and 
many  other  extras.  Health  Profes- 
sion Scholarships  are  available 
to  medical  students. 


Find  out  more  about  your  future  in  Air  Force  Medicine; 
we’ll  answeryourquestions  promptly  and  without  obligation.  Contact: 

MSgt  GODWIN  12051832-7501 


A great  way  of  life. 


ALABAMA 

MEDICINE 

CLASSIFIED 

Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  fomial  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


STAFF  POSITION  — Flas  mounting  regulation  and  paperwork, 
long  daily  hours  wearied  you?  Consider  a salaried  position,  with 
regular  hours,  compatible  peers,  sunbelt  living  in  a beautiful  south- 
ern city  of  1 10,000.  Searching  for  an  M.D.  to  join  7 others  and  a 
support  staff  of  50  who  care  for  15,000  co-ed  students.  Practice  in  a 
full  service  24  hour  a day  facility  with  large  outpatient  department 
(50,000  yearly  visits)  and  a 36  bed  acute  care  inpatient  service.  This 
position  will  open  January  1986,  is  a full-time  12  month  appoint- 
ment, and  requires  an  active  Alabama  license,  D.E.  A.  number,  and 
eligibility  for  unrestricted  malpractice  insurance.  Current  private 
practice  in  a primary  care  specialty  will  add  additional  weight. 
Salary  competitive  with  other  university  health  services.  Closing 
date  for  inquiry  is  January  20,  1986.  For  more  information,  write: 
Director,  Russell  Student  Health  Center,  P.O.  Box  Y,  University, 
Alabama  35486  or  call  collect  (205)348-6262.  The  University  of 
Alabama  is  an  equal  opportunity,  affirmative  action  employer. 


Physicians  Signature  Loans  to  $50,000.  Up  to  7 years  to  repay  with 
no  prepayment  penalties.  Use  for  taxes,  consolidation,  investment 
or  any  other  purpose.  Prompt,  courteous  service.  Competitive  fixed 
rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians  Service 
Association,  Atlanta,  GA.  TOLL-FREE  (800)  241-6905.  Serving 
the  Medical  Community  for  over  10  years. 


1986  CME  CRUISE/CONFERENCES  ON  SELECTED  MEDI- 
CAL TOPICS  — Caribbean,  Mexican,  Hawaiian,  Alaskan, 
Mediterranean.  7-12  days  year-round.  Approved  for  20-24  CME 
Cat.  1 credits  (AM  A/PR  A)  & AAEP  prescribed  credits.  Distin- 
guished professors.  ELY  ROUNDTRIP  EREE  ON  CARIBBEAN, 
MEXICAN,  & ALASKAN  CRUISES.  Excellent  group  fares  on 
finest  ships.  Registration  limited.  Pre-scheduled  in  compliance  with 
present  IRS  requirements.  Information:  International  Conferences, 
189  Lodge  Ave.,  Huntington  Station,  N.Y.  11746.  (516)  549- 
0869. 

EAMILY  PRACTITIONER  NEEDED 

Thirty-six  year  old,  board-certified,  solo  family  practitioner  wishes 
to  bring  in  assosicate  of  similar  background  and  philosophy.  Salary 
plus  bonus  incentive  (based  on  percentage)  first  two  years.  Eull 
partnership  and  ownership  options  available  beginning  year  three. 
Office  space  and  equipment  immediately  available.  Malpractice 
insurance,  health  insurance,  moving  expense,  vacation,  education- 
al leave  and  expense,  membership  dues  provided.  Very  busy  office 
practice  and  large  patient  volume  immediately  available.  Interested 
parties  please  contact:  Rick  Gober,  M.D.,  P.A.,  109  2nd  Avenue, 
S.E.,  Cullman,  Alabama  35055.  Phone:  (205)739-4131. 


SEMINARS  — Most  major  ski  areas.  Club  Med,  Disney  World  and 


other  resorts.  Topic:  MEDICAL/LEGAL  and  EINANCIAL  MAN- 
AGEMENT, Accredited.  CURRENT  CONCEPT  SEMINARS, 
INC.  (since  1980),  3301  Johnson  St.,  Hollywood  , FL  33021  (800) 
428-6069.  Fee  $175. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Birming- 
ham. Eaculty  appointment  with  Eamily  Practice  Center  at  Universi- 
ty of  Alabama  if  qualified.  Join  established  practice  or  work  indi- 
vidually. Salary  of  $50,000  to  $65,000  guaranteed  until  practice  is 
self-sufficient.  Generous  fringe  benefits  include  life,  disability, 
health,  retirement,  and  malpractice  insurance,  two  weeks  con- 
tinuing education,  and  three  weeks  annual  leave.  All  equipment, 
including  X-ray  and  lab,  furniture,  and  supplies  provided.  Manage- 
ment services  including  personnel,  payroll,  tax  reports,  and  billing 
provided.  If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation,  P.O. 
Box  1486,  Tuscaloosa,  Alabama  35403,  or  telephone  Prank 
Cochran,  collect  at  758-7545  for  more  information. 


INVESTORS  WANTED.  Alabama-based  Tour  Company  Seeking 
Investors  Desiring  Creative  Travel  Benefits.  100%  Return  in  5 
Years.  Minimum  $20,000.  For  Details  telephone  Jimmy  Parrish 
(205)591-7782  collect  or  1-800-551-2334  outside  Alabama. 


FAMILY  PRACTICE  — Phenix  City,  Alabama.  Prosperous  Fami- 
ly Practice  Physician  plans  to  retire  on  the  1st  of  January  1986. 
Seeking  Physician  to  practice  here  immediately.  Office  Fully 
equipped.  Contact  Dr.  David  T.  W.  Chi,  811  14th  Street,  Phenix 
City,  AL,  phone  (205)298-0369. 


FOR  SALE  — MEDICAL  OFFICE  CONDOMINIUM  in  Mont- 
gomery. Block  from  Baptist  Hospital.  Ideal  arrangement  for  2-3 
doctors.  Excellent  financing  available.  For  details,  Charles  Nicrosi 
Real  Estate,  P.O.  Box  11633,  Montgomery,  AL,  36111  or 
(205)264-0320. 


WANT  TO  RELOCATE?  If  so,  we  offer  the  simplest  way  to  do  it. 
Send  your  CV.  We  will  condense  it  and  will  routinely  circulate  the 
condensed  version  to  over  3,000  hospitals,  clinics,  group  practices, 
and  labs  in  12  states  (AL,  AR,  PL,  GA,  KY,  LA,  MS,  NC,  OK,  SC, 
TN,  TX).  All  at  no  cost  to  you  now  or  ever.  We  need  all  specialties. 
Trent  Associates,  2421  Shades  Crest  Road,  Birmingham,  AL 
35216. 


C.M.S.  the  nations  largest  private  provider  of  contracted 
health  care  in  the  field  of  correctional  medicine  currently  has 
fulltime  and  part-time  practice  opportunities  available  in  the 
Birmingham  and  Montgomery  areas. 

We  are  seeking  physicians  with  a primary  care  background 
to  work  in  our  State  system. 

Physicians  associated  with  C.M.S.  enjoy; 

• No  overhead  expense 

• No  patient  billing  or  collections 

• No  scheduling  difficulties 

C.M.S.  provides: 

• Guaranteed  Income 

• Regular  work  schedule 

• Full  Complement  of  support  personnel 

• Career  Growth  Opportunities 

For  more  detailed  information  on  these  opportunities,  please 
call  Greg  Shafer,  toll  free,  at  1-800-325-4809. 
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STATE-OF-THE-ART 
DIAGNOSTIC  IMAGING. 


MRI,  exceptional  imaging  for  the  most 
demanding  applications. 

In  a recent  case  demonstrating  an  expanding  cord  lesion,  a twenty- 
eight  year-old  female  presented  with  numbness  in  her  left  index 
finger  and  thumb.  A myelogram  and  CT  demonstrated  enlarged 
cord  and  raised  the  question  of  a tumor  versus  syrinx.  A sagittal 
MR  exam  of  the  cervical  cord  clearly  demonstrated  syringomyelia. 
See  photo  at  right. 

Highlands  Diagnostic  Center  offers  you  the 
finest  technical  and  professional  support. 

Only  Highlands  Diagnostic  Center  combines  state-of-the-art 
diagnostic  imaging  equipment  with  a superb  outpatient  facility  and 
the  highest  caliber  professional  consulting  staff.  As  a result  you  can 
rely  on  Highlands  Diagnostic  Center  not  only  for  the  leading  tech- 
nology but  for  prompt  expert  assistance  in  your  selection  of  the 
optimal  patient  studies— so  important  in  today's  cost-conscious 
medical  environment. 

To  further  assist  your  formulation  of  accurate,  efficient  diagnoses. 
Highlands  Diagnostic  Center's  staff  follows  through  with  the  ultimate 
in  service.  We  guarantee  that  every  exam  can  be  scheduled  within 
24  hours  from  the  time  it's  ordered,  with  results  returned  to  you  the 
same  day  the  exam  is  conducted.  Yet  no  one  feels  rushed  through 
our  pleasant  facilities.  Every  patient  is  handled  with  care. 

Services  available  at  Highlands  Diagnostic  Center  include  magnetic 
resonance  imaging,  CT  scanning,  computer-aided  nuclear  medicine, 
ultrasound,  mammography,  radiography,  and  fluoroscopy.  State-of- 
the-art  equipment  available  includes  the  GE  9800,  Acuson,  and 
Siemann's  Mammomat-B. 

Highlands  Diagnostic  Center's  experienced  staff  stands  ready  to 
serve  your  diagnostic  needs  now  with  this  superior  technology  and 
the  finest  professional  service.  At  Highlands  Diagnostic  Center,  our 
only  job  is  to  help  you  maximize  your  diagnostic  efficiency— so  you 
can  serve  your  patients  with  excellence,  within  today's  cost 
parameters. 

To  inquire  about  any  exam  or  service,  call  Highlands  Diagnostic 
Center.  Highlands  Diagnostic  Center,  your  state-of-the-art  diagnostic 
resource. 


SagittalMRclearlydemonstratessyrinxofcervicalcord 
from  C2-T 1 ( 1 ) . Syrinx  not  seen  continuously  on  this 
scan  because  of  marked  cervical  scoliosis.  Note  findings 
of  Arnold-Chiari  I as  tonsils  protrudejust  below  level  of 
foramen  magnum  (2). 


THE  GE  SIGNA  utilizes  the  latest  in  Magnetic  Resonance 
Imaging  Technology  operating  at  1 .5  Tesla. 


CT  Scanning/Magnetic  Resonance  ImagIng/Mammography/Nuclear  Mediclne/Radiography/Fluoroscopy/Ultrasound 


Highlands 
Diagnostic 
Cenn 


cer 


2173  Highland  Avenue 
Birmingham.  AL  35205  205/933-TECH 


AUXILIARY 


Mrs.  Art  A.  Stamler 
A-MASA  President 


The  Spouse  at  Your  House 


The  Medical  Auxiliary  has  been  active  in  Alabama 
for  over  60  years.  Its  programs  are  designed  to  meet  the 
needs  of  members  as  well  as  the  community  at  large. 
Membership  is  considered  absolutely  vital  for  every 
doctor’s  spouse.  Is  the  spouse  at  your  house  a member 
of  the  medical  auxiliary? 

We  need  your  mate  more  than  ever,  and,  although 
they  may  not  realize  it,  they  need  us.  And,  if  there’s  no 
organized  auxiliary  in  a county,  a spouse  may  be  a 
member  at  large,  or  would  be  welcomed  to  visit  a 
neighboring  organization. 

Auxiliaries  at  all  levels  — national , state  and  local  — 
have  been  addressing  effects  of  professional  liability 
suits  on  the  family,  and  have  written  self-help  booklets 
and  brochures.  We,  in  Alabama,  are  committed  to 
assisting  the  Medical  Association  when  the  medical 
liability  package  is  introduced  in  the  legislature  early  in 
1986.  We’re  planning  calling  chains  to  encourage  doc- 
tor families  to  visit  the  legislature  when  the  reform 
package  is  being  considered.  We’ve  already  been  ac- 
tive in  encouraging  members  to  attend  statewide  hear- 


ings of  the  Banking  and  Insurance  Committee  concern- 
ing malpractice,  and  we’ll  hold  informational  meetings 
at  our  January  Workshop  on  this  subject  and  others. 

A new  booklet,  “What  Every  Physician’s  Spouse 
Should  Know  About  Professional  Liability’’  has  just 
been  published  by  the  AMA  Auxiliary  Office;  it’s  hot 
off  the  press,  and  copies  are  available  from  the  AMA 
Auxiliary,  535  N.  Dearborn  Street,  Chicago  60610.  An 
auxiliary  member  is  entitled  to  one  free  copy;  it  $3  for 
others . 

After  dramatic  and  steady  reductions  for  a number  of 
years,  we  are  finding  that  the  infant  mortality  rate  is 
now  rising,  and  it’s  above  the  national  average.  As 
obstetrical  care  is  withdrawn  because  of  increasing 
costs  of  professional  liability  insurance,  the  infant  mor- 
tality rate  could  rise  even  further.  Some  high-risk  preg- 
nancies could  be  placed  in  greater  jeopardy.  Medical 
auxiliaries  have  long  been  active  in  promoting  maternal 
and  child  health  programs  in  their  counties,  but  it’s  an 
unfortunate  fact  that  some  of  the  counties  with  highest 
morbidity  rates  have  no  active  auxiliaries  to  encourage 


38  / Alabama  Medicine,  The  Journal  of  MASA 


efforts  at  improving  pregnancy  outcomes.  They  need  to 
be  organized  and  nurtured;  you  need  us  — we  need 
you. 

Alcohol  and  substance  abuse  is  epidemic;  young 
people,  our  young  people,  are  at  risk  of  premature 
death  and  morbidity,  and  the  financial  and  social  costs 
are  frightening.  The  Auxiliary  continues  to  be  active  in 
supporting  programs  at  prevention  of  these  problems. 

There  are  1995  auxiliary  members  in  the  State  of 
Alabama,  and  there  are  many  additional  spouses  qual- 
ified to  join  — to  assist  their  doctor  spouses,  their 
communities  and  their  state.  Members  receive,  as  a 
benefit,  a monthly  magazine  entitled  “Facets”  which 
highlights  activities  of  local  auxiliaries,  as  well  as  prob- 
lems of  physician  families. 

1986  will  be  an  exceptionally  active  year  for  the 
medical  community  in  this  state,  especially  in  legisla- 
tive matters.  All  eligible  spouses  will  be  needed  to 
assist  in  the  tremendous  effort  to  avert  calamity  in  the 
malpractice  field,  and  no  one  should  exempt  himself/ 
herself  from  the  work  which  must  be  shared  in  order  to 
reap  the  benefits  which  will  be  shared.  For  those  in 
unorganized  counties,  it’s  simple  to  become  an  at-large 
member  by  contacting  Mrs.  Richard  McElven  at  4612 


Round  Forest  Circle,  Birmingham  35213.  Three  or 
more  spouses  may  organize  a new  auxiliary  in  a county 
without  one  by  contacting  Mrs.  John  Maloof  at  4217 
Kennesaw  Street,  Birmingham  35213.  If  you  simply 
want  to  ask  questions,  call  me  in  Tuscaloosa  at  345- 
7457. 

If  you’re  a doctor,  reading  this  article,  take  it  home  to 
your  spouse  — the  best  little  public  relations  expert  in 
Alabama.  Believe  it.  And  if  he/she  is  not  an  auxilian, 
get  them  involved  now.  For  the  Auxiliary  to  the  Medi- 
cal Association  of  the  State  of  Alabama  is  a support 
group,  a goodwill  group,  and  an  educational  group 
rolled  into  one,  for  whatever  is  happening  in  Alabama 
medicine. 

X 

Lee  Stamler 

19  Dunbrook 

Tuscaloosa,  Alabama  35406 

345-7457 


PROFESSIONAL  MEDICAL 
COMPUTER  SYSTEMS  FROM  SALCRIS 

PI^MED 

CUSTOM  ENGINEERED 
HARDWARE 

USER-DESIGNED 

SOFTWARE 

ELECTRONIC-DIRECT 
INSURANCE  CLAIMS 

CONTINUING  MAINTENANCE 
AND  SUPPORT 

SINGLE/MULTI-STATION 

SYSTEMS 

FREE 

SOFTWARE  UPDATES 


SALCRIS  CORPORATION 
#1  Office  Park  Circle  Suite  200 
Birmingham,  Alabama  35223 
205  871-4200 
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Our  system 
can  ease  the 
pressures  of 
rising  health 
care  costs. 


One  reason  you  may  have  to  charge  higher  fees  is  that  some 
patients  pay  late,  or  not  at  all.  Let  us  collect  those  bad  debts  for 
you— ethically  and  within  the  law.  Then  you  won’t  have  to  make 
your  good  patients  pay  for  those  who  don’t  pay. 

l.C.  System  can  be  a vital  part  of  your  cost 
containment  program.  yL 

Fill  out  this  card  and  mail  it  to  " jyalCill 

find  out  how  Jjj^A 


Tell  me  more  about  the  l.C.  System  program. 


l.C.  SYSTEM,  INC. 

ACCOUNTS  RECEIVABLE  CONTROL  SERVICE 

444  East  Highway  96 
P.O.  Box  43639 
St.  Paul,  MN  55164 


Name  (Practice)  

Address  

City State Zip 


Signed 


EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


. . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . .provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A A 


Psychiatrist 

California 


. . appears  to  have 
the  best  safely  record  of  any 
of  the  benzodiazepines 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  ot  Dolmone  (flurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  ot  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 


DALMANE 

flurazepam  HCI/Roche  (g 


sleep  that  satisfies 


15-mg/30-mg 

capsules 


References:  1.  Kales  J,  etal:  Clin  Pharmacol  Ther  12  691- 
697,  Jul-Aug  1971  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
15:356-363,  Sep  1975  3.  Kales  A,  etal  Clin  Pharmacol 
Ther  19  576-583,  May  1976  4.  Kales  A,  etal:  Clin  Pharma- 
col Ther  32:T8]-T88,  Dec  1982  5.  Frost  JD  Jr,  DeLucchi 
MR:  JAmGeriotrSoc27:5il-5A6,  Dec  1979  6.  Dement 
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Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21:355-36], 
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DALMANE' 

flurozepom  FICI/Rocheg 

Before  prescribing,  please  consult  complete  product 
Information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  charocterized 
by  difficulty  in  falling  asleep,  frequenf  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  FICI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  fhe  pofential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instrucf 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnoncy  prior  fo  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  ond  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potentiol  may  exist  for  several  days 
following  discontinuafion  Coution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g . operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitoted  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  ond/or  atoxic  Consider 
potentiol  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precoutions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden 
cies,  or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheodedness 
stoggering  ataxia  and  falling  have  occurred  porticulorly  in 
elderly  or  debilitated  patients  Severe  sedolion  lethargy  dis 
orientation  and  como,  probably  indicotive  ot  drug  intolerance 
or  overdosage,  hove  been  reported  Also  reported  headache, 
heartburn  upset  stomach,  nousea  vomiting  diorrheo  con 
stipation,  Gl  pom  nervousness,  talkativeness  apprehension 
irritability  weakness  palpitotions  chesi  pains,  body  and  joint 
poms  and  GU  complomts  There  hove  olso  been  rare  occur 
rences  of  leukopenio  gronulocytopenio,  sweotmg  Hushes 
difficulty  m focusing,  blurred  vision,  burning  eyes  lointness 
hypotension  shortness  of  breath  pruritus  skmtash  dry 
mouth,  bitter  taste  excessive  salivotion  onorexio  euphoria 
depression,  slurred  speech  confusion,  restlessness  holluci 
notions,  ond  elevated  SGOT  SGPT  lotol  ond  direct  bilirubins 
ond  olkalme  phosphotose  ond  porodoxicol  reoctions  e g 
excitement  stimulotion  and  hyperactivity 
Dosage:  Individualize  lor  moximum  beneficial  ettect  Adults 
30  mg  usuol  dosage  1 5 mg  may  suffice  m some  polienis 
Elderly  or  debilitated  patients  15  mg  recommended  imtiolly 
until  response  is  determined 

Supplied:  Capsules  conlommg  15  mg  or  30  mg  tiurozepom 
HCI 


Roche  Products  Inc 
Monoti.  Puerto  Rico  00701 


*i  FOR  SLEEP 

After  more  than  15  years  of  use,  ifs  # 1 for  sleep  that  satisfies. 

Pafienfs  are  safisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning.’  ® And  you're  soM\e6  by  the  exceptionally 
wide  margin  of  safety.^'®  As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  product  information  on  reverse  side 
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Malpractice: 

Dcn’t  Ce  A Tarset... 


Your  office  staff  may  be  working  against 
you  in  avoiding  a malpractice  lawsuit. 

Patients  often  get  an  impression  of  you  as 
a physician  by  the  way  they  are  treated  in 
your  office  — even  before  they  see  you.  Yet 
office  staff  generally  get  little  guidance  in 
this  important  area. 

To  help  the  members  of  your  office  staff, 
Mutual  Assurance  offers  a comprehensive 
loss  prevention  program  for  them. 

Using  audio  tapes  and  detailed  workbooks, 
the  program  delivers  custom  instruction  to 
your  receptionist,  your  office  manager,  your 


billing  clerk  and  your  nurses.  And  unlike  cost- 
ly seminars,  the  program  can  be  reused  time 
and  time  again  for  refresher  courses  and  for 
new  employees. 

The  program  includes  written  examinations 
for  each  member  of  your  staff.  The  examina- 
tion is  graded  by  an  educational  testing  ser- 
vice and  returned  for  your  review  and 
follow-up. 

The  cost  — $85.  To  order  your  set  of  five 
tapes  and  workbooks,  call  1-800-272-6401 
(Toll  Free)  or  933-7280  in  Birmingham. 


.Mutual 

Assurance 


It's  Your  Company.  Use  It! 
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class  postage  paid  at  Montgomery,  Alabama  and  at  additional  mailing  offices.  Published  monthly  by  The  Medical  Association  of  The  State  of  Alabama  at  19  South  Jackson  Street, 
Montgomery,  Alabama  36197-4201. 


A MEMBERSHIP  SERVICE 


Do  You . . . 

. . . shy  away  from  bad 
debt  problems? 

We  suggest  you  try  I.C.  System.  I.C.  System  has  been  researched, 
investigated  and  has  made  it  through  the  tough  approval  process 
required  to  become  an  endorsed  membership  service. 

It  doesn’t  matter  where  you  are  located  or  where  your  debtors  live, 
I.C.  System  is  there.  It’s  immaterial  what  the  age  or  condition  of  your 
accounts  are,  I.C.  System  goes  after  them.  Even  ones  as  smaD  as 
$15.00.  I.C.  System  is  made  available  to  members.  You  won’t  find 
them  advertised  elsewhere.  You  won’t  even  find  them  in  your  phone 
book.  They  are  a service  company  specializing  in  collecting  for 
members  of  associations  and  societies  nationwide. 


c*: 


If  you  have  any  doubts  about  what  you  are  now  doing  to  control 
accounts  receivable,  try  I.C.  System.  You  owe  it  to  yourself.  And, 
The  System  Works. 

Write  for  literature  to:  I.C.  System,  P.O.  Box  64444,  St.  Paul,  MN  55164-0444 


Send  me  facts  about  I.C.  System: 


Name  (Firm) 


Address 


City  State  Zip  

Signed  

Tide  
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Information  for  Authors 
Concerning  Manuscripts 


Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  8'/2xl  1 inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brief), 
the  author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given;  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
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STATE-OF-THE-ART 
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MRI,  exceptional  imaging  for  the  most 
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In  a recent  case  demonstrating  an  expanding  cord  lesion,  a twenty- 
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See  photo  at  right. 
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Loss  Prevention  in  London 


Last  Fall,  the  Board  of  Censors  approved  a London 
tour  for  1986  in  cooperation  with  the  Jefferson 
County  Medical  Society  and  in  addition  to  MASA’s 
regular  travel  program. 

One  of  the  interesting  side  trips  of  that  tour,  sched- 
uled for  June,  will  be  a side  trip  to  famed  Lloyd’s  of 
London,  reputedly  the  world’s  oldest  underwriter  in 
continuous  service. 

Lloyd’s  should  have  a unique  perspective  on  the 
American  liability  problem  in  general  and  the  medical 
malpractice  dilemma  in  particular.  Lloyd’s  was  recent- 
ly quoted  by  the  Wall  Street  Journal  as  about  ready  to 
abandon  all  liability  insurance  and  re-insurance  in  this 
country  because  of  the  litigation  epidemic. 

A loss  prevention  seminar  will  be  conducted  by  a 
very  skilled  lawyer  and  speaker,  Ed  Kelsay  of  Oklaho- 
ma City.  Mr.  Kelsay,  whom  1 have  known  for  several 
years,  is  legal  coun.sel  for  the  Oklahoma  Medical  Asso- 
ciation, president  of  a medical  practice  consulting  firm, 
and  an  energetic  and  dynamic  speaker  with  15  years  on 
the  boards. 

Mutual  Assurance’s  Dow  Walker  is  equally  im- 
pressed with  Mr.  Kelsay  as  “a  trail  blazer  in  getting  all 


the  organizations  together  to  share  information,  partic- 
ularly about  loss  prevention.”  Mutual  Assurance  gives 
Mr.  Kelsay  its  highest  recommendation. 

As  a sample  of  what  may  be  in  store  for  you  in 
London,  I will  quote  from  a recent  Kelsay  article  on 
“listening”  as  a loss  prevention  tool. 

A frequently  heard  statement  by  people  who  have 
sued  physicians  is  that  they  really  didn’t  want  to  sue 
their  doctor  but  “I  just  wanted  to  get  his  attention  so  he 
would  listen  and  talk  with  me.” 

“Any  lawyer,”  Mr.  Kelsay  says,  “will  tell  you  that 
people  are  extremely  reluctant  to  sue  people  they  like, 
and  it  is  a well-known  fact  that  people  like  people  who 
will  listen  and  talk  with  them.  Listening,  therefore,  can 
be  a powerful  malpractice  prevention  tool . ’ ’ Following 
are  excerpts  from  his  article: 

It  is  an  unfortunate  truism,  however,  that  most 
efforts  at  communication  are  very  sloppy.  Few  people 
take  the  time  and  make  the  effort  to  think  out  clearly 
what  they  wish  to  say  and  then  concisely  communicate 
it. 

Even  more  unfortunate,  all  too  many  people  think  of 
communication  simply  as  talking.  They  have  the  idea 
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that  if  they  talk,  the  other  person  must  listen.  But 
communication  is  a two-way  process  consisting  of  a 
transmitter  and  a receiver  that  constantly  switch  roles 
back  and  forth. 

Listening  is  the  interpretation  of  what  was  heard, 
followed  by  an  evaluation  of  the  information  and  a 
decision  on  how  it  may  be  used.  Listening,  then,  is  a 
mental  process. 

As  a Loss  Prevention  tool,  it  is  interesting  to  note 
that  many  psychiatrists  and  psychologists  define  listen- 
ing as  “giving”  of  one’s  self,  while  talking  is  classified 
as  “taking”  from  others. 

Of  the  four  basic  communication  skills  — listening, 
speaking,  writing,  and  reading  — the  most  used  is  the 
least  taught.  The  vast  majority  of  educational  effort  in 
our  school  system  goes  into  teaching  writing,  followed 
by  reading.  Then  a little  bit  of  effort  is  put  into  teaching 
someone  how  to  speak,  but  the  least  taught  skill  is 
listening.  In  fact,  very  few  people  have  ever  received 
any  type  of  formal  listening  training. 

Probably  the  reason  listening  is  not  usually  taught  in 
schools  is  because  everyone  seems  to  be  able  to  do  it 
naturally.  Assuming  you  were  bom  with  good  hearing, 
or  even  poor  hearing  for  that  matter,  there  is  an  assump- 
tion that  you  can  and  will  listen. 

But  the  pioneer  researcher  into  listening.  Dr.  Ralph 
G.  Nichols  of  the  University  of  Minnesota,  proved  over 
and  over  again  that  this  assumption  was  not  valid. 

During  30  years  of  research,  Dr.  Nichols  developed 
and  listed  what  he  called  “the  ten  bad  habits  of  listen- 
ing.” Each  one  of  us,  everyday,  is  guilty  of  exercising 
almost  every  one  of  the  ten  bad  habits.  Let’s  look  at 
each  one. 

Bad  listening  habit  number  one  is  “dismissing  the 
subject  matter  as  uninteresting.’’ 

All  of  us  do  this  at  one  time  or  another.  We  have  a 
certain  built-in  resistance  to  listening.  After  all, 
whenever  you  listen  to  someone  you  are  faced  with  new 
information  to  assimilate,  new  questions  to  be 
answered,  new  problems  to  be  solved,  new  decisions  to 
be  made,  and  that  can  be  a “bother.”  It’s  easier  to  say, 
“I’m  not  really  interested  in  that  subject,”  and  just  stop 
listening.  Being  a good  listener  requires  a certain 
amount  of  courage  and  extraordinary  effort. 

“Faking  attention’’  is  bad  listening  habit  number 
two. 

It’s  sometimes  thought  that  this  habit  is  one  of  the 
first  we  leam  in  school.  Early  on  in  our  educational 
career,  we  learn  the  teacher  will  leave  us  alone  if  we 
look  like  we’re  paying  attention  to  what  is  being  said. 

Even  years  after  we  complete  our  formal  education 
we  still  fake  attention.  It  happens  in  committee  meet- 
ings, church,  board  rooms,  seminars,  conversations 
with  our  own  family,  and,  yes,  even  in  interviews  with 
patients. 

Bad  listening  habit  number  three  is  “avoiding  diffi- 
cult material.’’ 

We  are  spoiled  listeners  in  this  country.  Television, 
radio,  movies,  and  even  live  drama  compete  for  our 
attention  and  try  to  amuse  us  in  order  to  capture  and 
hold  our  interest.  We  are  so  saturated  with  this  “listen- 
ing-made-easy”  approach,  that  we  tend  to  shy  away 


from  material  that  is  difficult  to  understand  and  assimi- 
late. 

Bad  listening  habit  number  four  is  “allowing  dis- 
tractions.’’ 

The  good  listener  concentrates  on  what  is  being  said, 
and  does  not  allow  distractions  to  take  them  away  from 
the  communications  process  for  any  length  of  time. 

‘ ‘Finding  fault  with  the  speaker’  ’ is  bad  listening 
habit  number  five. 

Did  you  ever  catch  yourself  being  distracted  by  the 
speaker’s  accent,  mannerisms,  speaking  style,  or 
appearance?  It  is  an  all  too  human  trait  to  judge  and 
then  disregard  the  person  who  sounds  or  looks  differ- 
ent. 

‘ ‘Listening  only  for  details  or  facts’  ’ is  bad  listening 
habit  number  six. 

From  our  earliest  school  days  we  are  taught  a respect 
for  facts.  Almost  all  of  the  educational  process  in  the 
United  States  revolves  around  the  teaching  of  facts. 

In  college  the  courses  with  the  highest  flunk-out  rate 
are  those  in  philosophy.  In  philosophy  facts  are  re- 
latively unimportant.  Ideas  and  concepts  are  the  thing. 
The  student  . . . simply  has  a difficult  time  answering 
the  question  “why”  did  something  happen. 

Bad  listening  habit  number  seven  is  “becoming 
over-stimulated  by  something  the  speaker  says.’’ 

The  easiest  way  to  guard  against  over-stimulation  is 
to  never  suspend  your  judgment  of  what  is  being  said 
and  examine  each  concept  or  idea  carefully. 

Bad  listening  habit  number  eight  is  ‘ ‘letting  emotion- 
laden words  arouse  personal  antagonism . ’ ’ 

The  personal  antagonism  brought  on  by  certain 
words  can  work  either  way.  It  can  turn  you  on,  or  turn 
you  off.  You  must  be  aware  of  those  words  that  affect 
you  and  make  special  effort  to  retain  your  attention  and 
concentration  when  you  hear  them.  Whether  you  agree 
or  disagree  with  what  the  speaker  is  saying,  you  should 
not  stop  thinking. 

“Note -taking’’  is  bad  listening  habit  number  nine. 

It’s  well-known  that  the  very  act  of  writing  some- 
thing down  helps  top  fix  it  in  the  memory,  so  how  can 
note-taking  possibly  be  a bad  listening  habit?  The  prob- 
lem with  note-taking  arises  when  it  is  done.  To  most 
people,  note-taking  becomes  almost  an  end  unto  itself 
in  a listening  situation.  They  try  to  write  down  every- 
thing that  the  speaker  says.  But  when  you  are  writing, 
for  that  short  period  of  time,  you  are  not  listening. 

Most  educators  now  believe  that  it’s  best  to  take 
“key  word  or  key  phrase”  notes  or  “sentence”  notes. 
The  idea  being  that  the  important  word,  phrase  or 
sentence  will  later  spark  a memory  of  the  entire  in- 
formation. 

And  bad  listening  habit  number  ten  is  ‘ ‘wasting  the 
advantage  of  thought-speech  speed. 

The  average  person  speaks  at  a rate  of  about  125 
words  per  minute,  but  can  listen  too  and  assimilate 
spoken  information  at  a rate  of  500  -I-  words  per  min- 
ute. This  difference  between  speech  and  thought  can  be 
either  an  advantage  or  a disadvantage. 

For  most  people  it  is  a disadvantage  because  they 
make  use  of  the  difference  between  thought  and 
speech,  not  to  analyze  what  the  speaker  is  saying,  but  to 
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think  about  something  entirely  different.  The  slower 
the  speaker  talks,  the  more  often  you  will  find  yourself 
taking  mental  vacations  away  from  what  is  being  said. 

Let’s  look  at  some  listening  techniques. 

Technique  Number  1 : Reflective  Feedback. 

Reflective  feedback  simply  means  that  you  indicate 
back  to  the  speaker  that  you  are  or  are  not  receiving  and 
understanding  his  message.  Reflective  feedback  can  be 
through  the  asking  of  questions,  making  statements,  or 
even  indicating  visually  that  you  either  understand, 
agree,  don’t  understand,  or  don’t  agree. 

In  two-way  communication  situations,  such  as  con- 
versations, where  you  can  ask  questions  or  make  com- 
ments, reflective  feedback  involves  rephrasing  the 
speaker’s  message  in  your  own  words  and  feeding  back 
your  understanding  of  what  the  speaker  said  so  that  he 
or  she  can  check  it  for  agreement. 

Whenever  using  reflective  feedback,  it’s  important 
to  avoid  criticism  or  evaluation  of  what  is  being  said. 
You  must  suspend  your  judgment  of  the  message  being 
given,  and  concentrate  on  simply  reflecting  the  mes- 
sage as  you  understand  it  back  to  the  speaker.  But, 
remember,  your  judgment  is  suspended  only  until  such 
time  as  you  are  sure  you  understand  the  message. 

If  the  speaker  views  your  feedback  as  criticism,  you 
may  defeat  its  purpose.  It’s  easier  for  everyone  in- 
volved if  they  remain  calm  and  objective  so  that  effec- 
tive communication  can  take  place. 

Technique  Number  2:  Silence. 

If,  while  you  are  listening  to  someone  else,  you 
begin  to  formulate  your  own  response,  you  are  not 
concentrating  on  listening.  It  seems  to  be  an  ever- 
present temptation  to  use,  instead  of  absorbing  what  the 
other  person  is  saying.  The  result  is  a tendency  to  jump 
in  with  our  own  comments  or  ideas  whenever  the 
speaker  pauses  for  breath,  even  though  our  ideas  may 
not  be  relevant  to  the  immediate  question. 

Learning  to  remain  silent,  both  physically  and  men- 
tally, is  an  important  tool  for  better  listening.  While 
you  are  holding  your  silence,  concentrate  on  listening, 
not  on  preparing  your  next  remark. 

Technique  Number  3:  Listen  with  your  eyes. 

Whenever  listening  is  discussed,  most  people  tend  to 
think  in  terms  of  talking.  But  talking  and  listening  are 
only  parts  of  the  total  communications  process.  People 
communicate  with  much  more  than  just  their  voice. 

The  way  that  a person  is  sitting  or  standing,  whether 
they  are  nervous  or  calm,  whether  they  look  you  in  the 
eye  or  avert  their  eyes,  whether  they  are  secretive  or 
open  in  their  body  gestures  and  facial  expression,  must 
all  be  taken  into  consideration  whenever  you  are  listen- 
ing. This  is  where  you  listen  with  your  eyes. 

Some  people  are  better  at  reading  non-verbal  com- 
munication than  others.  That’s  a little  unfortunate,  be- 
cause it  has  been  stated  that  approximately  80  percent 
of  all  the  communication  of  emotion  from  one  person  to 
another  is  non-verbal.  Seldom  do  we  express  our  emo- 
tions verbally.  Most  often  it’s  through  body  position- 
ing, eye  movement  and  contact,  or  actual  physical 
contact. 


Listening  Technique  Number  4:  Positioning. 

You  should  face  the  speaker  and  look  at  them  while 
they  are  talking.  This  does  not  mean  that  you  stare 
intently,  however. 

You  must  also  watch  your  posture.  If  you  lean  back 
and  put  your  hands  behind  your  head,  this  is  an  indica- 
tion that  you  are  not  particularly  interested  in  what  is 
being  said.  If  you  cross  your  legs,  you  put  a physical 
barrier  between  you  and  the  speaker,  and  indicate  de- 
fensiveness or  disinterest. 

But  if  you  lean  forward  and  watch  the  speaker,  you 
are  using  non-verbal  communication  to  say,  “I’m  in- 
terested in  what  you  have  to  say,  please  continue.’’ 

No  matter  what  the  situation,  truly  effective  listening 
is  built  on  the  cooperation  of  both  the  speaker  and  the 
listener  in  advancing  toward  better  understanding.  An 
effective  listener  is  actively  engaged  in  receiving,  re- 
cording, and  decoding  or  getting  the  meaning  out  of  the 
sender’s  message. 

Clark  E.  Moustakes  in  his  book  The  Authentic 
Teacher  said,  “Listening  is  a magnetic  and  strange 
thing,  a creative  force.  . . . The  friends  that  listen  to  us 
are  the  ones  that  we  move  toward,  and  want  to  sit  in 
their  radius  as  though  it  did  us  good,  like  ultraviolet 
rays.  . . . When  we  are  listened  to  it  creates  us,  makes 
us  unfold  and  expand.’’ 

Doctor,  he  could  have  been  describing  your  patients. 
Remember,  people  are  reluctant  to  sue  people  they  like, 
and  people  like  people  that  listen  to  them. 

I believe  you  will  find  London  in  June  richly  rewarding 
in  many  ways. 
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The  Premature  Dogmatists 


The  beginning  of  a new  year  usually  has  the  prophets 
of  doom  sounding  their  tocsins  of  imminent  disas- 
ter. It  is  a hardy  perennial  custom  intended,  I suppose, 
to  provide  a degree  of  balance  to  the  equally  fuzzy 
forecasts  of  heady  prosperity. 

It  would  be  an  interesting  exercise  to  collect  all  these 
— the  downbeat  as  well  as  the  upbeat  — and  store  them 
away  to  be  read  about  the  first  of  next  December.  Like 
sports  writers  in  advance  of  a big  game,  economists  and 
other  forecasters  are  as  fallible  as  you  and  I,  although 
their  theories  are  more  complex. 

Peter  Drucker,  the  management  expert  and  author  of 
many  books  on  which  American  business  has  come  to 
rely  as  holy  writ,  had  this  to  say  about  economists  in  an 
interview  last  fall: 

“ . . . Economists  never  know  anything  until  20  years 
later.  There  is  no  profession  that  is  slower  to  learn  than 
economists.  There  is  no  greater  obstacle  to  learning 
than  to  be  the  prisoner  of  totally  invalid  but  dogmatic 
theories. 

“The  economists  are  where  the  theologians  were  in 
1300;  prematurely  dogmatic.” 

Until  the  Great  Depression,  Mr.  Drucker  continued, 
economists  were  humble,  as  befitted  their  uncertain 


calling.  The  crash  of  1929  emboldened  them  to  offer 
certain  answers,  because  nobody  else  even  pretended  to 
have  any.  They  have  kept  at  it  for  50  years. 

Thus,  by  political  default  and  national  calamity,  they 
became  prophets  and  seers,  Mr.  Drucker  said.  As  the 
new  policymakers,  they  were  forced  to  become  dog- 
matic about  what  would  work  and  what  would  not 
work,  Mr.  Drucker  said.  But  they  all  lacked  any  real 
proven  basis  for  their  certainty,  a condition  that  re- 
mains true  50  years  later.  Mr.  Drucker  again; 

“They  began  asserting,  Keynes  first,  that  they  had 
the  answers  and,  what’s  more,  the  answers  were 
pleasant.  It  was  like  a doctor  telling  you  that  you  have 
inoperable  liver  cancer  but  it  will  be  cured  if  you  go  to 
bed  with  a beautiful  [woman].  Keynes  said  there’s  no 
problem  that  can’t  be  cured  if  only  you  keep  your 
purchasing  power  high.  What  could  be  nicer? 

“The  monetarist  treatment  is  even  easier:  there’s 
nothing  that  won’t  be  cured  if  you  just  increase  the 
money  supply  by  3%  per  year,  which  is  also  increasing 
incomes. 

“The  supply-siders  are  more  pleasant  still:  There’s 
no  disease  that  can’t  be  cured  by  cutting  taxes. 

“We  have  no  economic  theory  today.  But  we  have  as 
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many  economists  as  the  year  1 300  had  theologians.  Not 
one  of  them,  however,  will  ever  get  sainted.  By  1300, 
the  age  of  saints  was  over,  more  or  less,  and  there  is 
nothing  worse  than  a theologian  who  no  longer  has 
faith.  That’s  where  our  economists  are  today.” 

The  profusion  of  these  new  theologians  without  faith 
has  flooded  the  health  care  market  too,  as  we  all  know. 
There  are  as  many  solutions  to  everything  as  there  are 
self-styled  experts.  Most  of  them  tell  us  that  everything 
is  bad  right  now  but  will  be  fixed  if  their  solution  is 
carried  out.  The  solutions,  of  course,  vary  widely. 

We  are  told,  even  by  some  profoundly  distressed 
physicians,  that  the  new  marketplace  in  medicine  is 
going  to  mean  denial  of  health  care  to  10%  to  20%  of 
our  citizens,  who  will  be  receiving  either  unacceptable 
substandard  health  care  or  no  care  at  all.  They  point  to 
the  fact  that  many  hospitals  that  used  to  take  indigents 
as  part  of  their  commitment  are  now  shunting  them  to 
public  charity  hospitals,  which  are  bursting  at  the 
seams  with  non-paying  patients  and  thus  close  to  in- 
solvency themselves. 

I have  warned  you  that  I am  an  irrepressible  optimist. 
While  I know  these  things  are  happening  now,  I believe 
we  are  seeing  temporary  aberrations  resulting  from  too 
many  revolutionary  impositions  on  the  health  care  mar- 
ket. It’s  been  fixed  so  much  it’s  finally  broke.  Survival 
is  a strong  instinct  in  institutions  as  in  man.  Hospitals, 
like  some  physicians,  are  running  scared.  They  be- 
lieve, not  without  reason,  that  some  may  be  numbered 
among  the  victims  of  the  new  order. 

Even  though  I hear  such  notables  as  Arnold  S . Rei- 
man, M.D.,  the  able  and  distinguished  editor  of  the 
New  England  Journal  of  Medicine,  crying  ruin  for  the 
poor,  I simply  don’t  believe  it.  I don’t  believe  this 
country,  or  the  physicians  in  it,  will  long  tolerate  a 
system  that  slams  the  door  on  the  poor.  Nor  do  I believe 
that  local,  state  and  national  governments  will  permit 
this  to  happen. 

I do  not  know  how  or  in  what  manner  these  needs 
will  be  met  now  that  cost-shifting  has  been  declared 
subversive,  but  I know  they  will  be.  That  is  not  the 
prophecy  of  an  economist;  it  is  the  confidence  of  one 
who  has  not  lost  faith  in  the  ancient  commitment  of 
medicine.  I believe  that  in  the  current  climate  of  dis- 
location, and  more  than  a little  panic,  there  may  be  an 
unworthy  effort  by  some  to  hold  the  poor  as  hostage, 
saying  that  if  government  doesn’t  do  what  we  say,  they 
will  suffer. 

This  too  shall  pass.  As  the  panic  recedes,  calmer 
heads  will  again  prevail.  The  problem  in  all  of  this  — in 
Medicare,  in  Medicaid,  and  with  those  who  fall  be- 
tween the  cracks  — is  that  everything  has  been  over- 
promised. That  is  the  fault  not  of  physicians,  not  of 
hospitals,  but  of  political  leadership  over  recent  dec- 
ades. 

Politicians  have  promised  the  people  the  moon  in  all 
sectors  of  life,  but  when  they  can’t  deliver  they  blame 


the  system  — in  our  case,  the  health  care  system. 
Unfunded  promises  have  got  us  where  we  are  today, 
and  it  hasn’t  ended. 

As  1985  came  to  a close,  the  Department  of  Health 
and  Human  Services  was  considering  still  another  huge 
Medicare  promise  — covering  heart  transplants.  It 
shouldn’t  cost  more  than  $50  million  a year,  the  econo- 
mists at  DHEW  say. 

Let’s  go  back  to  1972  when  Congress  saw  fit  to  add 
the  disabled  and  those  suffering  kidney  failure  to  the 
Medicare  program,  which  had  itself  been  grafted  on  to 
the  Social  Security  system  just  seven  years  earlier. 

Kidney  dialysis  and  transplants  were  originally 
budgeted  at  $100  million.  But  in  the  first  year  alone, 
the  costs  for  this  program  were  233%  greater  than 
estimated.  No  new  funds  were  provided,  and  none  are 
contemplated  now  in  the  consideration  of  adding  heart 
transplants  for  a mere  $50  million.  The  kidney  program 
now  represents  5%  of  the  Medicare  budget. 

The  chief  reason  for  the  crisis  in  Medicare,  in  Medic- 
aid, and  in  the  predicament  of  those  who  have  neither  of 
these,  or  who  are  otherwise  without  coverage,  is  this 
pernicious  habit,  best  described  by  Professor  Paul 
Craig  Roberts  of  the  Georgetown  Center  for  Strategic 
and  International  Studies.  He  summed  it  up  neatly  in 
The  Wall  Street  Journal  last  November:  the  habit 
through  the  years  of  Washington  saddling  “an  already 
over-promised  system  with  another  unfunded,  multi- 
billion-dollar  promise.” 

This  has  happened  time  after  time.  Like  the  Keynes- 
ians, the  monetarists  and  the  supply-siders  described  by 
Mr.  Drucker,  the  economic  forecasters  and  planners  in 
government  seem  still  to  believe  in  Santa  Claus  — the 
money  will  come  from  somewhere,  somehow. 

When  the  money  isn’t  there  (and  it  won’t  be,  because 
no  one  spearheaded  the  relatively  unpleasant  task  of 
providing  new  funds)  then  there  will  be  loud  gnashing 
of  teeth  and  carloads  of  blame  for  the  greedy  health  care 
system. 

I think  the  problems  will  work  themselves  out  if  the 
Washington  manipulators  will  simply  leave  things 
alone  for  a while.  They  are,  in  Mr.  Drucker’s  telling 
phrase,  prematurely  dogmatic.  Certainly,  the  mecha- 
nistic DRG  program  is  a triumph  of  such  dogmatism. 

Best  wishes  for  1986. 
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Epidemiological  Pattern  and 
Ultrasound  Findings  in 
the  Carotid  Arteries 
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ABSTRACT;  This  study  explored  the  pat- 
tern of  the  arterial  conditions  in  both  common 
carotid  arteries  and  examined  the  relationship 
of  this  pattern  to  different  risk  factors,  i.e., 
age,  sex,  race,  weight,  blood  pressure  and 
blood  cholesterol.  A retrospective  procedure 
was  used  to  examine  the  medical  Hies  of  51  male 
and  69  female  patients,  who  had  an  ultrasound 
examination  for  the  carotid  arteries  in  a local 
hospital  in  North  Mississippi,  1982.  Female  pa- 
tients had  more  diseases  related  to  cerebral 
arteriosclerosis  (55.1%)  than  did  male  patients 
(51.0%).  This  relation  was  reversed  for  dis- 
eases related  to  cardiovascular  arterioscle- 
rosis. Female  patients  were  older  and  had  high- 
er levels  of  blood  glucose,  blood  cholesterol, 
systolic  and  diastolic  blood  pressure  than  male 
patients.  Plaques  were  the  most  recognized  le- 
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sions  of  arteriosclerosis  in  the  carotid  arteries. 
The  study  demonstrated  the  significance  asso- 
ciation between  the  presence  of  plaques  and 
several  risk  factors. 

CONCLUSION:  Female  patients  had  more 
diseases  related  to  cerebral  arteriosclerosis 
(55.1%)  than  did  male  patients  (51.0%).  This 
relation  was  reversed  for  diseases  related  to 
cardiovascular  arteriosclerosis.  Females  pa- 
tients were  older  and  had  higher  levels  of  blood 
glucose,  blood  cholesterol,  systolic  and  diasto- 
lic blood  pressure  than  male  patients.  Plaques 
were  the  most  recognized  lesions  of  arte- 
riosclerosis in  the  carotid  arteries.  There  was 
significance  association  between  the  presence 
of  plaques  and  several  risk  factors. 

KEY  WORDS:  Cerebral  Arteriosclerosis, 
Cardiovascular  Arteriosclerosis,  Blood  Glu- 
cose, Blood  Cholesterol,  Systolic  and  Diastolic 
Blood  Pressure,  Plaques,  Carotid  Arteries. 
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Introduction 

The  potential  value  of  ultrasound  examination  was 
stressed  by  many  investigators.'’  ^ This  noninva- 
sive  examination  of  the  extracranial  carotid  arteries  are 
now  an  accepted  mode  of  patient  screening.  The  ultra- 
sound evaluation  of  the  carotid  artery  is  accurate  in 
detecting  stenosis  of  greater  than  50  per  cent  at  the 
carotid  bifurcation.  In  medical  practice,  the  ultrasound 
procedure  is  valuable  for  determining  normality  and  in 
preventing  these  patients  from  undergong  unnecessary 
carotid  arteriography.  The  last  procedure  is  expensive 
and  has  potential  risk.  Hence  carotid  arteriography  is 
used  in  those  patients  whose  ultrasound  studies  are 
inconclusive  and  for  those  patients  who  need  some  sort 
of  surgical  interference.^  Spencer‘s  referred  to  the 
limitations  of  the  x-ray  in  the  measuring  cross  sectional 
areas  in  the  carotid  arteries  from  projections  films  as 
well  as  the  limitations  of  the  spot  size  of  x-ray  tubes. 
The  specificity  for  the  detection  of  normal  and  stenosis 
less  than  50  percent  in  the  carotid  arteries  by  the  pulsed 
Doppler  Ultrasound  was  84  per  cent.  On  the  other  hand 
the  sensitivity  for  detecting  stenosis  greater  than  50  per 
cent  and  full  occlusion  of  the  internal  carotid  arteries 
was  89  per  cent.  The  accuracy  in  general  was  85  per 
cent.^  Solberg  and  Strong^  in  a review  study  reported 
that  elevated  serum  cholesterol  and  blood  pressure  are 
positively  and  significantly  associated  to  atheroscle- 
rotic lesions. 

Atherosclerosis  was  more  severe  in  the  aorta  than  in 
the  cerbral  arteries  in  all  age  categories  and  its  disparity 
became  more  clear  with  age.  Moreover,  in  hyperten- 
sive patients,  atherosclerosis  was  more  advanced  in  the 
cerebral  arteries  from  and  beyond  the  6th  decade  of 
age.  The  serum  cholesterol  level  correlated  with  the 
severity  of  cerebral  atherosclerosis.^  Blankenhom,  and 
his  colleagues''  referred  to  the  assessment  of  athero- 
sclerosis by  ultrasound.  They  reported  that  correlations 
of  disease  patterns  among  different  blood  vessels  indi- 
cate that  inferences  can  be  made  between  carotid  and 
coronary  vessels  on  population  level,  but  should  not  be 
made  on  a personal  basis. 

Harrison  and  Wilson'^  studied  the  carotid  angiograms 
of  269  cases  with  cerebral  tumors.  They  have  been 
reviewed  for  evidence  of  coincidental  atheromatous 
lesions.  The  prevalence  of  signs  of  atheroma  at  the 
carotid  bifurcation  proved  to  be  greater  among  cases 
with  an  elevated  casual  blood  pressure  specially  among 
patients  over  50  years  of  age. 

In  a prospective  clinical  study  including  458  diabetic 
cases,  the  results  of  noninvasive  procedures  were  com- 
pared with  the  clinical  findings.  These  results  showed 
that  about  one  third  of  the  cases  who  gave  no  history  of 
intermittent  classification  (one  of  the  manifestations  of 
atherosclerosis)  were  found  to  have  arterial  disease 
when  examined  by  noninvasive  procedures."’ 

In  a prospective  study  of  135  controls  subjects,  286 
non-insulin  dependent  diabetic  patients,  and  31  pa- 


tients with  elevated  fasting  plasma  glucose  was  per- 
formed to  evaluate  the  prevalence  of  high-grade  carotid 
artery  stenosis.  The  access  of  the  carotid  artery  was 
performed  using  an  ultrasonic  duplex  procedure.  When 
both  groups  of  patients,  (those  with  a non-insulin  de- 
pendent diabetes  and  the  elevated  fasting  plasma  glu- 
cose) were  considered  together  (combined  group),  the 
prevalence  was  8.2  per  cent  as  compared  with  0.7  per 
cent  among  the  control  group  (p  ==  0.0007).  Age,  ratio 
of  systolic  to  diastolic  blood  pressure,  plasma 
cholesterol,  and  cigarette  smoking  were  found  to  be 
significantly  related  to  the  higher  prevalence  of  carotid 
diseases  in  the  combined  group." 

Nationally,  1980,  the  deaths  from  diseases  of  the 
heart  was  57.8%  among  males  aged  65  years  and  over 
in  comparison  to  42.2%  in  females  of  the  same  age 
groups.  On  the  other  hand,  the  deaths  from  cerebro- 
vascular diseases  among  females  of  the  same  age  were 
51.2%  vs.  48.8%  among  males  of  similar  age.'^ 

There  are  several  objectives  of  this  retrospective 
study.  The  first  objective  is  to  explore  the  pattern  of  the 
arterial  conditions  in  both  common  carotid  arteries  in 
this  group  of  patients.  The  second  objective  is  to  ex- 
amine this  pattern  in  relation  to  different  risk  factors 
among  that  studied  in  a local  hospital  population,  i.e. 
age,  sex,  race,  weight,  blood  pressure,  blood  glucose 
and  blood  cholesterol.  The  final  objective  of  this  study 
is  to  explore  the  possibility  of  any  potential  implication 
from  this  relationship  (between  arteriosclerosis  in  the 
carotid  arteries  and  these  risk  factors)  to  be  applied  in 
future  intervention  study. 

Methodology 

A retrospective  procedure'^  was  used  in  this  study  to 
examine  the  medical  files.  All  patients  records  who  had 
ultrasound  examinations  for  the  carotid  arteries  in  Ox- 
ford Lafayette  County  Hospital  during  1982  have  been 
examined.  The  interpretation  of  the  ultrasound  was 
completed  by  Drs.  Covin  and  Bill  Jordan.  The  ultra- 
sound findings  of  each  case  are  classified  by  severity  of 
plaque,  stenosis,  and  the  flow  in  both  right  and  left 
carotid  arteries.  This  classification  is  based  on  the  fol- 
lowing scores  for  the  plaque  and  flow:  “0”  no  plaque 
or  normal,  “1”  mild  plaque  or  limited  flow,  “2” 
moderate  plaque  or  flow,  “3”  advance  plaque  or  .se- 
vere limited  flow.  The  following  scale  was  used  for  the 
stenosis:  “0”  no  stenosis,  “1”  mild  stenosis,  to  “9” 
severe  stenosis. 

These  data  were  abstracted  along  with  the  other 
epidemiological  risk  factors,  i.e.,  age,  weight,  systolic 
and  diastolic  blood  pressure,  blood  glucose  and 
cholesterol  from  the  medical  record  department  in  Ox- 
ford Lafayette  County  Hospital. 

The  diagnosis  of  1 20  patients  who  had  an  ultrasound 
examination  during  1982  were  classified  into:  a.  dis- 
eases related  to  cerebral  arteriosclerosis,  b.  diseases 
related  to  cardioarteriosclerosis,  c.  nonrelated  diseases 
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TABLE  1 


Diagnosis  and  Race  Patterns  of  Male  and  Female  Patients  Examined  by  Ultrasound  Procedures 


Diagnosis 

Male 

Female 

Race 

Male  Female 

No. 

% 

No. 

% 

No. 

% 

No.  % 

Diseases  related 
to  cerebrovascular 
arteriosclerosis 

26 

51.0 

38 

55.1 

White 

44 

86.3 

62  89.9 

Diseases  related 

to  cardioarterio- 
sclerosis 

17 

33.3 

20 

28.9 

Black 

7 

13.7 

7 10.1 

Total 

51 

100.0 

69  100.0 

Nonrelated  Diseases 

8 

15.7 

11 

15.9 

Xl  = .365,  p > .05 

Total 

51 

100.0 

69 

100.0 

xi 

= .281,  p > 

.05 

as  back  pain.  Diseases  related  to  cerebral  arterioscle- 
rosis were  categorized  as  transient  ischemic  attack, 
carotid  and/or  cerebral  basilar  artery  insufficiency  and 
cerebral  accidents.  Diseases  related  to  cardioarterio- 
sclerosis  are  coronary  heart  diseases  and  hypertension. 
Frequency  distribution,  t-Test,  analysis  of  variance  and 
multiple  regression  were  used  in  this  study.  Sig- 
nificance level  of  p 0.05,  was  used  for  all  these  tests. 


Results 

Table  1 shows  the  frequency  distribution  of  male  and 
female  patients  examined  by  the  ultrasound  procedures 
for  both  carotid  arteries.  Among  the  51  male  patients, 
26  (51%)  have  diseases  related  to  cerebral  arterio- 
sclerosis in  comparison  to  38  (55.1%)  in  the  female 
group.  On  the  other  hand,  among  69  female  patients, 
20  (28.9%)  have  diseases  related  to  cardiovascular 
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TABLE  2 

Epidemiological  Pattern  of  Male  and  Female  Patients  Examined  by  Ultrasound  Procedures 


Age 

Weight  in  Lb 

Blood  Glucose  in  mg/dl 

Male 

Female 

Male 

Female 

Male 

Female 

X 

67.2 

70.4 

170.0 

142.8 

116.8 

124.9 

SD 

12.5 

10.8 

24.7 

33.8 

37.7 

47.7 

n 

51 

69 

39a 

51a 

51 

69 

t 

-1.468 

4.410 

- 1.038 

p 

>.05 

<.05 

>.05 

Blood  Cholesterol 

Sys  Bl. 

P. 

Dia.  Bl.  P. 

Male 

Female 

Male 

Female 

Male 

Female 

X 

198.3 

211.9 

145.2 

147.1 

84.3 

85.7 

SD 

49.7 

47.8 

27.6 

25.6 

13.2 

13.8 

n 

49a 

Ola 

51 

69 

51 

69 

t 

-1.478 

-.384 

-.563 

P 

>.05 

<.05 

>.05 

a Some  of  the  data  are  not  available  in  the  medical  files  of  these  patients. 


arteriosclerosis  in  comparison  to  17  (33.3%)  patients  in 
the  men  group.  White  ethinic  group  is  predominate  in 
both  studied  groups,  i.e.  86.3%  in  males  and  89.9%  in 
females. 

Among  both  studied  groups,  female  patients  are  old- 
er than  male  patients,  X 70.4,  ± 10.8  vs  X 67.2  ± 
12.5  respectively.  Women  have  higher  systolic  and 
diastolic  blood  pressure  than  men,  X 147. 1 vs.  X 145.2 
and  X 85.7  vs.  84.3  respectively.  Both  blood  glucose 
and  cholesterol  are  found  higher  among  females  than 
male  patients,  X 124.9  vs.  X 1 16.8  and  X 21 1 .9  vs.  X 
198.3  respectively.  On  the  other  hand,  male  patients 
show  higher  weight  (X  1 70 . 0)  in  comparisons  to  female 
patients  (X  142.8  p < .001),  Table  2. 

Table  3 shows  the  epidemiological  pattern  of  the 
presence  of  plaque,  stenosis  and  limitation  of  the  flow 


in  carotid  arteries.  Plaque  were  the  most  recognized 
lesions  in  both  male  and  female  patients  (X  .8  to  1). 
Stenosis  is  the  second  most  often  recognized  lesions  in 
both  groups  (X  .6  to  .8).  Flow  is  third  most  recognized 
lesions  in  both  groups.  (X  .3  to  .4).  However  there  is  a 
significant  association  between  presence  of  the  plaques 
and  limitation  of  flow  in  male  and  female  patients  in 
both  right  and  left  carotid  arteries  except  left  carotid 
artery  in  female  patients,  (p  = .084). 

There  is  a positive  association  between  the  presence 
of  plaque  in  either  of  one  of  the  carotid  arteries  and  age, 
blood  glucose,  blood  cholesterol,  systolic  and  diastolic 
blood  pressure,  stenosis  and  flow.  This  association  was 
significant  among  males  (r  = .658,  p = .001)  and 
among  females  (p  = .634,  p = .000),  Table  4. 


TABLE  3 

Epidemiological  Pattern  of  the  Presence  of  Plaques,  Stenosis,  and  Limitation  of  the  Flow  in  Both  Carotid  Arteries, 

by  Ultrasound  Procedures,  Using  Analysis  of  Variance 


Plaques*  Rt 

Plaques* 

Stenosis*  Rt 

Stenosisf  Lt 

Flow*  Rt 

Flow*  Lt 

Male 

Female 

Male 

Female 

Male 

Female 

Male 

Female 

Male 

Female 

Male 

Female 

X 

1 

.8 

1 

.9 

.7 

.7 

.8 

.6 

.4 

.4 

.3 

.3 

SD 

1.2 

1.1 

1.2 

1.1 

1.8 

1.7 

1.9 

1.5 

.8 

.9 

.7 

.6 

n 

50a 

65a 

51 

69 

43a 

59a 

45a 

61a 

50a 

64a 

48a 

65a 

t 

.918 

.467 

.0 

.584 

= .o 

= .() 

P 

>.05 

>.05 

>.05 

The  Association  Between  Plaques  and  Flow  in: 


Rl.  carotid  arteries  Lt  carotid  arteries 


Males 

t = 2.453 

p = .004 

Males 

t =2.779 

p = .000 

Females 

t = I. 815 

p = .084 

Females 

t =2.969 

p = .000 

Males 

F = 2.848 

p = .016 

Females 

F =2.515 

p = .029 

a Some  data  are  not  available  in  the  medical  files  of  these  patients. 

Based  on  the  scores:  “0”  no  plaque  or  normal,  “I”  mild  plaque  or  limited  flow,  “2”  moderate  plaque  or  flow.  “3”  advanced 
plaque  or  severe  limited  flow. 

+ Based  on  the  scale:  “0”  no  stenosis,  “1”  mild  stenosis  to  “9”  severe  stenosis. 
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TABLE  4 

The  Association  Between  the  Presence  of  Plaque(s)  in  Either 
of  the  Carotid  Arteries  with  the  Age,  Blood  Pressure,  Blood 
Cholesterol,  and  Glucose  by  Multiple  Regression  Analysis 
Using  Coefficient  of  Multiple  Correlation  the  P’  Ratio  and 
Probability  Value  (P) 


Male  r =.42  F — ratio  1.756  p = .143 

Female  r =.441  F - ratio  2.943  p = .019 


Discussion 

Female  patients  had  more  disease  related  cerebral 
arteriosclerosis  (55.1%)  than  did  male  patients 
(5 1 .0%).  This  relation  was  reversed  in  diseases  related 
to  cardioarteriosclerosis,  33.3%  among  male  patients 
compared  to  28.9%  among  female  patients.  Similar 
trends  were  reported  on  the  national  level  from  deaths 
of  cerebrovascular  diseases  i.e.  51.2%  in  females  vs. 
48.8%  in  males.  Also,  among  death  from  diseases  of 
the  heart,  57.8%  among  males  vs.  42.2%  among 
females.'^ 

The  majority  of  studied  male  patients  (86.9%)  and 
female  patients  (89.9%)  were  white.  It  is  difficult  to 
study  this  pattern  of  arteriosclerosis  among  both  races, 
due  to  the  limited  number  of  available  data  on  non 
white  patients. 

Females  were  older  than  male  patients  (X  70.4  vs. 
67.2).  Also  they  had  higher  systolic  (X  147.1)  and 
diastolic  blood  pressure  (X  85.7),  blood  glucose  (X 
124.9),  and  blood  cholesterol  (X  211.9)  than  male 
patients,  (X  145.2,  84.3,  1 16.8,  and  198.3  respective- 
ly). These  data  demonstrate  that  these  female  patients 
lived  longer.  This  longer  survival  was  associated  by 
higher  systolic,  diastolic  blood  pressure,  blood  glucose 
and  blood  cholesterol  and  more  incidence  of  disease 
related  cerebral  arteriosclerosis.  Relevant  findings 
were  reported^  '*  by  other  investigators.  On  the  other 
hand,  males  in  this  study  had  higher  weight  in  compari- 
son to  female  patients  (X  170.0  lb  vs.  X 142.8  lb,  p = 
.001).  The  higher  weight  among  males  may  be  the 
inherited  mass  musculature  of  male  patients  as  well  as 
the  possibility  of  overweight  among  these  men. 

Plaques  were  the  most  recognized  lesion  by  ultra- 
sound in  both  male  and  female  patients.  This  was 
followed  by  stenosis  and  limitation  of  the  flow. 

There  was  a consistent  association  between  the  pres- 


ence of  the  plaque  and  the  limitation  of  the  flow  in  both 
male  and  female  patients,  and  right  and  left  carotid 
arteries. 

This  study  shows  the  presence  of  strong  and  signifi- 
cant association  between  the  plaques  and  several  risk 
factors  i.e.  the  age,  blood  pressure,  blood  cholesterol 
and  blood  glucose.  Similar  findings  are  reported  by 
other  investigators,  i.e.,  the  association  between 
atherosclerosis  and  blood  pressure^’  ^ and  blood 
cholesterol,^’  ^ and  diabetes.'®’  " Blankenhorn  refers 
to  the  correlation  of  atherosclerosis  patterns  between 
carotid  and  coronary  arteries.^ 

This  study  shows  the  epidemiologial  pattern  of  the 
carotid  arteries  as  well  as  the  risk  factors  among  those 
patients.  There  is  need  for  future  study  to  examine  how 
the  intervention  measures  for  these  risk  factors  can 
affect  the  condition  of  the  carotid  arteries  and  other 
peripheral  arteries. 
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ABSTRACT:  The  LIXI  Imaging  Scope  is  a 
portable  fluoroscope  which  is  a substantial  im- 
provement over  the  original  concept  and  pro- 
totype of  the  lixiscope  invented  by  NASA.* 
This  device  has  found  widespread  use  in  in- 
dustrial, medical  and  security  screening  ap- 
plications. Users  of  it  have  found  its  small  size 
and  high  quality  real-time  image  to  provide 
early  detection  of  defects,  save  time  and 
money,  and  reduce  patient  dose  and  inconveni- 
ence. 


Introduction 

The  original  concept  of  the  lixiscope  was  developed 
at  the  Goddard  Space  Flight  Center  (NASA)  for  use 
in  x-ray  astronomy  where  single-photon  imaging  was 
desired.  It  was  anticipated'  that  the  device  could  be 
configured  to  accomodate  the  needs  of  podiatry. 


*NASA  patent  4,  142,  101 , July,  1977  (O  1 Yin)  Lixi,  Inc.  is  the  exclusive  Licensee 
of  the  radioisotope  version  of  the  lixiscope. 


orthopedics,  dentistry,  and  veterinary  medicine.  Many 
of  the  directions  for  improvement  of  the  scope  that  were 
mentioned'  have  been  taken  plus  others  resulting  in 
devices  well  suited  for  many  applications. 

Principles  of  Operation 

Photons  (x-rays,  -rays)  generated  by  the  natural 
radioactive  decay  of  an  unstable  isotope,  emanate  from 
the  source  and  are  collimated  so  as  to  strike  only  the 
detector  or  scintillator  screen.  These  photons  would 
have  traveled  through  the  object  of  interest  forming  an 
x-ray  image  due  to  differential  attenuation  in  the  object 
caused  by  differences  in  material  densities.  This  x-ray 
image  will  pass  through  the  visible  light  shield  and 
impinge  on  the  scintillator  screen  where  the  x-ray  im- 
age is  converted  to  a visible  light  image.  Each  radiation 
photon  generated  by  a radioactive  isotope  is  converted 
into  a large  number  of  visible  light  photons.  The  screen 
has  a high  absorption  coefficient  for  low  energy  x-ray 


P.O.  Box  4160,  Opelika,  Alabama  36803-4160,  205-749-6222. 
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or  gamma  rays  and  a high  conversion  efficiency  for 
those  energies  into  visible  light.  The  scintillator  screen 
is  located  outside  the  vacuum  envelope  of  a high  gain 
(about  4 X 10[4])  micro-channel  plate  (MCP)  visible 
light  image  intensifier.  Both  the  input  and  output  face 
plates  of  the  MCP  image  intensifier  are  made  of  fiber 
optics  to  prevent  image  degradation  and  to  enhance  the 
ruggedness  of  construction.  The  visible  light  image 
from  the  screen,  which  is  in  contact  with  the  input  fiber 
optic  face  plate,  is  converted  into  an  electron  image  by 
the  photocathode  on  the  vacuum  side  of  the  input  plate. 
The  electron  image  is  then  focused  on  the  MCP,  elec- 
tron multiplier.  The  electron  image  from  the  MCP 
output  is  then  converted  back  into  an  intensified  visible 
light  image.  This  is  done  by  accelerating  the  electrons 
by  a 5kV  potential  across  a 1 to  2 mm  gap  to  impinge 
upon  an  aluminized  phosphor  screen  on  the  vacuum 
side  of  the  output  face  plate.  The  thin  aluminum  deposi- 
tion on  the  phosphor  screen  prevents  visible  light  feed- 
back to  the  photocathode.  Then  to  the  photocathode. 
The  fiber  optics  output  plate  displays  the  final  intensi- 
fied image  on  the  output  surface  of  the  MCP  tube. 

The  image  can  be  viewed  in  real  time,  through  a 
video  camera  and  monitor,  or  recorded  by  coupling  to 
other  image  systems  such  as  film  or  videotape.  The 
image  intensifier  is  powered  by  the  two  C-size  alkaline 
batteries. 

Discussion 

The  medical  models  are  intended  for  orthopedic  im- 
aging of  fractures,  dislocations  and  other  bone  abnor- 
malities as  well  as  for  localization  of  radiopaque  for- 
eign objects  in  a body.^ 

There  are  two  fields  of  view,  25  mm  or  50  mm 
presently  used.  The  scopes  are  configured  to  the  part 
inspected.  The  isotope  distance  from  the  scintillator 
screen  is  2"  to  8".  The  radiant  flux  impinging  on  the 
screen  is  governed  by  the  inverse  square  law. 

The  isotope  presently  supplied  is  0.7  mm,  1-125. 
Magnification  can  be  accomplished  by  use  of  closed 
circuit  TV  or  by  positioning  the  part  closer  to  the 
isotope.  If  the  object  is  against  the  scintillator  screen 
the  viewer  will  see  a 1 to  1 relationship.  If  the  part  is 
moved  closer  to  the  isotope,  resolution  will  start  to 
diminish.  Limited  resolution  is  about  eight  to  ten  line 
pairs  per  millimeter. 

Hard  copy  can  be  taken  by  attaching  a 35  mm  camera 
to  the  viewing  end  and  a picture  taken  directly  from  the 
screen.  A closed  circuit  camera  and  TV  monitor  can 
also  be  attached  for  easier  viewing  and  electronic  mag- 
nification. 

Computer  enhancement  equipment  can  be  interfaced 
with  the  camera  to  further  improve  the  image. 

The  Iodine- 1 25  isotope  has  a half-life  of  60  days  with 
a useful  life  of  between  6-9  months  depending  upon  the 
application.  If  computer  enhancement  is  used,  the  use- 
ful life  can  be  extended.  The  same  is  true  if  the  35  mm 


camera  is  used  with  time  exposure.  The  film  accumu- 
lates the  information  over  a period  of  time. 

The  lixiscope  has  been  designed  with  radiation  safe- 
ty in  mind.  The  user  does  not  come  in  direct  contact 
with  the  isotope.  There  is  a red  “on”  indicator  on  the 
isotope  holder  to  warn  that  radiation  is  being  emitted. 
The  hand  held  units  have  a dead  man’s  trigger  that  is  the 
“off”  position  until  the  trigger  is  pulled. 

The  device  has  a finely  collimated  radiation  beam 
from  the  isotope  to  the  scintillator  screen.  Medical  units 
have  a ten-second  audible  warning  to  help  the  physician 
keep  track  of  the  total  exposure  to  the  patient. 

Applications 

The  first  market  the  device  was  introduced  into  was 
the  medical  market. 

Some  of  the  uses  are:  rapid  method  of  finding  and 
evaluating  fractures  and  foreign  bodies,^  checking 
lengths  of  screws  and  pins  for  internal  fixation  of  frac- 
tures and  checking  implants.  Other  applications  are 
neonatal,  sports  medicine  and  dental. 

In  sports  medicine  examination  would  be  on  the 
field,  or  in  the  fieldhouse  or  at  the  venue  of  various 
sports  meets,  with  regard  to  ruling  out  and/or  ascertain- 
ing the  presence  of  fractures  and/or  dislocations  of 
athletes,  especially  with  regard  to  the  wrists,  digits, 
elbows,  ankles  and  feet.  Following  diagnosis  of  a dis- 
location, it  would  then  be  utilized  to  ascertain  the 
adequacy  of  reduction  of  the  dislocation  and  the  stabil- 
ity of  reduction  thereafter,  in  order  to  determine  the 
feasibility  and  safety  of  the  athlete’s  returning  to  com- 
petition, further  treatment,  and  timing  and  intensity  of 
follow-up  care. 

Utilization  of  the  scope  facilities  internal  fixation  of 
fractures,  in  the  operating  room  and/or  emergency 
room,  especially  with  regard  to  percutaneous  fixation 
device(s),  revealing  necessity  of  open  reduction,  fur- 
ther reduction,  and/or  additional  internal  fixation  de- 
vices. 

The  scope  is  very  helpful  in  ascertaining  the  timing 
of  removal  of  internal  fixation  devices,  allowing  the 
fracture  to  heal  more  completely,  prior  to  complete 
removal  of  the  devices.  It  is  invaluable  in  the  localiza- 
tion of  the  position  of  the  foreign  bodies,  when  their 
removal  is  imminent,  and/or  to  determine  whether  the 
removal  is  necessary.  It  is  also  quite  valuable  during  the 
examination  of  congenital  dislocations  of  the  hip  in 
infants,  while  placing  traction  and  stress  upon  the  joint 
in  question  to  determine  the  necessity  of  immobiliza- 
tion procedures  and/or  the  type  needed. 

The  lixiscope  can  be  utilized  in  order  to  be  able  to.  in 
the  office,  at  much  less  expense,  and  with  much  belter 
clinical  diagnostic  value,  do  “real  time”  finger,  hand, 
wrist,  and  ankle  arthrograms,  so  that  the  flow  of  the  dye 
can  be  visualized  by  the  examining  physician,  while  it 
is  being  injected,  so  as  to  better  ascertain  the  exact 
nature  of  and  location  of  any  abnormality. 
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In  pediatrics,  the  scope  has  been  used  in  the  neonatal 
intensive  care  unit  for  premature  infants.  Oftentimes 
these  premature  infants  have  respiratory  problems  and 
tubes  must  be  inserted.  Likewise,  there  is  often  need  for 
catheters.  The  scope  could  easily  determine  if  the  tubes 
and  catheters  have  been  properly  placed  and  that  the  tip 
of  the  tubes  were  in  the  desired  position. 

Under  each  of  these  circumstances,  not  only  is  the 
medical  care  done  less  expensively,  but  also  more 
safely,  and  provides  for  the  determination  of  the  most 


efficacious  method  of  treatment  to  be  utilized. 

The  search  for  new  applications  is  limited  only  by  the 
imagination. 
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Introduang 

The  standout. 


^Once~daify  _ _ 

INDERIDELA 


The  world's  leading  beta  blocker 
and  diuretic-fbronce-dally 
convenience  without  compromise 

When  selecting  other  once-daily  agents,  physicians  may  have  to  compromise 
either  their  choice  of  beta  blocker  or  diuretic.  With  INDERIDE®  LA,  physicians 
have  the  agents  most  widely  prescribed  worldwide— INDERAL®  and  hydro- 
chlorothiazide—with  the  convenience  of  once-daily  dosage. 

24-hour  blood  pressure  control  with  the 
broad  benefits  of  INDERAL  (propranolol  HCI) 

The  controlled-release  delivery  system  of  INDERIDE  LA  provides  24-hour  beta 
blockade  and  the  broad  cardiovascular  benefits  of  INDERAL  with  a single  daily 
dose.  Compliance  is  enhanced  because  once-daily  administration  fits  easily  into 
patient^  daily  routines. 

Plus  standard-release  hydrochlorothiazide, 
the  thiazide  of  choice  w comfortable 
momins  diuresis 

Hydrochlorothiazide  is  the  worldls  most  widely  prescribed  antihypertensive 
diuretic.  When  taken  in  the  morning,  1NDERIL)E  LA  provides  comfortable 
morning  diuresis.  Each  dosage  strength  of  INDERIDE  LA  contains: 

—one  of  the  three  most  widely  prescribed  dosage  strengths  of  INDERAL*  LA— 

80  mg,  120  mg,  or  160  mg  and 

—an  established,  effective  daily  dose  of  standard-release  hydrochlorothiazide— 

50  mg 


80/50  120/50  760/50* 


Once-daily 

INDERIDELA 


Convenience  without  compromise 
One  capsule-Once  daily 


♦The  aopearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
BRIEF  SUMMARY  iFOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR  ) 

INOERIDEtf  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  {INDERAL®  LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 


No  455— Each  INOERIDE®  LA  80/50  Capsule  contains 


Propranolol  hydrochloride  (INDERAL*  LA) 

80  mg 

Hydrochlorothiazide 

50  mg 

No  457— Each  INDERIDE*  LA  120/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL®  LA) 

120  mg 

Hydrochlorothiazide 

50  mg 

No  459 — Each  INDERIDE*  LA  160/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL®  LA) 

160  mg 

Hydrochlorothiazide 

50  mg 

INOERIDE  LA  is  indicated  in  the  management  of  hypertension 

This  fixed-combination  drug  is  not  indicated  for  initial  therapy  of  hypertension.  If 
the  fixed  combination  represents  the  dose  titrated  to  the  individual  patient's  needs, 
therapy  with  the  fixed  combination  may  be  more  convenient  than  with  the  separate 
components. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®): 

Propranolol  is  contraindicated  m 1)  cardiogenic  shock,  2)  sinus  bradycardia  and  greater  than 
first  degree  block,  3)  bronchial  asthma.  4)  congestive  heart  failure  (see  WARNINGS)  unless  the 
failure  is  secondary  to  a tachyarrhythmia  treatable  \with  propranolol 

Hydrochlorothiazide: 

Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or  hypersensitivity  to  this  or  other 
sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®): 

CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  supporting  circulatory 
function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in  overt  congestive 
heart  failure  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of 
failure  who  are  well  compensated,  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic 
blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore  at  the  first  sign  or  symptom  of  heart 
failure  the  patient  should  be  digitalized  and/or  treated  with  diuretics  and  the  response 
observed  closely,  or  propranolol  should  be  discontinued  (gradually  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition  when  propranolol  is 
prescribed  for  angina  pectoris  the  patients  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice  If  propranolol  therapy  is  interrupted 
and  exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy 
and  take  other  measures  appropriate  for  the  management  of  unstable  angina  pectoris 
Since  coronary  artery  disease  may  be  unrecognized  it  may  be  prudent  to  follow  the  above 
advice  in  patients  considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are 
given  propranolol  for  other  indications 


thyrotoxicosis  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted  however  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)— PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL,  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodiiation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  m labile  msulm-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
adjust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous 
elevation  of  blood  pressure 
Hydrochlorothiazide: 

Thiazides  should  be  used  with  caution  in  severe  renal  disease  In  patients  with  renal  disease 
thiazides  may  precipitate  azotemia  In  patients  with  impaired  renal  function,  cumulative  effects 
of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipi- 
tate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®): 

general  Propranolol  should  be  used  with  caution  in  patients  with  impaired  hepatic  or  renal 
function  Propranolol  is  not  indicated  for  the  treatment  of  hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as  reser- 
pine,  should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity, 
which  may  result  in  hypotension  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 


80/50  120/50 


carcinogenesis  mutagenesis.  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies,  m both  rats  and  mice  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumongenic  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised 
when  propranolol  is  administered  to  a nursing  mother 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide: 

GtNERAL  Periodic  determination  of  serum  electrolytes  to  detect  possible  electrolyte  im- 
balance should  be  performed  at  appropriate  intervals 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance  namely  Hyponatremia  hypochloremic  alkalosis,  and  hypokalemia 
Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the  patient  is 
vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis  may  also 
influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of  mouth,  thirst 
weakness  lethargy  drowsiness,  restlessness  muscle  pains  or  cramps  muscular  fatigue, 
hypotension,  oliguria  tachycardia  and  gastrointestinal  disturbances  such  as  nausea  and 
vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis  when  severe  cirrhosis  is  present 
or  during  concomitant  use  of  corticosteroids  or  ACTH 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use 
of  potassium  supplements  such  as  foods  with  a high  potassium  content 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Diiutional  hypo- 
natremia may  occur  in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water 
restriction  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatremia  is 
life-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy  of  choice  • 
Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased  decreased  or  unchanged 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration 
It  progressive  renal  impairment  becomes  evident  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid  gland 
with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  pro- 
longed thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such  as  renal 
tithiasis  bone  resorption,  and  peptic  ulceration  have  not  been  seen  Thiazides  should  be 
discontinued  before  carrying  out  tests  for  parathyroid  function 

DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine 
The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is 
not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 

PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  m 
cord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed 
against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  jaundice 
thrombocytopenia  and  possibly  other  adverse  reactions  which  have  occurred  m the  adult 
NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential  the  patient  should  slop  nursing 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 


ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®): 

Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  required  the  withdrawal  of 
therapy 

Cardiovascular  Bradycardia  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension paresthesia  of  hands  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia 
lassitude  weakness,  fatigue  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place  short-term  memory  loss  emotional  lability,  slightly  clouded  sensorium.  and 
decreased  performance  on  neuropsychomelncs 

Gastrointestinal  Nausea  vomiting,  epigastric  distress,  abdominal  cramping  diarrhea 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  Pharyngitis  and  agranulocytosis  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 

Respiratory  Bronchospasm 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (praciolol) 
have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting  cramping,  diarrhea,  constipa- 
tion, jaundice  (intrahepatic  cholestatic  jaundice),  pancreatitis,  sialadenitis 

Central  Nervous  System  Dizziness  vertigo,  paresthesias,  headache  xanthopsia 

Hematologic  Leukopenia,  agranulocytosis,  thrombocytopenia  aplastic  anemia 

Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or 
narcotics) 

Hypersensitivity  Purpura,  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis),  fever,  respiratory  distress  including  pneumonitis,  anaphylactic 
reactions 

Other  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm,  weakness,  restless- 
ness, transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced 
or  therapy  withdrawn 
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Interstitial  Iodine- 125  Seed 
Implantation  in  the  Management 
of  Prostate  Cancer: 
Preliminary  Report  at  UAB 
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Introduction 

The  proper  management  of  localized  cancer 
of  the  prostate  has  been  the  subject  of  consider- 
able controversy.  Suggested  methods  of  treat- 
ment have  included  radical  prostatectomy,  ex- 
ternal radiation  therapy,  and  interstitial  radia- 
tion therapy. 

Interstitial  implantation  has  been  supported 
because  of  less  morbidity  in  terms  of  urinary 
and  sexual  dysfunction  with  good  local  control 
of  the  tumor.  The  interstitial  Iodine-125  seed 
implantation  with  bilateral  pelvic  lym- 
phadenectomy  bas  been  used  in  selected  pa- 
tients at  the  University  of  Alabama  at  Birming- 
ham (UAB)  since  1980.  We  herein  present  a 
preliminary  report  of  this  combined  modality. 


•Associate  Professor,  Department  of  Radiation  Oncology 
^Professor  and  Director.  Division  of  Urology.  University  of  Alabama  at  Birming- 
ham. 619  South  I9lh  Street.  Birmingham,  Alabama  35233  (205)9.34-2760  Presented 
at  the  Second  Annual  Fall  Invitational  Scientific  Symposium.  The  Medical  Association 
of  the  State  of  Alabama.  September  28.  1985 


Materials  and  Methods 

Since  September  1980,  42  patients  ranging  from  47 
to  73  years  old,  with  a mean  age  of  64  years,  were 
treated  with  a pelvic  lymph  node  dissection  and  intersti- 
tial Iodine-125  seed  implantation.  All  cases  were  clas- 
sified according  to  the  American  Urologic  Staging 
System. ' Patient  eligibility  for  Iodine- 1 25  prostatic  im- 
plant included:  (a)  good  physical  condition  with  a life 
expectancy  of  at  least  five  years;  (b)  histologic  con- 
firmation of  prostatic  cancer;  (c)  tumor  limited  to  the 
prostate  (stage  A2,  Bj  and  B2);  and  (d)  no  evidence  of 
distant  metastases  by  clinical , or  biochemical  testing  or 
bone  scan. 

The  implant  technique  involved  low  midline  abdom- 
inal incision  to  perform  pelvic  node  dissection  and  to 
expose  the  prostate  gland.  An  O’Connor  rectal  sheet 
was  used  so  that  transrectal  palpation  of  the  prostate 
could  be  done  in  a sterile  manner.  Hollow  stainless- 
steel,  17-gauge  needles,  15  cm  long  were  inserted 
throughout  the  entire  prostate  and  into  the  palpable 
tumor  in  a more  or  less  anterior-posterior  direction, 
parallel  to  one  another,  and  approximately  1 .0  cm 
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apart,  avoiding  penetration  of  the  urethra.  An  index 
finger  in  the  rectum  monitored  the  insertion  of  the 
needles  and  permitted  the  needle  tip  to  be  felt  prior  to 
perforation  of  the  rectal  wall.  The  details  of  the  implant 
technique  were  described  in  a previous  publication.^ 
This  retropubic  implant  technique  was  adopted  from 
that  of  the  Memorial  Sloan-Kettering  Cancer  Center^’ 
with  two  modifications:  (a)  average  prostatic  diameter 
+ 0.5  cm  for  a total  Iodine- 125  seed  activity;  and  (b) 
no  prostatic  implantation  pelvic  node  dissections  were 
done  when  grossly  enlarged  metastatic  lymph  nodes 
were  found  in  the  pelvis. 

No  pelvic  external  irradiation  was  added  although 
microscope  metastatic  disease  were  found  in  the  pelvic 
lymph  node.  Follow-up  was  performed  on  all  patients 
until  the  present  time.  Response  of  the  primary  tumor 
was  based  on  serial  digital  examinations.  Acid  phos- 
phatase was  done  periodically  during  follow-up.  Bone 
scans  and  bone  radiographs  were  done  if  a patient 
developed  bone  pain  or  an  abnormal  acid  phosphatase. 

Results 

The  clinical  stage  and  length  of  follow-up  are  shown 
in  Table  I.  Of  the  42  patients  treated,  35  patients  (83%) 
were  clinical  stage  B2  and  six  patients  (14%)  were 


clinical  stage  Bp  Twenty  of  the  41  patients  (49%)  had 
well  differentiated  (WD)  prostatic  cancer,  19  (46%) 
had  moderately  differentiated  (MD)  prostatic  cancer, 
and  two  (5%)  had  poorly  differentiated  (PD)  prostatic 
cancer.  The  well-differentiated  cancer  formed  almost 
two-thirds  (67%)  of  B|,  but  only  half  (46%)  of  B2 
prostatic  cancer.  Comparisons  between  patients  with 
B]  and  B2  cancer  of  the  prostate  are  shown  in  Table  II. 

Pelvic  Node  metastases 

The  collective  incidence  of  nodal  metastases  was  19 
percent,  and  ranged  from  0 percent  in  patients  with 
stage  B|  to  23  percent  in  those  with  stage  B2  (30% 
includes  three  patients  excluded  from  this  study  due  to 
gross  enlarged  metastatic  lymph  nodes).  Patients  with 
positive  pelvic  lymph  nodes  found  to  have  25  percent 
distant  failure,  and  the  patients  with  negative  lymph 
nodes  found  to  have  no  distant  failure  in  our  short 
follow-up. 

Local  Response 

Thirty  patients  who  have  been  followed  for  at  least 
18  months  are  evaluable  for  local  response  by  serial 
rectal  examination.  Of  these  30  patients,  11  (36%)  at 
six  months,  21  (70%)  at  12  months,  and  23  (77%)  at  18 
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TABLE  I 

Length  of  Follow-Up  in  42  Patients  With  Cancer  of  Prostate 


Length  of 


A2 

B, 

B2 

Total 

Follow-up 

1980 

0 

0 

1 

1 

5 

1981 

1 

2 

5 

8 

4 

1982 

0 

1 

12 

13 

3 

1983 

0 

3 

10 

13 

2 

1984 

0 

0 

7 

7 

1 

Total 

1 

6 

35 

42 

months  showed  no  clinical  evidence  of  nodules  in  the 
prostate.  No  clinical  evidence  of  progression  of  tumor 
has  been  observed  at  the  present  time. 

Radiation  Dosimetry 

Implant  dosimetry  was  computed  using  an  absorbed 
dose  constant  of  1.32  rad-cm^/hour-mci,  drawing  iso- 
dose lines  from  coronal  and  sagittal  planes  passing 
through  the  center  of  the  implant  volume.  The  minimal 
peripheral  dose  was  defined  as  a line  which  includes  all 
implant  seeds  in  the  prostate.  Minimal  peripheral  doses 
ranged  between  15,000  to  20,000  rads  in  32  cases  and 
10,000  to  15,000  rads  in  ten  cases  over  one  year. 
Maximum  bladder  and  rectal  dose  was  less  than  6,000 
rads  in  most  cases. 


TABLE  II 

Comparisons  Between  Bi  and  B2  Cancer  of  the  Prostate 


B, 

B2 

15%  (6141) 

85%  (35 14 1) 

Total 

Differentiation 


Well 

67%  (4/6) 

46%(16/35) 

49%  (20/41) 

Moderate 

33%  (2/6) 

48  %( 17/35) 

46%(19/41) 

Poor 

0%(0/6) 

6%  (2/35) 

5%  (2/41) 

Positive  Nodes 

0%(0/6) 

23%  (8/35) 

19%(8/41) 

Local  Failure 

0%(0/6) 

0%(0/35) 

0%(0/41) 

Distant  Failure 

0%(0/6) 

6%  (2/35)* 

5%  (2/41)* 

Distant  Failure  W ith 

Negative  Nodes 

0%(0/6) 

0%(0/27) 

0%(0/33) 

Distant  Failure  With 

Positive  Nodes 

0%(0/0) 

25%  (2/8)* 

25%  (2/8)* 

"‘Excluded  one  patient  who  developed  lung  cancer  resulting  in 
death. 


Surgical  complications 

Table  111  lists  the  surgical  complications  which 
occurred  in  13  patients.  In  one  case,  lymphocele  re- 
solved spontaneously.  In  one  patient,  a hematoma  de- 
veloped subsequently  to  a pelvic  abscess.  One  patient 
experienced  nonfatal  pulmonary  emboli.  Scrotal  ede- 
ma and  lymphedema  of  lower  extremities  were  mild 


TABLE  III 

Intraoperative  and  Postoperative  Complications  for  Pelvic 
Lymphadenectomy  and  1-125  Implants 


No.  Patients 


Pelvic: 

Lymphocele  1 

Hematoma  1 

Cardiovascular: 

Pulmonary  emboli  1 

Respiratory  failure  1 

Urinary: 

Transient  scrotal  edema  4 

Lymph  edema,  leg  (mild)  2 

Excessive  Intraoperative  Bleeding  3 

(2000  cc) 


and  resolved  spontaneously.  The  average  intraopera- 
tive blood  loss  ranged  from  500  to  1,000  cc.  Three 
patients  had  blood  loss  as  great  as  2,000  cc. 

Early  complications 

Early  complications  occurring  during  the  first  six 
months  were  due  primarily  to  surgical  manipulation 
and  irradiation  effects  (Table  IV).  Transient  urinary 
obstructive  or  irritable  symptoms  were  common  (50%) 
within  one  month,  but  subsided  gradually  within  six  to 
nine  months. 

TABLE  IV 


Acute  Complications 


No.  Patients ITotal  Patients 

Urinary,  mild 

22/42 

(obstructive  or 

irritative  nature) 

Rectal,  mild 

1/42 

Late  Complications 

Late  complications  occurring  more  than  six  months 
following  implantation  were  due  primarily  to  irradia- 
tion effects  and  are  shown  in  Table  V.  Intermittent 
hematuria  from  necrotic  urethral  tissue  occurred  in  one 
case.  Stricture  was  corrected  by  urethral  dilatation  in 
one  case.  Pelvic  abscess  from  an  infected  hematoma 
was  treated  by  open  surgical  drainage  in  one  case. 
Impotence  was  a side  effect  in  two  patients.  Urge  or 
stress  incontinence  and  rectal  ulceration  were  not 
observed. 

Discussion 

Interstitial  implantation  for  the  management  of  pros- 
tate cancer  was  initialed  by  Pasteau  and  Degrais*'  in 
1909  with  the  use  of  intraurelhral  radium.  BarringeP’  in 
1917  employed  interstitial  implantation  of  radium  nee- 
dles. The  modern  era  in  the  u.sc  of  interstitial  irradiation 
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MIST— Medical  Information  Ser\'ice 
via  Telephone. 

It  allows  any  practitioner  in 
Alabama  to  consult  quickly  with 
specialists  at  the  University  of  Alabama  Medical 
Center  at  UAB.  So  it  helps  physicians  help  their 
patients  more  effectively  and  quickly  — without 
increasing  the  cost!  MIST  operates  all  day,  every  day. 

By  simply  dialing  a single  toll-free  number 


a physician  has  immediate  access  to  the  latest  ' 
research,  clinical  findings  and  protocols.  It’s  a I 
sophisticated  communications  link  between  physi- 
cians and  professionals  in  all  areas  of  health  care.  I 
MIST  relies  on  the  internationally  recognized 
research  and  patient  care  centers  at  the  University 
of  Alabama  Medical  Center  at  UAB.  Specialists  in  i 
all  fields  are  available  to  provide  specific  medical  ’ 
information  and  to  discuss  patient-related 


Ige  is  sitting  on  your  desk. 

problems  whenever  they  anse. 

MIST  isn’t  a new  service. 

Physicians  and  other  health  care  professionals 
have  relied  on  it  as  a fast  source  of  medical  infor- 
mation and  advice  lor  over  17  years. 

' MIST  is  a valuable  link  lor  rapid  access  to  medi- 
cal information.  So  the  next  time  you  need  help 
with  patient  problems,  referrals  or  emergency 
information,  consult  us. 


Consult  With  A Specialist,  Call 

1 800  292-6508 


MIST: 


IN  .\1  AB AMA 

1 800  452-9860 

OriMDI  Al  ABAMA 
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TABLE  V 
Late  Complications 


No.  Patients 


Urinary: 

Persistent  void  symptoms  1 

Hematuria  1 

Structure  1 

Rectal  Discomfort  1 

Pelvic  Abscess  1 

Impotence  2 


for  patients  with  prostatic  cancer  began  with  the  work 
of  Flock  et  aP  in  1952,  with  colloidal  Gold- 198  and  has 
continued  with  the  use  of  a combination  of  Gold- 198 
grains  and  external  irradiation  by  Carlton  et  al*^  in  1972 
and  with  the  introduction  of  pelvic  lymph  node  dissec- 
tion and  Iodine- 125  implantation  in  1972^  at  the  Memo- 
rial Sloan-Kettering  Cancer  Center.  More  recently,  re- 
movable after  loading  transperineal  Iridium- 192  im- 
plantation with  external  pelvic  radiation  therapy  was 
reported  in  1977'*^  at  Memorial  Hospital,  Long  Beach. 

Artificial  radionuclides,  such  as  Au-198  and  Ir-192 
have  certain  practical  advantages  when  compared  with 
Ra-226  and  Rn-222;  they  include  greater  availability. 


PROFESSIONAL  MEDICAL 
COMPUTER  SYSTEMS  FROM  SALCRIS 

PI^MED 

CUSTOM  ENGINEERED 
HARDWARE 

USER-DESIGNED 

SOFTWARE 

ELECTRONIC-DIRECT 
INSURANCE  CLAIMS 

CONTINUING  MAINTENANCE 
AND  SUPPORT 

SINGLE/MULTI-STATION 

SYSTEMS 

FREE 

SOFTWARE  UPDATES 

SALCRIS  CORPORATION 
#1  Office  Park  Circle  Suite  200 
Birmingham,  Alabama  35223 
205  871-4200 


lower  cost,  and  easier  protection.  A major  advance, 
however,  has  been  the  development  of  low  energy 
1-125  seeds  as  a substitute  for  higher  energy  radionu- 
clides. The  postulated  advantage  of  1-125  are  low  dose 
rate,  continuous  irradiation,  and  a possible  higher  rela- 
tive biologic  effectiveness." 

Disadvantage  of  1-125  seed  implantation  is  in- 
homogenicity  of  radiation  dose  which  varies  depending 
on  implant  technique.  Poor  exposure  of  prostate  gland 
or  inadequate  prostatic  tissue  due  to  transurethral  resec- 
tion is  undesirable  because  of  potential  significant  dis- 
ruption in  the  geometry  of  the  implant.  Once  implanta- 
tion has  been  performed,  it  is  impossible  to  remove  the 
source  or  add  external  irradiation  without  risk  of  signi- 
ficant complications.  In  this  situation,  transperineal 
afterloading  interstitial  implantation  can  be  used  for 
better  homogenicity  of  radiation  dose. 

Local  failure  has  not  been  detected  in  our  series  by 
rectal  examination.  The  low  incidence  of  local  failure 
may  be  due  to  early  stage  of  disease,  slowly  growing 
tumor,  and  inadequate  follow-up.  Further  follow-up  is 
necessary  to  ensure  final  result.  Local  recurrence  alone 
was  reported  in  1 1%  in  a five  year  follow-up.  Biopsies 
to  confirm  local  recurrence  were  carried  out  only  in  the 
face  of  digital  rectal  evidence  of  persisting  or  progres- 
sive tumor. 

The  most  important  prognostic  factors  were  stage  of 
tumor  and  status  of  pelvic  lymph  nodes.  The  incidence 
of  pelvic  node  metastasis  in  stage  B2  was  30%  and 
distant  metastasis  with  positive  pelvic  lymph  nodes  was 
25%  at  average  2 years  follow-up.  In  the  experience  of 
Memorial  Hospital , ' ^ however,  the  incidence  of  distant 
metastasis  at  5 years  in  patients  with  positive  nodes  was 
71%  and  in  those  with  negative  nodes  was  38%.  Ad- 
juvant external  irradiation  to  the  pelvis  or  paraaortic 
lymph  nodes  provided  no  basis  for  optimism  regarding 
its  usefulness  in  improving  cure  rate  or  prolonging  the 
disease  free  interval  in  patients  with  positive  nodes. 

Complications  of  pelvic  lymph  node  dissection  and 
1-125  seed  implantation  seem  comparable  to  those  of 
similar  pelvic  procedure  involving  pelvic  lym- 
phadenectomy.  Transient  obstructive  or  irritative  uri- 
nary symptoms  were  common  but  usually  subsided 
within  6 to  9 months.  Rectal  complications  were  re- 
markably rare  and  minor.  Impotence  was  also  a rare 
occasion  in  this  series. 

Survival  rates  are  reported  in  a review  of  606  patients 
treated  at  the  Memorial  Sloan-Kettering  Cancer 
Center.  This  analysis  provided  follow-up  intervals  of 
from  2 years  to  more  than  10  years  but  only  239  patients 
were  eligible  for  5 or  more  years  of  follow-up.  The 
survival  rates  were  good  for  small  tumors  but  became 
progressively  worse  for  more  advanced  tumors.  The 
five  year  survival  rates  were  96%  for  T1  tumors,  76% 
for  T2  tumors,  69%  for  T3  tumors,  and  13%  for  T4 
tumors.  Therefore,  we  tend  to  use  interstitial  radiation 
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therapy  to  treat  only  those  patients  with  tumors  felt  to 
be  confined  to  the  prostate. 

The  results  of  interstitial  radiation  therapy  with 
Iodine- 125  need  10  to  15  years  of  follow-up  to  have  a 
better  idea  about  a comparison  with  radical  pros- 
tatectomy. Nevertheless,  urinary  incontinence  and  im- 
potence occur  much  less  frequently  following  intersti- 
tial radiation  even  compared  to  the  nerve  sparing  pros- 
tatectomy for  preservation  of  potency  as  described  by 
Walsh.''*’  Therefore,  the  authors  presently  prefer 
this  method  of  treatment  in  highly  selected  patients 
with  localized  prostate  cancer  because  the  patients  are 
more  likely  to  have  a better  quality  of  life  (potent  and 
continent),  and  are  likely  to  have  an  equal  survival  rate. 
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Abstract 

Tests  were  conducted  in  1983  on  102  children 
attending  a summer  camp  for  young  diabetics 
to  further  elucidate  usefulness  of  the  Smelo 
response.  This  is  elicited  by  shining  an  intense, 
narrow  beam  of  light  on  the  closed  eyelid  of  a 
sleeping  subject.  In  an  individual  with  an  intact 
Central  Nervous  System  (CNS)  supported  by  a 
physiological  level  of  glucose  substrate  there 
will  be  a visible  contraction  of  the  orbicularis 
oculi  (eye  squint).  The  comatose  individual  will 
not  respond  in  this  way.  Our  study  was  to 
assess  graduations  in  the  neuroglycopenic  state 
in  correlation  to  response  testing.  Routine  plas- 
ma glucose  determinations  were  conducted  on 
each  child.  Our  study  failed  to  prove  any  cor- 
relation between  the  response  and  plasma  glu- 
cose concentration.  VVe  point  out  that  there 


were  no  clinically  unresponsive  individuals  in 
our  group,  which  type  the  Smelo  test  was  origi- 
nally designed  to  identify.  We  suggest  that  our 
results,  while  indicating  limitations  in  use  of 
the  Smelo  response,  do  not  invalidate  that  test. 
It  may  offer  data  useful  in  further  research. 


Night  rounds  were  instituted  at  Camp  Seale  Harris 
for  Diabetic  Children  (Mobile,  Alabama)  in  1947 
to  identify  the  individual  who  is  not  neurologically 
intact  or  with  a plasma  glucose  that  fails  to  afford 
adequate  glucose  substrate  for  the  total  function  of  the 
central  nervous  system  (CNS).  A sleeping  camper  in  a 
clinically  significant  hypoglycemic  reaction  would  not 
awaken  spontaneously  from  the  counter-regulator  re- 
sponse. They  would  remain  hypoglycemic,  possibly 
deteriorate  further  and  do  permanent  damage  to  the 
CNS  or  suffer  a convulsive  seizure,  or  both. 
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To  identify  such  individuals  so  as  to  immediately 
administer  supplementary  glucose,  the  Smelo  Re- 
sponse was  utilized.  The  Smelo  Response  is  elicited  by 
an  intense,  narrow  beam  of  light  (“Penlight”  flash- 
light) on  the  closed  eyelid."  The  beam  is  moved  so  that 
the  light  penetrates  the  pupil,  no  matter  in  what  position 
the  eyeball  has  shifted  during  sleep.  With  an  intact  CNS 
that  is  supported  by  a physiologic  level  of  glucose 
substrate  there  will  be  a visible  contraction  of  the  orbic- 
ularis oculi  (eye  squint).  The  neuroglycemic  (com- 
atose) individual  will  not  respond  in  such  a manner.  It  is 
questionable  if  a moderately  diminished  plasma  glu- 
cose level  (neuroglycemic  integrity)  will  alter  the 
squint  response  (Smelo  Response)  since  the  glucose 
substrate  is  adequate  for  the  support  of  a CNS  response 
to  a bright  light  beam.  The  sensitivity  and  accuracy  of 
the  Smelo  Response  depends  on  the  use  to  which  it  is 
put. 

At  the  time  that  the  Smelo  Response  was  found  to  be 
an  effective  tool  at  Camp  Seale  Harris,  the  campers 
were  walking  a much  “tighter  tight  rope.”  The  cam- 
pers’ insulin  adjustments  were  based  on  the  Leitz  Col- 
orimeter and  urine  glucose.  Qualitative  urine  glucose 
ac,  pc,  h.s.  and  quantitative  24  hours  glucose  as  well  as 
random  plasma  glucose  measurements  were  the  chem- 
ical determinants  on  which  adjustments  were  made.  A 
realistic  glucose  profile  for  insulin  adjustments  was 
subject  to  substantial  variation.'  Many  campers  had 
hypoglycemia  induced,  to  a degree  that  resulted  in  loss 
of  consciousness.  Night  rounds  were  then,  as  now,  an 
effort  to  avoid  hypoglycemia  and  complications  by 
affording  appropriate  preventive  counter-measures. 

Methods  and  Materials 

Data  Collection: 

During  1983,  102  diabetic  children  at  summer  camp 
were  screened  in  nightime  checks  for  neurologic  signs 
of  hypoglycmia.  Using  a modification  of  the  Smelo 
test,^  a bright  pinpoint  light  source  (penlight)  is  shone 
on  the  closed  eyelid  of  the  subject,  assessing  neurolog- 
ical intactness  without  waking  the  subject.  The  re- 
sponses obtained  were  graded  and  classified  according 
to  the  criteria  outlined  in  Table  I.  Immediately  follow- 
ing a check,  each  subject  was  awakened  briefly  for 
routine  plasma  glucose  determinations;  capillary  blood 
was  obtained  from  fingertips  using  Autoclix®  systems 
and  plasma  glucose  was  measured  by  the  BG  glucose 
strips  (both  by  Bio-DynamiCo,  A.  Bochringer,  Mann- 
heim Division,  Indianapolis,  Indiana),  a widely 
accepted  standard  for  rapid  and  simple  determination  of 
plasma  glucose.  These  procedures  conformed  with  the 
Standards  for  Use  of  Human  Subjects  developed  by  the 
Human  Use  Committee  at  this  institution. 

Data  Analysis: 

Subjects  were  classified  into  four  groups  according 
to  response  to  stimuli  (Table  I),  and  the  corresponding 


Table  I 

Criteria  Used  in  Grading  ModiHed  Smelo  Response 


Group 

Response 

N 

I. 

Responds  to  stationary  light  shone  on  closed 
eyelid  from  foot  of  bed  by  contracting 
orbicularis  oculi  muscle  (squint). 

49 

II. 

Fails  I;  responds  to  moving  light  shone  on 
closed  eyelid  from  a distance  of  12";  Response 
same  as  I. 

32 

III. 

Does  not  respond  to  light  shone  on  closed  eyelid; 
responds  to  spoken  name  by  awakening. 

15 

IV. 

Fails  III:  responds  to  touch  by  awakening. 

6 

V. 

No  response  to  visual,  tactile  or  auditory 
stimulation.  [Not  included  in  analysis,  since 

0 

N = 0.] 

102 

plasma  glucose  values  obtained  were  compared  among 
and  between  the  groups.  The  data,  displayed  in  Figure 
1 , were  analyzed  for  skewness  and  clustering.  Regres- 
sion analyses  and  paired  t-tests  were  performed  (com- 
paring the  plasma  glucose  values  in  one  group  with 
every  other  group.  (SPSS,  2nd  edition  Version  H, 
Release  9.1,  Mc(Sraw-Hill,  Inc.)"' 

Results 

The  results  of  the  Smelo  test  assessment  and  plasma 
glucose  measurements  are  displayed  in  Figure  1 . Re- 
gression analysis  yielded  an  R-value  of  0.15,  with  a 
corresponding  P-value  of  0.07  (NS).  Although  there  is 
a visual  suggestion  of  skewness  in  the  data,  this  is 
balanced;  elevated  glucose  values  in  one  group  were 
balanced  by  a clustering  of  low  values  within  the  group. 
The  distribution  of  plasma  glucose  values  was  remark- 
ably similar  from  group  to  group,  despite  varying 
neurological  status.  The  groups  had  similar  proportions 
of  euglycemia  (32  ±22%),  hypoglycemia  (11  ±7%) 
and  hyperglycemia  (48  ±14%)  individuals.  The 
apparently  similar  composition  of  the  four  groups  with 
regard  to  glucose  status  is  confirmed  by  the  statistically 
insignificant  regression  values,  and  by  the  results  of  the 
paired  t-tests,  which  failed  to  demonstrate  statistical 
significance  with  p>0.05  for  all  analyses. 

It  can  be  concluded  from  the  above  data  that  the 
results  of  this  study  fail  to  prove  any  correlation  be- 
tween degree  of  responsiveness  to  the  Smelo  test  and 
plasma  glucose  concentration.  It  should  be  noted, 
however,  that  there  were  no  clinically  unresponsive 
individuals  in  this  study,  despite  apparent  low  plasma 
glucose  determinations  noted  in  some  individuals.  If 
there  had  been,  such  individuals  could  be  expected  to 
have  either  severe  hypoglycemia  or  other  serious  meta- 
bolic derangemention.  The  Smelo  test  was  originally 
designed  to  screen  for  such  individuals,  not  to  assess 
gradations  in  glycemia  state,  as  was  attempted  in  this 
study. 
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Figure  I . Plasma  glucose  as  a function  of  graded  Smelo  Re- 
sponse. Euglycemic  range  indicated  by  stippling;  means  indicated 
by  horizontal  bars;  ± one  standard  deviation  indicated  by  brack- 
ets. (Group  I O,  Group  II  □,  Group  III  A,  and  Group  IV  0 ) 


Discussion 

In  1985,  we  still  do  not  have  a glucose  sensor  that 
does  not  require  penetration  of  the  skin  to  obtain  blood 
and  determine  the  plasma  glucose  level.  We  must  de- 
pend on  accessible  blood  to  actually  monitor  plasma 
glucose. 

Seven  or  more  times  during  a day  we  may  obtain  a 
plasma  glucose  level,  on  which  appropriate  insulin 
and/or  food  adjustments  can  be  made.  Subjective  or 
objective  concern  for  transient  hypoglycemia  during 
waking  hours  may  be  easily  and  accurately  measured 
with  a capillary  plasma  glucose  determination  utilizing 
available  home  monitoring  facilities. 

The  definition  of  hypoglycemia  may  arbitrarily  be 
translated  into  numbers  such  as  plasma  glucose  level 
below  50  mg%.  The  accuracy  of  most  of  the  utilized 
plasma  glucose  determiners  does  not  afford  reproduc- 
tible for  plasma  glucose  readings  below  70mg%.  The 
speed  with  which  the  plasma  glucose  falls,  as  well  as 
the  sensitivity  of  each  individual  to  the  required  glucose 
substrate  in  the  CNS,  is  a factor  affecting  conscious- 
ness of  the  individual  with  hypoglycemia.  Glycopenia 
might  be  a term  to  denote  a blood  sugar  that  is  low,  but 
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not  in  the  range  of  hypoglycemia.  Minimal  subjective 
symptoms  of  glycopenia  might  be  recognized  by  some 
individuals. 

Are  we  concerned  with  an  individual  whose  blood 
sugar  is  moderately  low  (glycopenia),  that  is,  at  a level 
which  though  at  or  near  50  mg%,  has  afforded  no 
symptoms  of  significant  cortical  depletion  of  the 
needed  glucose  substrate?  Is  such  an  individual  in  any 
way  harmed  by  a “low”  plasma  glucose?  Will  that 
individual,  in  a given  period  of  time,  have  untoward 
symptoms  (neuroglycopenia)  due  to  persistent  action  of 
exogenous  insulin  or  sulfonyluria?  Plasma  glucose  may 
slowly  rise  as  the  action  of  the  waning  pharmacody- 
namic hypoglycemia  agent  that  is  “on  board”  and  the 
existing  counter-regulatory  mechanism  is  acting 
appropriately.  We  do  not  “look”  at  each  camper,  or 
the  child  at  home,  with  concern  for  a hypoglycemia 
condition  that  may  subsequently  develop  one  or  two 


hours  later.  We  must  be  satisfied  that  despite  a relative- 
ly low  sugar  (glycopenia)  at  a particular  time  and  place, 
the  individual  is  not  neurologically  impaired  (neurogly- 
copenia). 

For  the  individual  with  diabetes  whose  neurological 
response  fails  to  evoke  an  effective  counter-regulatory 
mechanism  from  hypoglycemia,  there  may  be  “se- 
vere” and  a deep  and  prolonged  or  protracted  episode 
of  hypoglycemia.  This  must  be  avoided  by  detection  of 
hypoglycemic  reactions  during  sleep  or  when  awake 
and  before  CNS  damage  ensues. 
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Meet  the  Press 

Editor,  Alabama  Medicine: 

Here  below  is  an  interview  that  I hope  we  never  see, 
but  I hope  it  will  provide  food  for  thought: 

Reporter:  “Dr.  Smart,  I understand  that  you  recently 
held  your  annual  meeting  in  Mobile.” 

Dr.  Smart:  “Yes,  we  did.  Quite  an  excellent  meet- 
ing, I must  say.” 

Reporter:  “As  I understand  it,  medicine  is  quite  a 
changing  field  and  these  meetings  are  very  important 
for  up-dating  your  knowledge.” 

Doctor:  “Yes,  that’s  quite  true.  The  field  of  medi- 
cine doubles  its  knowledge  at  least  every  5 years,  so  we 
just  endeavor  to  keep  abreast  for  our  patients’  sake.” 

Reporter:  “The  topics  for  this  year’s  meeting  looked 
interesting.” 

Doctor:  “Oh,  yes,  they  were  very  interesting.  There 
are  so  many  changes  in  medicine  these  days  that  we  felt 
we  needed  to  have  input  from  around  the  nation  on  what 
the  changes  may  be.” 

Reporter:  “Well,  is  this  helpful  to  your  patients?” 

Doctor:  “Well,  in  the  long  run  it  will  be  because  we 
are  dedicated  to  preserving  the  way  medicine  has  been 
practiced  in  the  years  past,  which  has  given  us  the  best 
medical  care  system  in  the  world.” 

Reporter:  “Was  there  great  interest  in  these  meet- 
ings?” 

Doctor:  “Well,  yes,  the  meetings  were  attended  by 
enthusiastic  doctors.” 

Reporter:  “I  noticed  that  only  150  members  attended 
the  meeting  and  isn’t  your  membership  4,000?” 

Doctor:  ‘ ‘Well,  yes,  the  numbers  were  a little  bit  less 
than  we  expected.” 

Reporter:  “Going  back  to  something  we  talked  about 
earlier  — in  this  time  of  expanding  knowledge,  you 
must  have  spent  a lot  of  time  last  year  on  continuing 
medical  education,  since  this  is  a golden  opportunity 
for  you  and  your  colleagues  to  expand  your  medical 
knowledge.” 

Doctor:  “Well,  no,  we  had  a business-type  meeting 
last  year  also.” 

Reporter:  “Oh,  I see.” 

Doctor:  “Yes,  well  as  is  stated  on  our  state  constitu- 
tion under  objectives  we  are  to  combine  the  influence  of 
the  members  of  the  medical  profession  of  the  state  for 
the  purpose  of  protecting  their  legitimate  rights  and  of 
promoting  the  health  of  the  people.” 

Reporter:  “That’s  interesting,  but  let  me  understand 
this  now.  You  have  a ‘scientific’  session  in  which  last 
year  and  this  year  you  had  speakers  about  organization- 
al systems  in  Medicine  and  socioeconomic  problems.” 

Doctor:  “Yes.” 


Reporter:  “One  could  say  that  those  are  rather  self- 
serving,  monetarily-motivated  meetings.” 

Doctor:  “No,  that’s  not  the  issue  at  all,  we  are  trying 
to  preserve  quality  medical  care.” 

Reporter:  “Oh,  I see.  I noticed  also  that  last  year  the 
requirement  for  continuing  medical  education  was 
voted  out.  Was  that  because  of  a preference  for  this  type 
of  meeting.” 

Doctor:  “No,  no,  there’s  been  no  proof  that  required 
continuing  medical  education  produces  any  better 
physician,  and  therefore  it  was  working  hardships  on 
our  membership  because  of  expense  and  time  out  of 
their  office,  and  taking  away  from  the  care  of  their 
patients.” 

Reporter:  “Doctor,  help  me  understand.  You  say 
that  medical  education  expands,  double,  every  five 
years  and  that  you  are  concerned  with  providing  the 
best  health  care  to  the  people  of  the  state,  and  yet 
physicians  will  not  go  to  scientific  meetings  because  of 
expense,  and  still  seems  to  have  no  answers  to  the 
socioeconomic  problems  . . . and  yet,  you  expect 
physicians  to  come  to  a “scientific’  ’ meeting  that  could 
be  viewed  as  self-serving  and  monetarily  motivated 
. . . am  I wrong  in  that?” 

Doctor:  “Oh,  certainly.  You  don’t  understand  the 
BIG  PICTURE.  You  see,  if  we  don’t  have  a good 
understanding  of  the  changes  that  are  occurring  in 
medicine  then  we  will  be  swept  along  with  them  and  not 
have  a voice  in  preserving  the  medical  practice  as  we 
now  know  it.” 

Reporter:  “Well,  doctor,  after  having  been  to  two 
years’  sessions  in  which  you  had  socioeconomic  talks, 
do  you  have  a better  understanding  about  where  medi- 
cine is  going,  and  what  your  decision  should  be?” 

Doctor:  “No,  not  yet.  Things  are  still  changing  too 
rapidly  and  it  is  just  hard  to  know  the  right  thing  to  do  at 
this  time.” 

Reporter:  “Well,  thank  you,  doctor,  for  this  inter- 
view. I know  I’m  out  of  time  because  the  marketing 
experts  in  your  waiting  room  told  me  they  have  an 
appointment  at  this  time.” 

MICHAEL  L.  MCBREARTY,  M.D. 

Fairhope,  AL 


A ‘Dreadfully  Poor  Record’ 

Editor,  Alabama  Medicine: 

Statistics  are  available  which  sadly  state  the  situa- 
tions in  Alabama  which  rank  the  state  among  the  worst 
in  the  nation  as  to  infant  death  rate. 

In  February  1985,  the  University  of  Alabama  School 
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of  Public  Health  distributed  to  all  state  political  leaders 
statistics  on  their  own  county’s  maternal  and  perinatal 
status.  These  figures  reflect  the  problems  of  mothers 
and  children  at  risk  — young  teenage  mothers,  low 
birth  weight  infants.  The  young  mothers  are  often  un- 
educated, poor,  and  lack  prenatal  care. 

Alabama  has  one  of  the  highest  percentages  of  teen 
births  in  the  nation  — 19%  of  all  live  births  in  the  state. 
Teenagers  are  more  likely  to  have  low  birth  weight 
babies.  Low  birth  weight  is  associated  with  infant  mor- 
tality and  handicapping  conditions. 

In  many  cases  these  mothers  face  health,  economic, 
and  social  risks  due  to  an  unplanned  pregnancy,  not  to 
mention  the  responsibilities  which  may  follow  the  birth 
of  an  unhealthy  newborn. 

These  sad  situations  occur  in  all  levels  of  our  society. 
We,  of  course,  all  pay  for  babies  who  die  unnecessarily 
or  have  handicapping  conditions. 

In  fiscal  year  ’83,  Alabama  paid  approximately 
$37,600  per  institutionalized  retarded  citizen.  It  is  esti- 
mated that  27,230  developmental  disabled  children  in 
Alabama  need  one  or  more  services  for  chronic  mental 
and/or  physical  impairments.  Eleven  percent  of  the 
school  age  population  is  identified  as  mentally  hand- 
icapped or  disadvantaged  (83,339  Alabama  children). 

Many  of  the  high-risk  mothers  need  special  care 
which  often  they  cannot  afford  because  they  are  poor, 
unemployed,  or  uninsured.  Babies  from  these  families 
need  our  help.  We  can  pay  now  for  inexpensive  preven- 
tive care,  or  we  can  pay  much  more  later  for  damaged 
and  dying  babies. 

Alabama  has  a dreadfully  poor  record  in  terms  of 
supporting  programs  for  mothers  and  children.  Our 
maternal  and  child  health  budgets  are  primarily  federal- 
ly funded.  Sadly,  whatever  inroads  have  been  made  are 
now  further  threatened  by  the  malpractice  crisis.  Let’s 
hold  Alabama  accountable  for  the  health  care  of  its 
mothers  and  children.  After  all,  are  the  dwindling  num- 
bers of  physicians  participating  in  obstetrics  to  be  held 
responsible  for  the  outcome  of  all  pregnancies  in  Ala- 
bama? 

Does  Alabama  support  maternal  and  child  health 
matters?  Can  a physician  be  expected  to  sit  for  hours 
with  patients  who  are  not  his  own  and  be  away  from  his 
practice  and  his  family  with  no  reimbursement?  Quite 
to  the  contrary,  he  is  required  to  pay  a premium  in  order 
to  deliver  this  no-pay  patient.  Not  only  is  the  physician 
not  paid,  and  indeed  rarely  thanked,  but  he  is  stres.sed 
greatly  by  the  increased  liability  which  comes  from 
these  high-risk  patients. 

Facts  for  Alabamians,  I9H3,  compiled  by  the  School 
of  Public  Health  at  UAB,  and  by  State  Vital  Statistics, 
revealed  that  Alabama  ranked  seventh  in  infant  deaths 
I in  the  U.S.  There  were  59,057  babies  born  in  Alabama 
I in  1983;  774  of  these  babies  died  before  one  year  of 
I age,  and  4,679  babies  were  underweight  at  birth.  Low 
I hirth  weight  babies  are  at  a greater  risk  for  handicap- 


ping conditions  such  as  cerebral  palsy,  mental  retarda- 
tion, blindness,  deafness,  and  death. 

Teen  pregnancies  are  associated  with  increased  rates 
of  infant  death  and  disability,  interrupted  schooling, 
unemployment,  and  potential  for  child  abuse  and  ne- 
glect. In  1983  teenagers  delivered  11,262  babies. 

In  Alabama  in  1983,  20,023  babies  were  bom  to 
women  who  had  not  completed  a high  school  educa- 
tion. About  12%  of  pregnant  women  in  Alabama  did 
not  receive  adequate  prenatal  care.  The  rate  of  infant 
death  is  five  times  greater  in  babies  bom  to  mothers 
who  have  not  had  at  least  four  prenatal  checkups.  There 
were  890  births  to  mothers  who  did  not  receive  any 
prenatal  care  in  1983. 

All  of  this  information  is  monitored  by  the  Alabama 
Advisory  Council  on  Maternal  and  Child  Health  and 
the  State  Department  of  Health.  Statistics  are  useful  in 
informing  the  physician,  the  public,  and  the  legislature 
of  important  information. 

Physicians  have  been  there  to  provide  care  — this 
care  is  now  further  jeopardized  by  the  increased  risk  a 
physician  takes  by  caring  for  this  high-risk  population 
of  patients.  An  obstetrician  is  physically  limited  to  the 
services  which  he/she  may  provide  to  the  community. 

A termination  of  one’s  practice  by  a malpractice  suit 
coming  from  one  of  these  high-risk  patients  does  not  in 
any  way  benefit  the  larger  population  of  patients  who 
depend  on  that  physician’s  services.  Who  can  blame 
the  physician  from  withdrawing  from  indigent  care?  If 
this  happens,  the  cost  to  the  state  could  be  tremendous 
in  terms  of  cost  of  services  to  handicapped  and  retarded 
children. 

While  addressing  the  alarming  situation  perceived 
by  the  physicians  who  are  intimidated  by  the  malprac- 
tice crisis,  we  must  continue  to  lend  our  support  to 
whatever  programs  might  improve  the  quality  of  birth 
in  Alabama.  As  mentioned  before: 

We  can  pay  now  for  inexpensive  preventive  care  OR 
we  can  pay  much  later  for  damaged  and  dying  babies. 

We  can  place  controls  on  what  is  perceived  to  be  the 
big  lottery  for  court  settlements  emotionally  favoring 
the  family  with  a bad  outcome  and  honestly  appreciate 
that  a perfect  outcome  is  not  guaranteed,  or  we  can 
continue  on  the  destructive  path  which  we  now  trod  — 
a path  of  ever  increasing  numbers  of  no  pay,  poor 
prenatal  care,  teenage  indigent  patients  which  so  stress- 
fully  tax  our  unsupported  obstetrician  that  before  long 
who  will  there  be  to  deliver  our  babies? 

The  public  must  be  aware  of  the  crisis  which  exists 
— both  in  indigent  care  and  the  threatening  occupation 
of  delivering  babies.  The  cost  of  this  care  and  the 
dollars  required  to  cover  the  liability  incurred  by  partic- 
ipation in  this  care  must  be  shared.  We  must  also  work 
toward  decreasing  high-risk  factors  by  improving 
health  education.  We  must  all  be  involved. 

THOMAS  M.  CHASE,  M.D. 

Opelika,  AL 
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Out  Patient 
Diagnostic  Radiology  Center 


Alabama's  Most  Modern  Facilities  Available 

CAT.  Scan 

Head  and  total  body  scan 

Ultrasonography 

Studies  during  pregnancy,  gallbladder,  etc. 

Mammography 

Low  level  radiation  cancer  survey 

General  Diagnostic  Radiology 

Certified  black  lung  survey,  G.I.  studies,  I.V.R,  tomography,  etc. 

Diagnostic  testing  and  report  within  24  hours 


Norwood  Clinic 

1 625  25th  Street  North 
Birmingham,  Alabama 

Appointments  call  (205)252-0261 

250-6837 
WATSUne  1-800-272-6481 


ALABAMA 

MEDICINE 

CLASSIFIED 

Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


CLINICAL  DIRECTORS  AND  ASSOCIATE  CLINICAL 
DIRECTORS  — Experience  the  personal  and  financial  satisfaction 
that  comes  from  doing  professionally  rewarding  work.  Mental 
Health  Management  is  one  of  the  nation’s  leading  health  care  firms 
that  plans,  develops,  and  manages  hospital  mental  health  programs. 
Our  programs  have  been  nationally  recognized  for  their  excellence 
and  proven  success. 

We  are  seeking  dedicated  Adult  and  Child  Psychiatrists  to  assume 
Clinical  Director  and  Associate  Clinical  Director  positions  for  pro- 
grams at  the  Druid  City  Hospital  in  Tuscaloosa,  in  Crenshaw 
County,  and  various  other  locations  in  Alabama. 

These  challenging  positions  offer  income  potential  exceeding 
$100,000  as  well  as  the  opportunity  to  further  your  professional 
career.  For  immediate  consideration,  send  cirriculum  vitae  in  com- 
plete confidence  to;  Personnel  Recruiter,  Dept.  ALM,  Mental 
Health  Management,  Inc.,  1500  Planning  Research  Drive,  Suite 
250,  McLean,  VA  22102.  Or  call  (800)  368-3589.  An  equal  oppor- 
tunity employer. 


GEORGIA/ALABAMA:  Emergency  physician  positions  available 
now  throughout  Georgia  and  Alabama.  Competitive  compensation 
with  malpractice  insurance  provided.  Flexible  schedules  and  excel- 
lent growth  potential  with  Coastal  — a leader  in  Emergency  ser- 
vices. Directorship  also  available.  Send  CV  or  call  B.  Reedy, 
Coastal  Emergency  Services,  Inc.,  1900  Century  Place,  Ste.  350, 
Atlanta,  GA  30345;  (404)  325-1645,  (800)  241-7471. 


WE  BUY/SELL/LEASE  AND  SERVICE  new  and  reconditioned 
Holter-Stress-Echo-EKG  and  other  Medical  Electronic  Instru- 
ments. Contact;  Ed  Bentolila,  New  Life  Systems,  Inc.,  P.O.  Box 
8767,  Coral  Springs,  FL  33065,  305-972-4600. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Birming- 
ham. Faculty  appointment  with  Family  Practice  Center  at  Universi- 
ty of  Alabama  if  qualified.  Join  established  practice  or  work  indi- 
vidually. Salary  of  $5(),(KX)  to  S65,(KK)  guaranteed  until  practice  is 
self-sufficient.  Generous  fringe  benefits  include  life,  disability, 
health,  retirement,  and  malpractice  insurance,  two  weeks  con- 
tinuing education,  and  three  weeks  annual  leave.  All  equipment, 
including  X-ray  and  lab,  furniture,  and  supplies  provided.  Manage- 
ment services  including  personnel,  payroll,  tax  reports,  and  billing 
provided.  If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation,  P.O. 
Box  1486,  Tuscaloosa,  Alabama  35403,  or  telephone  Frank 
Cochran,  collect  at  758-7545  for  more  information. 


FAMILY  PRACTITIONER  NEEDED 

Thirty-six  year  old,  board-certified,  solo  family  practitioner  wishes 
to  bring  in  assosicate  of  similar  background  and  philosophy.  Salary 
plus  bonus  incentive  (based  on  percentage)  first  two  years.  Full 
partnership  and  ownership  options  available  beginning  year  three. 
Office  space  and  equipment  immediately  available.  Malpractice 
insurance,  health  insurance,  moving  expense,  vacation,  education- 
al leave  and  expense,  membership  dues  provided.  Very  busy  office 
practice  and  large  patient  volume  immediately  available.  Interested 
parties  please  contact;  Rick  Gober,  M.D.,  P.A.,  109  2nd  Avenue, 
S.E.,  Cullman,  Alabama  35055.  Phone;  (205)739-4131. 


FOR  SALE  — MEDICAL  OFFICE  CONDOMINIUM  in  Mont- 
gomery. Block  from  Baptist  Hospital.  Ideal  arrangement  for  2-3 
doctors.  Excellent  financing  available.  For  details,  Charles  Nicrosi 
Real  Estate,  P.O.  Box  11633,  Montgomery,  AL,  36111  or 
(205)264-0320. 


WANT  TO  RELOCATE?  If  so,  we  offer  the  simplest  way  to  do  it. 
Send  your  CV.  We  will  condense  it  and  will  routinely  circulate  the 
condensed  version  to  over  3,000  hospitals,  clinics,  group  practices, 
and  labs  in  12  states  (AL,  AR,  FL,  GA,  KY,  LA,  MS,  NC,  OK,  SC, 
TN,  TX).  All  at  no  cost  to  you  now  or  ever.  We  need  all  specialties. 
Trent  Associates,  2421  Shades  Crest  Road,  Birmingham,  AL 
35216. 


Physicians  Signature  Loans  to  $50,000.  Up  to  7 years  to  repay  with 
no  prepayment  penalties.  Use  for  taxes,  consolidation,  investment 
or  any  other  purpose.  Prompt,  courteous  service.  Competitive  fixed 
rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians  Service 
Association,  Atlanta,  GA.  TOLL-FREE  (800)  241-6905.  Serving 
the  Medical  Community  for  over  10  years. 


SEMINARS  — Most  major  ski  areas.  Club  Med,  Disney  World  and 
other  resorts.  Topic;  MEDICAL/LEGAL  and  FINANCIAL  MAN- 
AGEMENT. Accredited.  CURRENT  CONCEPT  SEMINARS, 
INC.  (since  1980),  3301  Johnson  St.,  Hollywood  , FL  33021  (800) 
428-6069.  Fee  $175. 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work  by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


AUXILIARY 


Mrs.  Art  A.  Stamler 
A-MASA  President 


Happy  New  Year, 
Resolution  Makers  of 
Alabama 


So  you  thought  new  year  resolutions  were  safely  out 
of  the  way!  How  about  just  one  more  to  add  to 
your  list?  Consider  for  a moment  how  it  might  be 
possible  to  further  medical  research,  assist  a student  in 
furthering  his/her  education,  honoring  a colleague  — 
and  claiming  it  as  a tax-deductible  contribution. 

How  is  all  this  possible,  you  ask?  I’ll  tell  you.  It’s 
called  AMA-ERF  — the  American  Medical  Associa- 
tion Education  Research  Fund,  and  through  it,  physi- 
cians and  others  have  a useful  channel  for  contributing 
to  many  worthwhile  medical  projects. 

In  1984,  Alabama  raised  $43,000  for  this  purpose; 
the  auxiliary  achieved  $38,000  of  this,  while  $5,000 
was  contributed  directly  by  physicians.  In  the  country 
at  large,  the  auxiliary  raised  1.4  million  dollars,  with 
another  half-million  being  contributed  by  American 
physicians.  That’s  a lot  of  money,  and  it  benefitted 
many  worthwhile  medical  projects;  other  promising 
programs  went  unfunded,  so,  resolution-makers  of 
Alabama,  it’s  time  to  consider  one  more  addition  to 
your  list. 


There  are  three  AMAERF  funds  which  receive  these 
monies.  First  is  the  Medical  School  Excellence  Fund, 
to  be  used  by  the  medical  school  of  your  choice  in  an 
unrestricted  manner  to  plug  holes  at  the  dean’s  option. 
The  Medical  Student  Assistance  Fund  is  urgently 
needed  to  reinforce  existing  student-aid  programs;  as 
Federal  assistance  programs  are  reduced,  it  becomes 
increasingly  difficult  for  students  to  single-handedly 
finance  an  education.  A third  program  is  the  Unre- 
stricted Fund,  used  at  the  discretion  of  the  AMA  Board 
of  Directors,  to  respond  to  special  opportunities  in 
support  of  experimental  programs  of  patient  care, 
biomedical  research,  and  similar  worthy  projects.  The 
impaired  physician  programs  are  also  assisted  from  this 
fund,  as  is  basic  research  conducted  by  young  medical 
school  faculty.  In  Alabama,  the  MIST  program  is  also  a 
beneficiary. 

So  now  that  you  know  where  the  money  goes,  how 
are  these  funds  raised?  Nationwide,  the  largest  single 
money-raiser  is  the  Sharing  Christmas  Card  in  which 
doctors  in  an  area  join  in  sending  a single  community- 


January  1986  / 45 


wide  greeting  card  to  one  another;  all  physician  fami- 
lies make  a contribution  toward  the  card,  and  the  excess 
proceeds,  which  are  considerable,  go  toward  the 
AMAERF.  Many  auxiliaries  raise  funds  through  vari- 
ous projects;  Birmingham  raffles  a car;  the  State  Board 
raffles  an  afghan  spread  annually,  and  sponsors  a silent 
auction  at  each  Annual  Meeting  to  bid  on  donated 
items;  Russell  County  Auxiliary  sells  white  elephants, 
and  Montgomery- Autauga  sells  Christmas  wrapping. 
Nearly  every  auxiliary  sells  Christmas  cards. 

Memorials  are  another  fund-raiser;  donations  can  be 
made  through  the  local  auxiliary  to  honor  the  memory 
of  a friend,  patient  or  colleague.  A “thank  you  for 
services  rendered”  by  a colleague  can  similarly  be 
channeled  through  the  local  auxiliary  and  can  be  made 
to  the  medical  school  of  that  colleague’s  choice.  The 
Morgan-Lawrence  Auxiliary  members  have  “edu- 
cated” their  spouses  to  effectively  use  such  memorials 
in  lieu  of  flowers. 


State  chairman  for  the  AMAERF  is  Mrs.  Samuel 
Miller,  3136  Jamestown  Drive,  Montgomery,  36111; 
co-chairman  is  Mrs.  Timothy  Barrowman,  2446 
Vaughn  Lane,  Montgomery  36111.  For  details  or  any 
information,  get  in  touch  with  either  of  these  ladies. 

The  auxiliary  is  committed  to  furthering  the  goals  of 
the  AMAERF.  Make  that  resolution  now  that  you’ll  be 
part  of  that  fund-raising  in  1986.  The  U.S.  goal  is  2 
million  dollars;  percentage- wise,  this  means  that  Ala- 
bama’s part  is  $5 1 ,000,  and  our  Auxiliary  will  be  out  to 
accept  the  challenge.  It’s  a very  reachable  goal;  resolve 
now  to  help  us  meet  it. 

Lee  Stamler 
AMASA  president 
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and  there  is  drinkings 
drinking  may  be  the  problem 
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EXCERPTS  FROM  A SYMPOSIUM 
“THE  TREATMENT  OF  SLEEP  DISORDERS"® 


. highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A A 


Psychiatrist 

California 


appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  ff 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  ot  Dolmone  (flurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  ot  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 
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and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
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be  undertaken  with  appropriate  patient  evaluation 
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pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
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benzodiazepine  use  during  the  first  trimester  Warn  patients 
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Warnings:  Caution  patients  about  possible  combined  effects 
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mended thot  the  dosage  be  limited  to  15  mg  to  reduce  risk  ot 
oversedotion,  dizziness,  contusion  and/or  otoxio  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres 
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cies,  or  in  those  with  impaired  renal  or  hepolic  function 
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Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning.^  ® And  satisfied  by  the  exceptionally 
wide  margin  of  safety^  ® As  always,  caution  patients  about 
driving  or  drinking  alcohol. 
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Malpractice: 

Dcn’t  Ce  A Tareet... 


Your  office  staff  may  be  working  against 
you  in  avoiding  a malpractice  lawsuit. 

Patients  often  get  an  impression  of  you  as 
a physician  by  the  way  they  are  treated  in 
your  office  — even  before  they  see  you.  Yet 
office  staff  generally  get  little  guidance  in 
this  important  area. 

To  help  the  members  of  your  office  staff, 
Mutual  Assurance  offers  a comprehensive 
loss  prevention  program  for  them. 

Using  audio  tapes  and  detailed  workbooks, 
the  program  delivers  custom  instruction  to 
your  receptionist,  your  office  manager,  your 


billing  clerk  and  your  nurses.  And  unlike  cost- 
ly seminars,  the  program  can  be  reused  time; 
and  time  again  for  refresher  courses  and  fon 
new  employees. 

The  program  includes  written  examinations 
for  each  member  of  your  staff.  The  examina- 
tion is  graded  by  an  educational  testing  ser- 
vice and  returned  for  your  review  and 
follow-up. 

The  cost  — $85.  To  order  your  set  of  five 
tapes  and  workbooks,  call  1-800-272-64011 
(Toll  Free)  or  933-7280  in  Birmingham. 


m 


.Mutual 

Assurance 


It's  Your  Company.  Use  It! 
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77/E  PHYSICIAN’S  mANTAGE 


FUTURE  transforms  the  IBM  PC  AT  into  a nine-user 
system  to  manage  your  practice. 


Now  FUTURE  Information 
Systems  offers  the  ATvantage 
that  lets  you  practice  medicine 
instead  of  accounting:  Computone’s 
powerful  combination  of  Medical 
Office  Management  System  soft- 
ware and  AT  expansion  hardware. 

The  total  system  that  provides 
everything  you  need  to  automate 
your  office  from  one  of  the 
country’s  fastest-growing 
computer  dealers. 

You  can  build  a single  IBM  PC  AT 
into  a nine-user  multi-tasking 
system  with  the  AT  ATvantage 
board,  using  any  IBM  PC,  PCjr  or 
inexpensive  stand-alone  terminals 
you  may  already  own. 

You  can  reduce  paperwork  with  easy-to- 
use  Medical  Office  Management  System 
software,  designed  to  let  your  staff  enter  or 
access  information  and  simultaneously 
perform  up  to  five  related  functions.  Many 
accounting  and  management  control  opera- 
tions are  automatically  updated  with  patient 
entry  and  posting. 

And  you  can  do  it  all  with  FUTURE 
beside  you  every  step  of  the  way,  providing 
in-house  or  on-site  training,  complete 
hardware  and  software  maintenance  and 
continuous  support. 

Get  the  Physician’s  ATvantage  working  for 
you.  Contact  FUTURE  Information 
Systems  today. 


Features  of  the  Physician’s  ATvantage: 

□ Instant  access  to  patient  balance,  insurance 
submission  and  insurance  payment  information 

□ Open-item  patient  accounting 

□ Patient  statements  and  “Super-bill” 

□ Third-party  insurance  processing 

□ Patient/guarantor  relationships 

□ Insurance  rebilling  or  write-off 

□ Cash  flow  control 

□ Patient  history 

□ Problem  accounts 

□ Accounts  receivable  reductions  of  20-50% 

□ Patient  referrals 

□ Appointment  scheduling 

□ Automatic  audit  trails 

□ Single  doctor  office,  or  several 

□ Multi-office  practices 


FUTURE 
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INFORMATION  SYSTEMS 

A Computone  company 


Muscle  Shoals:  2010  Woodward  Ave  • (205)  381-2440 
Huntsville:  3156  University  Dr  NW  • (205)  539-3444 
Montgomery:  3613  Eastern  Blvd  • (205)  272-1007 
Birmingham:  106  Oxmoor  Rd..  Suite  152  • (205)  942-8614 
Mobile:  3943  Airport  Blvd  • (205)  344-2972 
Other  computer  showrooms  in  a growing  number  of  U S cities 


IBM  PC.  IBM  PCjr  and  IBM  PC  AT  are  trademarks  of  International  Business  Machines  Corp  ATvantage  is  a trademark  of  Computone  Systems  Inc 


Information  for  Authors 
Concerning  Manuscripts 


Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  8‘/2xl  1 inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brief), 
the  author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given:  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  Sty lebookl Editorial  Manual,  published  by  the 
AMA,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
When  conflicts  occur  between  usage,  etc. , by  an  author 
and  the  stylebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Final  authority  on  grammar  is  Webster’s  New  Inter- 
national, Unabridged,  Second  Edition. 

Length  of  Articles:  Articles  should  not  exceed 
3,000  words  (approximately  3-4  printed  pages).  Under 
exceptional  circumstances  only  will  articles  of  more 
than  4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top,  and  the  author’s  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  For  photo- 
graphs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  w ill  be 
furnished  upon  request  by  MASA  Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
cine, The  Medical  Association  of  the  State  of  Alabama. 
P.  O.  Box  1900-C,  Montgomery.  Alabama  36197. 
Telephone  (205)  263-6441,  or  (toll-free  in  Alabama) 
1-800-392-5668. 


AFFORDABLE  TERM  LIFE  INSURANCE  — 
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Compare  these  low  non-smoker  annual  rates  for  non-decreasing  graded 
premium  life: 
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For  a written  quotation  and  policy  description  send  your  date  of  birth  and  amount 
of  coverage  desired  to: 
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2970  Cottage  Hill  Road  • Suite  201  • Mobile,  Al  36606  • (205)  476-1737 
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The  Second  Inquisition? 


One  of  the  arguments  advanced  by  MASA  in  support 
of  the  tort  reform  package  is  that  the  malpractice  lit- 
igation epidemic  has  a crushing  effect  on  innovation 
in  technique  and  technology. 

Trial  lawyers  pooh-pooh  this,  of  course,  as  they  do 
every  other  contention.  They  even  go  so  far  as  to  say 
that  malpractice  suits  are  good  for  medicine  — which, 
if  nothing  else,  proves  they  made  the  right  choice  when 
they  elected  to  become  lawyers  instead  of  doctors. 

The  evidence  is  mounting  that  fear  of  liability  suits 
is  having  a devastating  effect  on  new  research  and 
development  right  back  to  the  doors  of  the  lab.  No 
stronger  evidence  can  be  adduced  than  an  account  of 
just  that  in  the  Jan.  3 issue  of  what  is  regarded  as  the 
country’s  most  prestigious  publication  in  the  interdis- 
ciplinary sciences  — Science  magazine,  published  by 
the  exemplary  American  Association  for  the  Advance- 
ment of  Science. 

Formed  in  1848,  AAAS  is  the  nation’s  oldest  and 
most  respected  umbrella  organization  for  advancement 
in  all  branches  of  research. 

Although  some  physicians  subscribe  to  Science,  it 
is  primarily  intended  for  scientists  in  the  laboratories 
of  the  world.  It  publishes  highly  technical  accounts  of 
cutting-edge  work  in  physics,  chemistry,  biology,  ge- 


ology, anthropology,  etc.  Although  it  rarely  concerns 
itself  with  the  quotidian  affairs  of  clinical  medicine, 
it  does  not  hesitate  when  it  sees  a threat  to  the  ad- 
vancement of  science,  AAAS’s  holy  mission  for  138 
years. 

The  purely  scientific  articles  in  Science  are  mostly 
inscrutable  to  me,  but  the  news  articles  and  features 
are  always  provocative  and  timely.  Such  is  the  case 
with  the  article,  “Blindness  of  Prematurity  Ex- 
plained,’’ in  the  Research  News  section  for  Jan.  3 
(Volume  231,  No.  4733,  page  20). 

The  article  explains  how,  during  the  mid-1950s, 
pediatricians  and  ophthalmologists  thought  they  had 
finally  solved  the  problem  of  retinopathy  of  prema- 
turity (ROP),  a disorder  resulting  in  an  epidemic  of 
blindness  among  premature  infants. 

“A  clinical  trial,’’  Science  recounts,  “had  dem- 
onstrated that  the  culprit  was  oxygen.  Clinicians  were 
convinced  that  if  they  just  cut  back  on  the  oxygen  they 
give  these  babies,  the  eye  damage  would  virtually  dis- 
appear.’’ 

But  retinopathy  of  prematurity,  ROP,  is  back  with 
a vengeance.  Science  reports:  “Neonatologists  say  that 
there  seems  to  be  an  even  higher  incidence  of  the 
disorder  now  than  before  the  clinical  trial  nearly  30 
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years  ago.  And  no  one  knows  quite  what  to  do  about 
it.” 

A meeting  was  held  at  the  National  Institutes  of 
Health,  sponsored  by  the  Children’s  Eye  Care  Foun- 
dation, late  in  November.  At  the  meeting  medical  re- 
searchers discussed  various  hypotheses  for  the  causes 
and  possible  treatments  of  ROP  blindness. 

“But  what  was  perhaps  most  surprising,”  Science 
related,  “was  the  extent  to  which  research  on  the  dis- 
order has  been  hobbled  by  physicians’  fear  of  litiga- 
tion.” 

In  the  rarefied  atmosphere  inhabited  by  Science,  that 
news  may  have  come  as  a bolt  out  of  the  blue,  but 
hardly  to  the  foot-slogging  infantry  down  in  the  trenches 
of  medicine,  where  doctors  live  with  the  awesome 
threat  night  and  day. 

Science  discovered  that  distraught  parents  of  blind 
children  are  bringing  lawsuits  against  neonatologists, 
hospitals  and  others.  “And  they  are  winning,”  Science 
exclaimed  in  total  surprise; 

“.  . .As  many  as  half  of  all  ROP  lawsuits  are  won 
by  the  plaintiffs,  according  to  [Dr.]  John  Flynn  of  the 
University  of  Miami  School  of  Medicine,  who  did  an 
informal  survey.  The  judgment  usually  is  that  the  ba- 
bies were  given  too  much  oxygen.” 

Science  quoted  an  attorney  with  the  Boston  firm  of 
Goodwin,  Proctor  and  Hoar  as  saying  this  high  success 
rate  “is  probably  due  to  the  uncertainty  in  the  profes- 
sion [on  how  to  prevent  ROP]  coupled  with  the  dra- 
matic impact  of  a blind  baby.  The  public  expectation 
is  for  compensation.” 

This  is  particularly  unfair.  Science  quotes  a physi- 
cian at  the  University  of  Wisconsin  as  saying,  because 
the  medical  consensus  today  is  that  the  current  cases 
of  ROP  are  not  caused  by  too  much  oxygen.  Dr.  Gor- 
don Avery  of  Children’s  Hospital  National  Medical 
Center  in  Washington  added  that  there  are  well  doc- 
umented cases  of  ROP  in  children  who  were  never 
given  oxygen. 

Science  seemed  flabbergasted  to  discover  that  “some 
physicians  say  they  are  reluctant  to  even  publish  data 
on  the  incidence  of  ROP  in  their  hospitals.  One  phy- 
sician at  the  University  of  Vermont  confessed,  ‘Every- 
one is  a little  ashamed  of  having  incidence  figures  at 
all.’” 

In  fact.  Science  found,  the  fear  was  so  general  that 
there  are  no  population- wide  figures  to  establish,  in 
the  words  of  one  researcher,  “the  epidemic  we  all 
think  we  are  seeing.” 

Perhaps  not  since  the  Middle  Ages  has  clinical  re- 
search been  so  fearful  of  the  consequences  of  looking 
truth  in  the  face.  And  those  who  dare  have  paid  the 
price.  Research  physicians  at  Children’s  Hospital  in 
Washington  published  a paper  last  August  in  The  New 
England  Journal  of  Medicine,  describing  a sequen- 
tially controlled  study  that  seemed  to  indicate  shielding 
babies  at  risk  from  lights  MIGHT  reduce  the  incidence 


of  ROP.  Although  the  study  was  far  from  compre- 
hensive, and  many  experts  are  far  from  convinced  of 
the  light  theory,  within  weeks  of  the  publication,  a 
Wisconsin  physician  in  the  research  field  had  “three 
patients  and  a lawyer’  ’ in  his  office  demanding  whether 
lights  caused  ROP.  They  must  have  seen  the  chance 
for  easy  millions. 

There  are  many  other  hypotheses  and  proposed  treat- 
ment modalities,  including  cryotherapy,  but  no  one, 
as  I understand  the  article,  really  knows.  As  important 
as  solving  the  mystery  is,  it  is  obviously  being  impeded 
by  a medical  science  virtually  silenced  by  fear  of  crush- 
ing lawsuits. 

Here  then  is  a classic  example  of  science  paralyzed 
by  the  dread  of  persecution.  Not  to  put  too  fine  a point 
on  it,  is  this  so  greatly  different  from  Galileo’s  being 
silenced  by  the  Inquisition  in  1633?  Galileo’s  crime 
— his  affirmation  of  the  Copemican  view  of  the  solar 
system,  wherein  the  sun  and  not  the  earth  is  the  center 
of  things  — flew  in  the  face  of  theological  dogma.  He 
was  brought  to  the  point  of  abjuring  all  his  writings 
and  experiments,  surviving  only  because  of  enforced 
silence  and  exile. 

Ask  any  physician  who  has  been  sued  if  the  In- 
quisition that  the  malpractice  crisis  has  become  is  not 
the  modem  equivalent  of  being  threatened  with  torture 
and  the  stake. 

Isn’t  the  silence  noted  by  Science  comparable  to 
that?  Is  the  threat  of  public  humiliation  and  disgrace 
here  in  1986,  in  the  midst  of  Inquisition  II,  so  greatly 
different  from  that  of  Galileo  350  years  ago? 

How  many  babies  may  be  doomed  to  a life  of  dark- 
ness because  of  delays  in  research  response  to  the  new 
epidemic  of  ROP?  That  is  a probable  consequence  I’d 
rather  not  think  about. 
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No  Granny-B  ashing  — Yet 


Those  who  look  for  trouble  in  the  future,  both  the 
short-term  and  the  long-term,  see  ahead  a generational 
war  in  the  United  States  that  could  get  ugly  indeed. 
Some  of  the  problems  this  could  portend  for  medicine 
should  be  obvious  as  I outline  the  nature  of  the  coming 
struggle  over  the  nation’s  finite  resources. 

We  all  know  that  the  U.S.  is  getting  older  in  terms 
of  voting  power  shifts  to  the  gray  panther  set.  Politi- 
cians are  sensitive  to  this,  obviously;  at  the  same  time, 
they  are  aware  that  there  are  countervailing  forces  that 
may  weaken  the  present  taboo  against  what  is  indel- 
icately called  “granny-bashing.” 

That  Washington  cloakroom  term  means  taking  up 
the  case  of  the  rising  generations  against  the  populous 
elderly  segment  and  accusing  these  golden  agers  of 
being  greedy  in  their  consumption  of  too  much  of  the 
nation’s  assets  in  Medicare,  Social  Security  and  other 
social  programs. 

Here  are  some  of  the  elements  of  the  coming  clashes 
between  the  old  and  the  young  as  seen  by  Washington 
insiders: 

• America’s  elderly  are  now  better  off  financially 
than  the  population  as  a whole,  a sharp  turnabout  from 
the  situation  just  a few  years  ago. 

• America’s  children,  who  will  soon  be  voting 
themselves,  are  by  a wide  margin  the  nation’s  most 
impoverished  age  group. 

• Young  adults  now  have  a harder  time  making  ends 


meet  and  face  a far  stiffer  tax  burden  than  their  parents 
did  when  they  were  the  same  age. 

These  are  unpleasant  truths  for  those  of  us  who, 
chronologically  at  least,  are  placed  in  this  relatively 
privileged  class.  Not  many  people  of  my  generation 
are  likely  to  say  that  the  kids  have  it  tougher  than  they 
did.  But,  leaving  aside  the  anomaly  of  a Depression, 
now  receding  into  ancient  history,  this  may  in  fact  be 
the  case. 

In  the  new  America  of  1986,  writes  Washington 
journalist  Paul  Taylor,  “the  old  are  being  enriched  at 
the  expense  of  the  young;  the  present  is  being  financed 
with  tax  money  expropriated  from  the  future.  . . . One 
of  the  legacies  children  appear  to  be  inheriting  from 
their  parents  is  a diminished  standard  of  living.” 

These  are  harsh  words,  but  Mr.  Taylor  is  saying 
only  what  many  of  us  have  ourselves  said  in  somewhat 
more  diplomatic  terms  — America  is  mortgaging  its 
future  by  hand-to-mouth  spending  that  goes  far  beyond 
what  revenues  produce.  Mr.  Taylor  chooses  to  bring 
this  right  down  to  the  growing  resentment  of  the  young. 

Democratic  Senator  Daniel  Patrick  Moynihan, 
whatever  else  may  be  said  of  his  politics,  has  never 
been  one  to  avoid  unpleasant  truths.  It  was  he,  for 
instance,  who  said  quite  a few  years  ago  that  what  the 
civil  rights  issue  needed  after  much  remedial  legisla- 
tion was  a period  of  “benign  neglect.”  Of  the  gen- 
erational imbalance  the  Senator  is  similarly  candid: 
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“We  may  be  the  first  society  in  history  of  which  it 
can  be  said  that  the  children  are  worse  off  than  their 
parents.” 

Very  few  of  his  colleagues  in  the  Senate  or  House 
are  that  bold  — yet.  They  are,  however,  aware  of  the 
imbalance  in  equity  that  is  growing  by  the  day.  They 
talk  about  it  in  hushed  tones  but  few  are  yet  willing 
to  go  public  with  such  an  observation  as  Moynihan’s 
lest  they  too  be  accused  of  granny-bashing. 

The  Senator  does  not  include,  of  course,  societies 
that  have  been  at  war  or  devastated  by  famine.  He 
addresses  his  observation  to  a society  that,  of  its  own 
free  will,  and  in  the  normal  course  of  business,  perhaps 
without  even  realizing  what  it  is  doing,  has  simply 
suspended  the  article  of  faith,  as  Mr.  Taylor  puts  it, 
that  each  generation  should  do  better  than  the  one 
before . 

It  is  a deeply  ingrained  belief  in  all  of  us,  I think, 
a belief  inculcated  in  us  by  our  parents,  that  we  should 
leave  to  our  children  a somewhat  better  chance  to  shape 
their  destinies  than  we  had.  I know  that  the  generation 
that  came  to  the  age  of  consciousness  during  the  Great 
Depression,  and  suffered  its  deprivation  and  despair, 
has  often  been  accused  of  being  overly  generous  to  its 
own  progeny,  spoiling  them  with  lives  of  ease  and 
permissiveness. 

Now,  of  a sudden,  we  find  ourselves  as  members 
of  a generation  that  has  permitted  government  — or 
has  demanded  of  government  — a squandering  of  na- 
tional resources  without  any  pay-as-you-go  commit- 
ment, to  such  an  extent  that  the  national  debt  has 
doubled  in  the  last  five  years  and  generations  yet  un- 
born are  already  deeply  in  hock. 

Many  young  couples  today,  for  example,  have  come 
to  doubt  that  they  will  ever  be  able  to  buy  a home 
remotely  comparable  to  the  one  they  grew  up  in.  The 
median-price  house  of  today  takes  a three-times  bigger 
slice  out  of  the  check  of  the  median  wage-earner  than 
it  did  just  a generation  ago. 

In  the  60s,  during  the  campus  dislocations  and  the 
assorted  mindless  behavior  of  what  appeared  to  be  a 
generation  of  spoiled  brats,  it  was  easy  to  deplore 
youth’s  aversity  to  hard  work  in  the  American  way. 
The  situation  is  quite  different  today:  we  have  millions 
of  young  people  out  there  willing  to  work,  trying  hard, 
but  unable  to  afford  that  precious  first  house,  and  with 
no  real  confidence  this  will  change  in  the  coming  years. 

The  runaway  inflation  of  recent  years,  now  in  check 
and  largely  forgotten  by  many  of  us,  is  still  exacting 
its  price  from  young  adults,  whose  real  income  actually 
diminished  during  these  years,  as  prices  of  things  like 
homes  and  cars  went  into  orbit,  remaining  there.  Mr. 
Taylor  writes: 

“Where  these  trends  have  created  generational  los- 
ers, federal  government  policies  have  exacerbated  them; 
where  they  have  created  needs,  the  federal  government 


has  retreated.  Meanwhile,  through  Social  Security 
alone,  the  federal  government  this  year  will  transfer 
an  unprecedented  $200  billion  in  wealth  from  young 
to  old.” 

When  you  think  about  it  that  way,  as  Mr.  Taylor 
does,  it  is  a truly  disturbing  situation: 

“By  any  accounting.  Social  Security  has  been  the 
signal  triumph  of  federal  domestic  policy  in  this  cen- 
tury. It  has  built  a floor  of  financial  dignity  beneath 
nearly  everyone  in  this  country  over  age  65  (nearly, 
because  pockets  of  poverty  remain,  especially  among 
elderly  widows  and  the  ‘old  old’). 

“Along  the  way  Social  Security  has  become  polit- 
ically sacrosanct  not  least  because  politicians  have  fla- 
vored it  with  words  — ‘contribution,’  ‘insurance,’  ‘trust 
fund,’  ‘earned  right,’  intended  to  create  the  impression 
that  it’s  something  that  it  isn’t. 

“Social  Security  does  contain  elements  of  social 
insurance  but  in  the  main  it  is  a staightforward  tax- 
and-spend  program  — a compulsory  income  transfer 
between  generations.  Viewed  in  its  least  equitable  light, 
it  is  a vehicle  for  taxing  even  the  poorest  of  the  working 
young  to  give  benefits  to  even  the  wealthiest  of  the 
retired  elderly.” 

Some  Congressmen  who  are  privately  troubled  by 
such  thoughts  are  afraid  to  go  public  with  them,  be- 
cause of  election  anxiety.  As  one  said,  “We’re  not 
sorting  out  on  the  basis  of  need  anymore,  but  on  the 
basis  of  who  can  visit  political  retribution.” 

In  fact,  Mr.  Taylor  says,  any  objective  analysis  of 
the  nation’s  expenditures  and  resources  would  find  that 
the  elderly  are  ‘ ‘the  heavies  of  the  piece  — not  a career- 
enhancing formulation  for  any  elected  official.”  Be- 
cause, 

“The  voting  clout  of  the  elderly  is  a famous  political 
fact  of  life  in  Washington.  No  doubt  it  is  one  expla- 
nation for  their  continued  ‘most-favored’  status.” 

I need  scarcely  add  that  Social  Security  was  the  first 
item  exempted  from  the  Gramm-Rudman  budget-bal- 
ancing act  late  last  year.  What  we  can  see  in  this  brief 
glimpse  at  the  imbalance,  I fear,  are  seeds  of  a future 
bitter  war  between  the  old  and  the  young  over  the 
nation’s  resources.  Medicine  is  not  likely  to  be  exempt 
from  this  encounter,  which  will  inflict  heavy  casualties 
all  around. 

I do  not  relish  this  eventuality  but  it  may  be  in  the 
cards.  If  the  younger  generations  develop  the  political 
power  they  are  expected  to  inherit,  they  may  retaliate 
belligerently  against  what  they  see  as  the  selfishness 
and  greed  of  their  elders.  They,  too,  have  rising  ex- 
pectations. 
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have  the  agents  most  widely  prescribed  worldwide— INDERAL®  and  hydro- 
chlorothiazide—with  the  convenience  of  once-daily  dosage. 

24-hour  blood  pressure  control  with  the 
broad  benefits  of  INDERAL  (propranolol  HCI) 

The  controUed-release  delivery  system  of  INDERIDE  LA  provides  24-hour  beta 
blockade  and  the  broad  cardiovascular  benefits  of  INDERAL  with  a single  daily 
dose.  Compliance  is  enhanced  because  once-daily  administration  fits  easily  into 
patient^  d^y  routines. 

Plus  standard-release  hydrochlorothiazide, 
the  thiazide  of  choice  m comfortable 
momins  diuresis 

Hydrochlorothiazide  is  the  worlds  most  widely  prescribed  antihypertensive 
diuretic.  When  taken  in  the  morning,  INDERIDE  LA  provides  conifortable 
morning  diuresis.  Each  dosage  strength  of  INDERIDE  LA  contains: 

—one  of  the  three  most  widely  prescribed  dosage  strengths  of  INDERAL*  LA— 

80  mg,  120  mg,  or  160  mg  and 

—an  established,  effective  daily  dose  of  standard-release  hydrochlorothiazide— 

50  mg 


80/50  120/50  760/50* 


Once-daily 

INDERIDELA 


Convenience  without  compromise 
One  capsule-Once  daily 


• The  appearance  of  these  capsules  is  a registered  trademark  of  Ayersl  Laboratories 
BRIEF  SUMMARY  ;FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 

INDERIDE*  LA  Brand  Of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL*  LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 


No  455~-Each  INDERIDE  * LA  80/50  Capsule  contains 


Propranolol  hydrochloride  (INDERAL " LA) 

80  mg 

Hydrochlorothiazide 

50  mg 

No  457— Each  INDERIDE  * LA  120/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL  * LA) 

120  mg 

Hydrochlorothiazide 

50  mg 

No  459— Each  INDERIDE*  LA  160/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL®  LA) 

160  mg 

Hydrochlorothiazide 

50  mg 

INDERIDE  LA  is  indicated  m the  management  of  hypertension 

This  fixed-combination  drug  Is  not  indicated  for  initial  therapy  of  hypertension.  If 
the  fixed  combination  represents  the  dose  titrated  to  the  individual  patient's  needs, 
therapy  with  the  fixed  combination  may  be  more  convenient  than  with  the  separate 
components. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL'*); 

Propranolol  is  contraindicated  in  1)  cardiogenic  shock  2)  sinus  bradycardia  and  greater  than 
first  degree  block.  3)  bronchial  asthma  4)  congestive  heart  failure  (see  WARNINGS)  unless  the 
failure  is  secondary  to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide: 

Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or  hypersensitivity  to  this  or  other 
suifonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL*^): 

CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  supporting  circulatory 
function  in  patients  with  congestive  heart  failure  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in  overt  congestive 
heart  failure  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of 
failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic 
blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE  continued  use  of  beta  blockers 
can  in  some  cases,  lead  to  cardiac  failure  Therefore  at  the  first  sign  or  symptom  of  heart 
failure  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  propranolol  should  be  discontinued  (gradually  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patients  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physicians  advice  It  propranolol  therapy  is  interrupted 
and  exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy 
and  take  other  measures  appropriate  for  the  management  of  unstable  angina  pectoris 
Since  coronary  artery  disease  may  be  unrecognized  it  may  be  prudent  to  follow  the  above 
advice  m patients  considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are 
given  propranolol  for  other  indications 


thyrotoxicosis  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which  after  propranolol  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL.  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
adjust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous 
elevation  of  blood  pressure 
Hydrochlorothiazide: 

Thiazides  should  be  used  with  caution  in  severe  renal  disease  In  patients  with  renal  disease 
thiazides  may  precipitate  azotemia  In  patients  with  impaired  renal  function,  cumulative  effects 
of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  m patients  with  impaired  hepatic  function  or 
progressive  liver  disease  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipi- 
tate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 
PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL**): 

general  Propranolol  should  be  used  with  caution  in  patients  with  impaired  hepatic  or  renal 
function  Propranolol  is  not  indicated  for  the  treatment  of  hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  lest  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease  elevated  serum  transaminase  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity, 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 


Sr  - cr  • 
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80/50  120/50 


CARCINOGENESIS,  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised 
when  propranolol  is  administered  to  a nursing  mother 

PEDIATRIC  USE  Safety  and  effectiveness  m children  have  not  been  established 
Hydrochlorothiazide: 

general  Periodic  determination  of  serum  electrolytes  to  detect  possible  electrolyte  im- 
balance should  be  performed  at  appropriate  intervals 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance  namely  Hyponatremia  hypochloremic  alkalosis,  and  hypokalemia 
Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the  patient  is 
vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis  may  also 
influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of  mouth,  thirst, 
weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps,  muscular  fatigue, 
hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nausea  and 
vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present 
or  during  concomitant  use  of  corticosteroids  or  ACTH 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg.  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use 
of  potassium  supplements,  such  as  foods  with  a high  potassium  content 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypo- 
natremia may  occur  in  edematous  patients  m hot  weather  appropriate  therapy  is  water 
restriction  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatremia  is 
life-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy  of  choice 
Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased  decreased,  or  unchanged 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration 
If  progressive  renal  impairment  becomes  evident  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  m the  parathyroid  gland 
with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  pro- 
longed thiazide  therapy  The  common  complications  of  hyperparathyroidism  such  as  renal 
lithiasis  bone  resorption,  and  peptic  ulceration  have  not  been  seen  Thiazides  should  be 
discontinued  before  carrying  out  tests  for  parathyroid  function 

DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to  tubocuranne 
The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  poslsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is 
not  Sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 

PREGNANCJY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  in 
cord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed 
against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  jaundice 
thrombocytopenia  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult 
NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential  the  patient  should  stop  nursing 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS 
Propranolol  hydrochloride  (INDERAL*): 

Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  required  the  withdrawal  of 
therapy 

Cardiovascular  Bradycardia  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension paresthesia  of  hands,  thrombocytopenic  purpura  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Lighiheadedness,  mental  depression  manifested  by  insomnia 
lassitude  weakness,  fatigue  reversible  mental  depression  progressing  to  catatonia  visual 
disturbances  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place  short-term  memory  loss  emotional  lability,  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  Nausea  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  Pharyngitis  and  agranulocytosis  erythematous  rash,  fever  combined  with  aching 
and  sore  throat:  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic  Agranulocytosis  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipa- 
tion, jaundice  (intrahepatic  cholestatic  jaundice),  pancreatitis,  sialadenitis 

Central  Nervous  System  Dizziness  vertigo,  paresthesias,  headache,  xanthopsia 
Hematologic  Leukopenia,  agranulocytosis,  thrombocytopenia  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol  barbiturates,  or 
narcotics) 

Hypersensitivity  Purpura  photosensitivity,  rash  urticaria,  necrotizing  angntis  (vasculitis 
cutaneous  vasculitis),  fever,  respiratory  distress  including  pneumonitis,  anaphylactic 
reactions 

Other  Hyperglycemia,  glycosuria,  hyperuricemia  muscle  spasm,  weakness,  restless- 
ness, transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced 
or  therapy  withdrawn 
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Listeriosis 

LeRoy  F.  Harris,  M.D.* * 
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James  G.  Chambers  III,  M.D.ij: 


The  experience  with  listeriosis  in  the  com- 
munity hospitals  of  Huntsville,  Alabama,  is  re- 
viewed. The  infection  involved  patients  at  the 
extremes  of  life,  during  pregnancy  and  who 
were  immunosuppressed.  The  clinical  man- 
ifestations included  maternal  and  neonatal  sep- 
sis, meningitis  and  bacteremia  in  a renal  trans- 
plant recipient.  Treatment  with  ampicillin, 
ampicillin  and  gentamicin  or  erythromycin 
was  successful  in  five  of  seven  patients.  The 
spectrum  of  illness  due  to  listeriosis  in  our  com- 
munity hospitals  approximates  that  reported 
from  tertiary  care  and  medical  school  affdiated 
hospitals. 


Listeriosis  — Spectrum  of  Illness 
in  Community  Hospitals 

Major  review  articles  of  listeriosis'  - ^ as  well  as  its 
occurrence  in  the  central  nervous  system,^-  in 

• Clinical  Associate  Professor  of  Medicine,  School  of  Primary  Medical  Care. 
University  of  Alabama  School  of  Medicine.  Huntsville  Program.  410  Lowell  Dnve. 
Huntsville.  Alabama  3S80I 
t 115  Manning  Drive.  Huntsville.  Alabama  35801 
t 600  St.  Clair  Avenue  S W . Huntsville.  Alabama  35801 


malignant  disease^  and  in  renal  transplant  recipients^ 
have  originated  from  tertiary  care  and  medical  school 
affiliated  hospitals  and  their  applicability  to  community 
hospitals  is  unknown.  We  present  our  experience  with 
listeriosis  to  define  its  spectrum  of  illness  in  community 
hospitals. 

Patients  and  Methods 

We  reviewed  the  charts  of  all  patients  with  a diagno- 
sis of  listeriosis  admitted  to  the  three  community  hos- 
pitals of  Huntsville,  Alabama,  for  the  five  year  period, 
1981-1985,  inclusive.  Listeriosis  was  defined  as  an 
infection  in  a patient  from  whom  Listeria  monocy- 
togenes was  cultured.  L.  monocytogenes  was  identified 
as  a small  gram-positive  coccobacillus  which  produced 
a narrow  band  of  beta  hemolysis  on  blood  agar,  was 
catalase  and  bile-esculin  positive,  did  not  produce  hy- 
drogen sulfide  on  TSl  slant  inoculation  and  exhibited 
typical  tumbling  motility  in  wet-mount  preparation. 

Results 

Table  1 describes  the  clinical  features  of  seven  cases 
of  listeriosis.  The  patients  ranged  in  age  from  one  day 
to  74  years  and  averaged  48  years.  Three  patients  were 
male  and  four  were  female.  Diverse  underlying  condi- 
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TABLE  I 

LISTERIOSIS  — CLINICAL  FEATURES 


Patient  No. 

AgelSex 

Underlying  Condition 

Corticosteriod 

Therapy 

Symptoms  and  Signs 

Admitting 
Temperature  (°F) 

1 

70/M 

Systemic  lupus  erythematosus 

Yes 

Fever,  delirium 

103.8 

2 

74-F 

Emphysema 

Yes 

Fever,  delirium,  headache, 
stiff  neck,  vomiting 

103. 

3 

64/M 

Diabetes  mellitus 

No 

Fever,  semi-coma, 
headache,  stiff  neck 

102. 

4 

6I/F 

Coronary  artery  disease 

No 

Fever,  delirium 

104.8 

5 

36/M 

Renal  transplantation 

Yes 

Fever,  headache, 
abdominal  pain,  diarrhea 

104.5 

6 

28/F 

Pregnancy 

No 

Fever,  vomiting 

101.2 

7 

1 day/F 

None 

No 

Lethargy,  respiratory  distress 

99.4 

lions  were  present  in  all  but  one  patient  and  included 
systemic  lupus  erythematosus,  emphysema,  diabetes 
mellitus,  coronary  artery  disease,  renal  transplantation 
and  pregnancy.  Three  of  the  patients  were  receiving 
corticosteroid  therapy.  Common  symptoms  and  signs 
of  the  infection  consisted  of  fever,  change  in  sensorium 
and  headache.  Less  commonly  recorded  were  stiff 
neck,  vomiting,  abdominal  pain  and  respiratory  dis- 
tress. The  temperature  on  admission  to  the  hospital 
extended  from  99.4  to  104.8°F  and  averaged  102.6°F. 

Table  II  delineates  the  laboratory  values,  treatment 
and  outcome  of  the  patients.  The  peripheral  blood 
leukocyte  counts  ranged  from  8,700  to  33,300/mm^ 
and  averaged  20,37 1/mm^.  A lumbar  puncture  was 
performed  on  all  but  one  patient.  The  cerebrospinal 
fluid  (CSF)  leukocyte  counts  extended  from  two  to 
1800/mm^  and  averaged  738/mm^.  The  amount  of  CSF 
protein  ranged  from  27  to  5 1 9 mg/dl  and  averaged  262 
mg/dl.  The  CSF  glucose  quantity  extended  from  19  to 
140  mg/dl  and  averaged  72  mg/dl.  Cultures  of  CSF 
grew  L.  monocytogenes  in  four  of  the  six  patients  on 
whom  a spinal  tap  was  accomplished.  Blood  cultures 
were  obtained  on  all  patients  and  from  the  blood  of 
three  patients  L.  monocytogenes  was  isolated.  One 
patient’s  placenta  grew  L.  monocytogenes.  Six  of  the 
patients  were  treated  with  parenteral  ampicillin  which 
was  combined  with  parenteral  gentamicin  in  two  pa- 
tients. One  patient  received  oral  erythromycin.  All  but 
two  patients  survived  hospitalization. 

Discussion 

Listeriosis  is  caused  by  the  gram-positive  coccoba- 
cillus,  L.  monocytogenes.  The  organism’s  pleomor- 
phism  leads  to  confusion  with  diphtheroids  (and  thus 
dismissal  of  the  organism  as  a contaminant)  and  strep- 
tococci or,  if  overdecolorized,  confusion  with 
Hemophilus  species  and  enteric  gram-negative  bacilli. 
L.  monocytogenes  grows  on  most  routinely  used  bac- 
teriologic  media  with  optimal  growth  in  the  presence  of 


carbon  dioxide  and  reduced  oxygen  tension.  The 
organism  produces  a narrow  band  of  beta  hemolysis  on 
blood  agar,  is  catalase  and  bile-esculin  positive  and 
exhibits  characteristic  tumbling  motility  in  wet-mount 
preparation.^ 

The  natural  reservoir  of  L.  monocytogenes  is  ubiq- 
uitous and  includes  streams,  mud,  sewage,  slaughter 
house  waste,  silage,  crustaceans,  ticks,  fish,  fowl  and 
mammals.  Humans  may  be  colonized  with  the  organ- 
ism in  the  intestinal  tract  and  it  is  presumed  that  most 
adult  infections  originate  by  hematogenous  dissemina- 
tion from  the  intestinal  tract.  The  route  of  transmission 
of  L.  monocytogenes  to  humans  in  most  cases  is  uncer- 
tain and  the  only  consistent  mode  of  spread  has  been 
from  mother  to  fetus  transplacentally  or  from  mother  to 
neonate  at  the  time  of  passage  through  the  vaginal 
canal.*  Our  patients  6 and  7 are  an  example  of  trans- 
placental transmission  of  L.  monocytogenes. 

Listeriosis  exhibits  a propensity  to  involve  patients  at 
the  extremes  of  life,  during  pregnancy  or  who  are 
immunosuppressed.  The  latter  group  includes  patients 
receiving  corticosteroid  therapy,  with  a malignant  dis- 
ease or  who  are  renal  transplant  recipients.^  Our  pa- 
tients’ epidemiologic  profile  demonstrated  the  propen- 
sity described  above. 

Cell-mediated  immunity  is  thought  to  be  the  most 
important  factor  responsible  for  resistance  to  infection 
by  L.  monocytogenes.  Thymus-derived  (T)  lympho- 
cytes, sensitized  by  listeral  antigen,  activate  mac- 
rophages which  subsequently  phagocytize  and  kill  the 
organisms.* 

The  clinical  manifestations  of  listeriosis  have 
changed  since  its  first  description  50  years  ago.  No 
longer  seen  are  the  infectious  mononucleosis-like  syn- 
drome or  the  oculoglandular  syndrome.  Frequent  forms 
of  listeriosis  reported  in  Europe,  maternal  and  perinatal 
septicemia,  are  infrequently  noted  in  the  United  States. 
The  maternal  infection  may  be  asymptomatic  or  in- 
fluenza-like featuring  fever,  cough  and  vomiting.  In 
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TABLE  II 

LISTERIOSIS  — LABORATORY  VALUES,  TREATMENT  AND  OUTCOME 


Patient  No. 

Peripheral  Blood 
Leukocyte  Count 
(cells!  ntm^) 

WBCsimm' 

Cerebrospinal  Fluid 
Protein  Glucose 

(mgldl)  (mgidl) 

Culture 

Blood 

Culture 

Treatment 

Outcome 

I 

20,400 

269 

519 

140 

+ 

+ 

Ampicillin 

Died 

2 

25,200 

1800 

396 

19 

+ 

- 

Ampicillin 

Died 

3 

16,700 

1000 

306 

98 

+ 

- 

Ampicillin 

Lived 

4 

27,400 

1300 

242 

78 

+ 

— 

Ampicillin  and 
gentamycin 

Lived 

5 

8,700 

2 

27 

66 

- 

+ 

Ampicillin 

Lived 

6 

10,900 

Cerebrospinal  fluid  not  obtained 

(placenta 
culture  +) 

Erythromycin 

Lived 

7 

33,300 

60 

84 

33 

— 

+ 

Ampicillin  and 
gentamycin 

Lived 

either  event,  L.  monocytogenes  bacteremia  occurs  and 
hematogenously  seeds  the  placenta  with  subsequent 
involvement  of  the  fetus  resulting  in  granulomatosis 
infantiseptica.  The  infected  infant  may  be  stillborn  or 
critically  ill  with  hypothermia,  respiratory  distress,  cir- 
culatory collapse,  hemorrhagic  skin  rash,  purulent  con- 
junctivitis and  convulsions.  The  mortality  rate  ap- 
proaches 90%  and  at  autopsy  disseminated  abscesses 
and  focal  areas  of  necrosis  are  encountered.’  Our  pa- 
tients 6 and  7 are  examples  of  maternal  and  perinatal 
septicemia. 

Neonatal  bacteremia  and  meningitis  arising  after 
three  days  of  age  is  more  common  than  perinatal  infec- 
tion and  is  thought  to  originate  during  the  birth  process 
itself.  The  involved  infant  exhibits  fever  and  failure 
to  thrive  and  inconstantly  stiff  neck  and  bulging 
fontanelle.* 

The  relationship  of  listeriosis  to  repeated  abortions  is 
unproven.  Earlier  studies  demonstrated  frequent  isola- 
tion of  L.  monocytogenes  from  cervical  secretions  of 
women  with  recurrent  miscarriages  while  latter  inves- 
tigations have  been  unable  to  confirm  these  ob- 
servations.^ 

Meningitis  is  the  most  prevalent  form  of  listeriosis  in 
the  United  States  as  well  as  the  commonest  form  seen  in 
the  community  hospitals  of  Huntsville.  Although  liste- 
ria meningitis  has  been  considered  unusual,  a recent 
article  from  New  York  City  reported  it  to  be  the  fifth 
most  common  cause  of  meningitis. Also,  listeria 
meningitis  is  the  most  frequent  etiology  of  meningitis 
in  cancer  patients. The  infection  has  a predilection  for 
the  very  young,  the  elderly,  patients  with  cancer,  renal 
transplant  recipients,  patients  receiving  corticosteroid 
therapy  and  alcoholics. ' • Listeria  meningitis  typical- 
ly begins  abruptly  with  fever,  headache,  change  in 
sensorium,  stiff  neck  and  vomiting.  Coarse  tremors, 
cerebellar  ataxia  and  fasiculations  are  common  and 
focal  neurologic  defects  are  reported.  The  cerebrospi- 


nal fluid  exhibits  a polymorphonuclear  leukocyte  pre- 
dominance and  elevation  of  the  protein  but  the  glucose 
is  depressed  inconsistently  and  organisms  rarely  are 
visualized  on  gram  stain. 

Nonmeningitic  central  nervous  system  listeriosis  is 
particularly  common  in  renal  transplant  recipients. 
Clinically,  fever,  headache  and  vomiting  are  followed 
by  focal  neurologic  signs,  including  hemiparesis  and 
cranial  nerve  palsy,  and  depressed  level  of  conscious- 
ness. Cerebrospinal  fluid  abnormalities  are  less  fre- 
quent and  of  a smaller  magnitude  than  with  listeria 
meningitis.  Blood  cultures  in  nonmeningitic  central 
nervous  system  listeriosis  are  invariably  positive  and 
combined  with  a compatible  clinical  picture,  a CT  scan 
consistent  with  cerebritis  or  abscess  and  abnormal  cere- 
brospinal fluid  allow  the  diagnosis  to  be  made.*^-  " 

Listeria  bacteremia  without  another  focus  of  listeria 
infection  occurs  in  patients  with  certain  underlying 
conditions  such  as  malignancies,  corticosteroid  ther- 
apy, alcoholic  liver  disease,  pregnancy,  renal  failure 
and  renal  transplantation.  Our  renal  transplant  recipient 
had  listeria  bacteremia.  The  illness  manifests  with  fev- 
er, chills,  myalgia  and  backache  occasionally  accom- 
panied by  headache  and  abdominal  pain.  When  listeria 
bacteremia  appears  during  pregnancy,  spontaneous 
abortion  may  result.  The  occurrence  of  listeria  bac- 
teremia in  patients  with  parenchymal  liver  disease  is 
thought  to  be  a result  of  ineffective  clearance  of  the 
organisms  by  the  reticuloendothelial  system.  Labora- 
tory abnormalities  include  leukocytosis  as  well  as  posi- 
tive blood  cultures.^’  Our  patient  5 is  a case  of  listeria 
bacteremia  in  a renal  transplant  recipient. 

Listeria  endocarditis  is  being  reported  with  increased 
frequency  and,  unlike  other  listeria  infections,  rarely 
involves  patients  with  severe  underlying  disease  or 
immunosuppression.  The  majority  of  patients  have 
preexisting  cardiac  lesions  which  predispose  to  en- 
docarditis. The  infection  almost  invariably  affects  the 
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left  side  of  the  heart  and  systemic  embolization  is 
common.  The  prognosis  is  poor  with  a mortality  rate 
approaching  twice  that  of  more  common  forms  of 
endocarditis. 

Listeriosis  in  renal  transplant  recipients  is  a new  and 
expanding  association  which  occurs  as  isolated  cases 
and  outbreaks.  One  of  our  patients  was  a renal  trans- 
plant recipient.  Three-quarters  of  the  patients  are  in  the 
age  group  20  to  50  years  and  three-quarters  of  the  cases 
transpire  during  the  first  year  following  transplanta- 
tion. All  cases  appear  in  patients  receiving  corticoster- 
oid and  other  immunosuppressive  therapy.  The  gamut 
of  illness  in  renal  transplant  recipients  resembles  that  of 
all  patients  with  listeriosis  except  for  a higher  incidence 
of  nonmeningitic  central  nervous  system  listeriosis,  the 
absence  of  endocarditis  and  the  presence  of  pneumonia 
in  renal  transplant  recipients.  Approximately  one-fifth 
of  renal  transplant  recipients  experience  infections  with 
other  organisms  simultaneously  with  listeriosis.^ 

In  vitro  susceptibility  studies  indicate  that  L. 
monocytogenes  is  sensitive  to  a variety  of  antimicrobial 
agents  including  penicillin,  ampicillin,  chlorampheni- 
col, clindamycin,  erythromycin,  gentamicin  and  van- 
comycin. Unfortunately  all  of  these  antibiotics  demon- 
strate bacteriostatic  activity,  an  obvious  disadvantage 
in  immunosuppressed  hosts  and  central  nervous  system 
infections  where  bacteriocidal  effect  is  desirable. 
Nevertheless,  high  dose  parenteral  penicillin  or  ampi- 
cillin is  the  treatment  recommended  most  often  and  was 
used  in  all  but  one  of  our  patients.  In  penicillin  allergic 
patients  chloramphenicol,  tetracycline  or  erythromycin 
is  suggested.  Because  of  in  vitro  synergy  with  penicil- 
lin and  aminoglycoside  combinations  against  L. 
monocytogenes,  it  may  be  prudent  to  administer  both  of 
these  antimicrobial  agents  in  severe  infection.  The 


duration  of  therapy  should  be  two  weeks  and  prolonged 
to  at  least  four  weeks  in  immunosuppressed  hosts  be- 
cause of  reported  recurrences  with  treatment  of  shorter 
duration.  Concomitant  reduction  of  immunosuppres- 
sive therapy  in  renal  transplant  recipients  with  liste- 
riosis is  advocated  by  one  authoritative  source  but  its 
value  is  not  proven.^ 

Bibliography 

1.  Kalis  P,  LeFrock  JL.  Smith  W,  Keefe  M.  Listeriosis.  Am  J Med  Sci  271:159- 
169,  1976. 

2.  Nieman  RE.  Lorber  B.  Listeriosis  in  adults:  a changing  pattern.  Report  of  eight 
cases  and  review  of  the  literature.  1968-1978.  Rev  Infect  Dis  2:207-227.  1980. 

3.  Bouvet  E.  Suter  F.  Gibert  D.  Witchitz  JL,  Bazin  C,  Vachon  F.  Severe  meningitis 
due  to  Listeria  monocvtogenes.  A review  of  40  cases  in  adults.  Scand  J Infect  Dis 
14:267-270,  1982. 

4.  Pollock  SS,  Pollock  TM,  Harrison  MJG.  Infection  of  the  central  nervous  system 
by  Listeria  monocytogenes:  a review  of  54  adult  and  juvenile  cases.  Quart  J Med 
53:331-340,  1984.’ 

5.  Louria  DB,  Hensle  T,  Armstrong  D,  et  al.  Listeriosis  complicating  malignant 
disease.  A new  association.  Ann  Intern  Med  67:261-277.  1967. 

6.  Stamm,  AM,  Dismukes  WE,  Simmons  BP,  et  al.  Listeriosis  in  renal  transplant 
recipients:  report  of  an  outbreak  and  review  of  102  cases.  Rev  Infect  Dis  4:665-682. 
1982. 

7.  Bottone  EJ.  Sierra  MF.  Listeria  monocytogenes;  another  look  at  the  "Cinderella 
among  pathogenic  bacteria."  Mt  Sinai  J Med  44:42-59,  1977. 

8.  Kaplan  K.  Infections  caused  by  Listeria  monocytogenes  (Listeriosis).  Infect  Dis 
Practice  6:1-7,  1983. 

9.  Cherubin  CE,  Marr  JS,  Sierra  MF.  Becker  S.  Listeria  and  gram-negative  bacil- 
lary meningitis  New  York,  City,  1972-1979.  Frequent  causes  of  meningitis  in  adults. 
Am  J Med  71:199-209,  1981. 

10.  Chemik  NL.  Armstrong  D,  Posner  JB.  Central  nervous  system  infections  in 
patients  with  cancer.  Changing  patterns.  Cancer  40:268-274,  1977. 

1 1 . Niklasson  P-M,  Hambraeus  A,  Lundgren  G,  Magnusson  G.  Sundelin  P.  Groth 
C-G.  Listeria  encephalitis  in  five  renal  transplant  recipients.  Acta  Med  Scand  203: 181- 
185,  1978. 

12.  Winslow  DL,  Holloway  WJ.  Scott  EG.  Listeria  sepsis  — a report  of  27  cases. 
In:  Holloway  WJ,  ed.  Infectious  Disease  review.  Volume  VI.  Mount  Kisco.  New 
York:  Futura  Publishing  Company,  Inc.,  1981:187-215. 

13.  Bayer  AS,  Chow  AW,  Guze  LB.  Listeria  monocytogenes  endocarditis:  report 
of  a case  and  review  of  the  literature.  Am  J Med  Sci  273:319-323,  1977. 

14.  Armstrong  D.  Listeria  monocytogenes.  In:  Mandell  GL.  Douglas  RG  Jr,  Ben- 
nett JE,  eds.  Principles  and  practice  of  infectious  diseases.  2nd  ed.  New  York:  John 
Wiley  & Sons,  1985:1177-1182. 


Acknowledgement 

The  author  thanks  Esther  E.  Harris,  R.N.  for  prepa- 
ration of  the  manuscript.  0 


16  / Alabama  Medicine,  The  Journal  of  MAS  A 


/ 


For  faster  claims  payment, 
count  on  the  card^s  computer. 

And  a terminal  in  your  office  that  con^ 
nects  you  to  Blue  Cross  and  Blue  Shield 
of  Alabama,  ^ur  claims  are  processed 
faster  and  more  efficiently  for  a better 
cash  flow.  There’s  nothing  to  sort,  sign 
or  mail.  Just  type  your  claims  into  the 
terminal.  Blue  Cross  and  Blue  Shield 
computer  claims  service  is  dependable, 
easy,  and  cost  effective.  Find  out  more 
about  Blue  Cross  and  Blue  Shield  daily 
computer  claims  service.  In  Birmingham, 
call  988'2588.  Or  write  us  at  Provider 
Services,  Blue  Cross  and  Blue  Shield 
of  Alabama,  450  Riverchase  Parkway 
East,  Birmingham,  Alabama  35298. 

CARRY  THE  CARING  CARD." 


X 


Blue  Cross 

and 

Blue  Shield 

of  Alabama 


Registered  Marks  Blue  Cross  and  Blue  Shield  Association 


• ■ , »■  ; »•  M < % 1 1 • ' • • 1 / f t t 1 

i i j tINt  ] CMAH 

1 trwblHl  1 bloH 

0«O  i'l^AvaACKl  atCOAD  AEWINO  1 RfWINO 

■ 1 1 Of'  ]pCAY.ACaI  AtCOWD 

1 RtAYBACKl  PLAVSACK] 

1 F WO  1 niv  aarmooi 

<?>  AT  ♦ % A 

) 

r> 

g ^ g V<  ^ L g 


Ethyl  Alcohol  Induced  Esophagitis 

Raymond  L.  Bell,  M.D.,  FACP,  FACG* 


Ethyl  alcohol  is  a noxious  agent  to  the  upper 
gastrointestinal  tract.  Well  described  effects  on 
the  stomach  and  duodenum  have  been  pre- 
sented, but  descriptions  of  its  effect  on  the 
esophagus  are  lacking.^’  ^ 

The  following  case  describes  acute 
esophageal  changes  due  to  the  ingestion  of  ethyl 
alcohol. 


Case  Report 

A 27  year  old  male  presented  with  hematemesis  and 
odynophagia.  During  the  preceding  3 hours,  he 
had  consumed  approximately  1 pint  of  ethyl  alcohol. 
He  admitted  to  frequent  alcohol  ingestion,  mostly  in  the 
form  of  wine,  but  he  had  never  experienced  hemateme- 
sis or  odynophagia.  He  had  experienced  occasional 
heartburn,  but  denied  any  other  gastrointestinal  prob- 
lems. 


*Clinical  Associate  Professor.  University  of  South  Alabama  School  of  Medicine. 
All  correspondence  and  reprint  requests  to:  2257  Costarides  Street,  Mobile,  Alabama 
36617.  Telephone:  (205)471-4402. 


The  physical  exam  revealed  a thin  male  in  obvious 
abdominal  distress.  Pertinent  physical  findings  in- 
cluded normal  bowel  sounds  with  moderate  mid  epi- 
gastric pain  on  deep  palpation.  No  abdominal  masses 
were  palpated  but  the  stool  contained  occult  blood. 

Esophagogastroduodenoscopy  was  performed  with- 
in eight  hours.  The  esophagus  was  markedly  in- 
flammed,  beginning  at  25  centimeters  from  the  incisors 
and  extending  down  to  the  esophagogastric  junction. 
Amidst  the  diffuse  inflammation  was  linear  areas  of 
whitish  exudative  material  forming  a pseudomembrane 
(Figure  1).  Removal  of  this  material  prompted  brief 
bleeding.  The  esophagogastric  junction  appeared  intact 
and  no  Mallory-Weiss  tear  was  evident.  The  gastric 
pouch  and  proximal  duodenum  were  inflammed  but  no 
active  bleeding  was  seen  in  these  areas. 

The  patient  was  treated  with  Cimetidine  and  ant- 
acids. Within  3 days,  his  symptoms  disappeared  and  he 
was  able  to  resume  his  normal  diet. 

Esophagogastroduodenoscopy  was  repeated  after  5 
days.  There  was  marked  improvement  of  the  esoph- 
ageal mucosa  with  only  scattered  areas  of  inflammation 
and  no  pseudomembranes  were  seen  (Figure  2). 
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Figure  1.  Endoscopic  appearance  of  the  acutely  inflammed 
esophageal  mucosa. 


Discussion 

The  esophagitis  described  in  this  patient  most  likely 
resulted  from  the  ingestion  of  ethyl  alcohol.  This  is 
strongly  supported  by  the  temporal  relationship  of  the 
ingestion  of  the  ethyl  alcohol  and  the  onset  of 
esophageal  symptoms. 

Mucosal  inflammation  occurs  as  a result  of  the  direct 
contact  of  ethyl  alcohol  on  the  squamous  epithelium. 
Squamous  epithelium  is  very  susceptable  to  direct  in- 


Figure  2:  Endoscopic  appearance  of  the  esophageal  mucosa 
after  treatment  and  abstinence  from  alcohol. 

jury  because  of  its  inherent  low  resistance  as  reflected 
by  its  low  potential  difference  as  compared  to  gastric 
and  duodenal  mucosa.^  Another  factor  that  may  also 
play  a role  in  its  high  susceptibility  to  injury  is  the 
relative  short  distance  the  blood  vessels  reside  below 
the  surface  cells.  Once  the  surface  barrier  is  inter- 
rupted, these  blood  vessels  are  exposed  to  the  noxious 
agent,  thereby  further  enhancing  inflammation  and 
often  bleeding  is  initiated. 

An  interesting  aspect  of  this  lesion  is  the  presence  of 
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pseudomembranes.  Seemingly,  the  formation  of 
pseudomembranes  represents  a very  early  response  to 
acute  esophageal  injury  and  is  influenced  greatly  by  the 
rapidity  in  which  the  injury  occurs.  A similar  appear- 
ance has  been  reported  after  the  ingestion  of  lye  and 
some  other  household  cleaning  agents.  Contrastly, 
pseudomembrane  formation  is  rarely  seen  in  cases  of 
reflux  esophagitis. 

Based  on  the  pathophysiology  of  this  condition, 
several  treatment  options  are  available.  Simple  dilution 
of  the  alcohol  prior  to  ingestion  would  render  it  less 
toxic  to  the  mucosa.  Ingesting  a smaller  volume  of 
alcohol  would  expose  the  mucosa  to  less  volume  per 
unit  of  time  and  also  enable  saliva  to  further  dilute  the 
volume  of  alcohol. 

Preliminary  studies  have  demonstrated  that  certain 
alkyl  sulfhydryl  (Carafate)  and  aryl  sulfhydryl  agents 
may  provide  cytoprotection  for  the  esophageal  mucosa 
against  noxious  agents.  If  subsequent  studies  confirm 
this,  perhaps,  ingesting  such  a medication  prior  to 
“going  out  on  the  town”  will  provide  protection  for  the 


esophageal  and  probably  also  the  gastric  and  duodenal, 
mucosa  from  alcohol  induced  damage. 

Once  damage  has  occurred  to  the  esophageal  mu- 
cosa, treatment  with  H2  antagonists  such  as  Cimetidine 
and  Ranitidine,  may  reduce  further  esophageal  insult 
by  reducing  the  amount  of  acid  in  the  stomach  which 
may  potentially  reflux  into  the  esophagus.  Antacids 
may  also  be  useful  similarily  by  neutralizing  the  acid. 
Sucralfate,  by  binding  to  certain  proteins  within  the 
inflammed  mucosa,  may  also  be  effective  in  promoting 
healing  of  the  mucosa.  Vitamin  A and  some  of  its 
synthetic  counterparts  have  also  been  reported  to  pro- 
mote epithelial  repair  of  the  esophagus. 
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information 

indications  and  Usage:  Ceclor’  (cefaclor  Lilly)  is  indicated  in  the 
treatment  of  ttie  tollowino  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  tesoitaiorv  infections,  including  pneumonia  caused  by 
Sirepiococcus pneariidniaeiDiplococcus pneumoniae).  Haemph 
ilus  mflueniae  and  S pfopenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindicatioo  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
WaraiMS  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPOflIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS  ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS.  INCLUDING  ANAPHYLAXIS, 
TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins  and  cephalosporins),  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
seventy  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  alter  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  lor  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions:  General  Precautions  - If  an  allergic  reaction  to 
Ceclor*  (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and.  il  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  eg  . pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  if  supermfeclion  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs’  lest  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  sate  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling  $ solutions  and  also  with  Cliniiest* 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip. 
USP.  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor*  (cefaclor.  Lilly)  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mottiers  - Small  amounts  of  Ceclor  have  been  delected 
in  mother  s milk  following  administration  of  single  SOO-mg  doses 
Average  levels  were  0 16.  0 20. 0 21 . and  0.16  mcg/ml  at  two. 
three,  four,  and  five  hours  respectively  Trace  amounts  were 
delected  at  one  hour.  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is- administered  to  a 
nursing  woman. 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  (or 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions;  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1.5 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  leases  of  serum-sickness-like  reactions 
(er^hema  muftiforme  or  the  above  skin  manifestations  accompanied 
by  arthritls/arthralgia  and.  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  chiidren  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a lew  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported.  haH  oti|jhich  have 


occurred  in  patients  with  a history  of  penicillin  allergy 
Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  tor  the  physician 
//epaf/c- Slight  elevations  in  SCOT.  SGPT.  or  alkaline 
phosphatase  values])  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  4o) 

Rena/  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 
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Note  Ceclor*  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
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8«tore  prescribing,  see  complete  prescribing  Information  In  SK&F  CO. 
literature  or  PDR.  The  following  Is  a brief  summary 

WARNING 

This  drug  Is  not  Indicated  for  Initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual.  It  this 
combination  represents  the  dosage  so  determined.  Its  use  may  be 
more  convenient  in  patient  management  Treatment  of  hypertension 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  In 
each  patient  warrant 


In  Hypertension*... 
When  Need  to 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amllorlde.  Further  use  In  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Oo  not  use  potassium  supplements,  dietary  or  otherwise,  unless 
hypokalemia  develops  or  dietary  intake  of  potassium  Is  markedly  Impaired. 
If  supplementary  potassium  Is  needed,  potassium  tablets  should  not  be 
used.  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  Irregu- 
larities. It  is  more  likely  in  the  severely  ill,  with  urine  volume  less  than 
one  liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  K’*’  levels  should  be  determined.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone,  restrict  K"*"  intake.  Asso- 
ciated widened  ORS  complex  or  arrhythmia  requires  prompt  additional 
therapy  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood. 
Use  In  pregnancy  requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  In  adults.  Thiazides  appear  and  triamterene  may 
appear  In  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available.  Sensitivity 
reactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
'Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity.  Theoreti- 
cally, a patient  transferred  from  the  single  entities  of  Dyrenium  (triamterene, 
SKSF  CO.)  and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure 
Of  fluid  retention.  Similarly  It  Is  also  possible  that  the  lesser  hydro- 
chlorothiazide bioavailability  could  lead  to  Increased  serum  potassium  levels. 
However,  extensive  clinical  experience  with  'Dyazide'  suggests  that  these 
conditions  have  not  been  commonly  observed  in  clinical  practice.  Do 
periodic  serum  electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
use  with  amphotericin  B or  corticosteroids  or  oorticotropin  [ACTH]). 
Periodic  BUN  and  serum  creatinine  determinations  should  be  made, 
especially  In  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 
with  Impaired  renal  function.  Thiazides  should  be  used  with  cautloh  In 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
patients  with  severe  liver  disease.  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions.  Blood  dyscrasias 
have  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  and  hemolytic  anemia 
have  been  reported  with  thiazides.  Thiazides  may  cause  manifestatioh  of 
latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
decreased  when  used  concurrently  with  hydrochlorothiazide;  dosage  adjust- 
ments may  be  necessary.  Clinically  insignificant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported.  Thiazides  have  also 
been  shown  to  Increase  the  paralyzing  effect  of  nondepolarizing  muscle 
relaxants  such  as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously 
In  surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
ciation with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
'Dyazide'  when  treated  with  Indomethacin.  Therefore,  caution  Is  advised  in 
administering  nonsteroidal  anti-inflammatory  agents  with  'Dyazide'.  The 
following  may  occur:  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements  may  be  altered), 
hyperuricemia  and  gout,  digitalis  Intoxication  (in  hypokalemia),  decreasing 
alkali  reserve  with  possible  metabolic  acidosis.  'Dyazide'  Interferes  with 
fluorescent  measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
Dyazide',  but  should  it  develop,  corrective  measures  should  be  taken  such 
as  potassium  supplementation  or  increased  dietary  intake  of  potassium- 
rich  foods.  Corrective  measures  should  be  instituted  cautiously  and  serum 
potassium  levels  determined.  Discontinue  corrective  measures  and 
'Dyazide'  should  laboratory  values  reveal  elevated  serum  potassium. 
Chloride  deficit  may  occur  as  well  as  dllutlonal  hyponatremia.  Concurrent 
use  with  chlorpropamide  may  increase  the  risk  of  severe  hyponatremia. 
Serum  FBI  levels  may  decrease  without  signs  of  thyroid  disturbance.  Cal- 
cium excretion  is  decreased  by  thiazides.  'Dyazidle'  should  be  withdrawn 
before  conduoting  tests  for  parathyroid  funotion. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive 
drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  Increase  the  risk  of  lithium 
toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions;  nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances:  postural  hypotension  (may  be  aggravated  by 
alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialadenitis,  and 
vertigo  have  occurred  with  thiazides  alone.  Triamterene  has  been  found  in 
renal  stones  in  association  with  other  usual  calculus  components.  Bare 
incidents  of  acute  interstitial  nephritis  have  been  reported.  Impotence  has 
been  repotted  in  a few  patients  on  'Dyazide',  although  a causal  relationship 
has  not  been  established. 

Supplied:  ‘Dyazide’  Is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules:  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  In  Patient-Pak™  unit-of-use  bottles  of  100. 
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Conserve  K+ 


Remember  the  Unique 
Red  and  White  Capsule: 
^ur  Assurance  of 


Potassium-  Sparing 
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Introduction 

During  the  Korean  War,  and  especially  in  the  Viet- 
nam conflict,  emergency  air  transport  of  trauma 
victims  by  helicopter  was  instrumental  in  decreasing 
both  morbidity  and  mortality  of  U.S.  servicemen  with 
severe  injuries.  Since  1972,  the  use  of  helicopters  for 
rapid  transport  of  critically  ill  or  injured  patients  to 
tertiary  care  centers  has  been  utilized  in  increasing 
frequency  in  the  civilian  sector  in  the  United  States. 
Recently,  Baxt  and  colleagues,  in  two  separate  publica- 
tions, have  studied  the  impact  that  aeromedical 
emergency  services  have  on  trauma  mortality.*^’ 
There  are  presently  greater  than  one  hundred  hospital- 
based  aeromedical  programs  in  the  United  States,  with 
medical  crews  consisting  of  a variety  of  types  of  per- 
sonnel. The  purpose  of  this  paper  is  to  review  the  first 
four  years’  experience  of  the  Life  Saver  Program  at 
Carraway  Methodist  Medical  Center  (CMMC)  in 
Birmingham,  Alabama;  which  was  initiated  on  January 
2,  1981. 


• From  the  Life  Saver  Department.  Carraway  Methodist  Medical  Center  Address 
for  reprints:  Michael  E Brewer.  Ph  D..  .M  D . Medical  Director.  Life  Saver  Depart- 
ment. Carraway  Methixlist  Medical  Center.  1600  North  26lh  Street.  Birmingham.  AL 
35234 


Personnel 

Flight  Physicians 

The  Life  Saver  program  is  one  of  the  few  programs  in 
the  country  that  has  physicians  on  every  flight.  The 
flight  physicians  are  full-time , career  emergency  physi- 
cians who  work  in  the  Emergency  Department  of 
CMMC,  a 617-bed,  private.  Level  1 Trauma  Center 
when  not  on  a flight.  The  physicians  are  ACLS- 
certified,  ah  have  taken  the  American  College  of 
Surgeon’s  ATLS  course  and  are  also  ACLS  and  ATLS 
instructors.  The  primary  responsibility  of  the  physician 
on  flights  is  to  access  the  patient’s  condition  and  to 
begin  appropriate  therapy  and  stabilization  of  the  pa- 
tient to  permit  safe,  rapid  transport  to  a tertiary  care 
center.  It  is  also  the  physician’s  duty  to  notify  the 
receiving  hospital’s  staff  of  the  patient’s  condition  and 
medical  needs  once  the  aircraft  is  enroute  with  the 
patient. 

Flight  Nurses 

Nurses  were  selected  from  the  critical  care  units  of 
CMMC  and  several  other  Birmingham  area  hospitals  to 
serve  as  members  of  our  flight  crew.  Each  nurse  had  at 
least  two  years  of  experience  in  critical  care  nursing,  is 
certified  in  ACLS  and  has  participated  in  a dog  lab 


February  1986  / 25 


similar  to  the  practical  session  of  the  ATLS  course  in 
order  to  provide  them  with  extra  training  in  the  resus- 
citation of  trauma  victims. 

Pilots 

Pilots,  who  are  the  third  member  of  each  flight  crew, 
are  all  military-trained  and  prior  to  being  hired  for  the 
Life  Saver  program  had  compiled  at  least  two  thousand 
hours  as  pilot-in-command  in  turbine  helicopters.  Each 
of  these  men  were  also  required  to  have  a commercial 
pilot’s  certificate  with  helicopter  instrument  rating  and 
had  passed  a Class  2 F.A.A.  physical  exam. 

Communications 

Dispatchers  in  our  communications  center  are  all 
paramedics  in  the  Birmingham  area  who  are  trained  in 
radio  communications.  Their  experience  as  paramedics 
makes  them  an  integral  part  of  the  program  in  coordi- 
nating effective  disposition  of  flights,  both  to  accident 
scenes  and  other  hospitals. 

Equipment 

The  Life  Saver  program  utilizes  BELL  Turbo  Jet 
Long  Ranger  helicopters  that  have  been  modified  for 
transporting  one  or  two  patients  in  a critical  care  set- 
ting. The  medical  equipment  on  board  consists  of  car- 
diac monitors,  a defibrillator,  intubation  supplies,  anti- 
shock  trousers,  a pressure-cycled  ventilator  with  a posi- 
tive and  expiratory  pressure  (PEEP)  device,  oxygen, 
suction  apparatus,  emergency  thoracostomy  tubes,  cri- 
cothyroidotomy  instruments  and  a full  armamentarium 
of  emergency  drugs  and  fluids  needed  in  the  resuscita- 
tion of  patients. 

Results 

During  the  period  of  January  2,  1981  to  December 
31,  1984,  a total  of  2917  patients  were  transported  by 
the  Life  Saver  program  (Table  1).  Most  of  these  pa- 
tients (91.3%)  were  transported  from  either  the 
emergency  department  or  intensive  care  unit  of  the 
referring  hospital.  The  remainder  (8.7%)  were  attended 
by  the  Life  Saver  medical  crew  at  the  scene  of  their 
accident  or  illness.  Table  2 illustrates  the  age  distribu- 
tion of  patients  transported  and  Table  3 shows  that  the 


TABLE  1 

TOTAL  NUMBER  OF  PATIENTS  TRANSPORTED  AND 
TYPE  OF  MISSION 


Type  of  Flight 

No.  of  R. 

Percent 

Scene 

255 

8.70/0 

Interhospital 

2662 

91.30/0 

TOTAL 

2917 

lOO.QO/o 

TABLE  2 

AGE  DISTRIBUTION  OF  PATIENTS 


Age  Distribution 


No.  of  R. 

Percent 

Neonate 

0-28  days 

12 

.40/0 

Pediatric 

28  days- 17  years 

461 

16% 

Adult 

18  years-25  years 

330 

11% 

25  years-50  years 

826 

28% 

50  years-70  years 

887 

31% 

70  years- 100  years 

401 

13.6% 

TOTAL 

2917 

100.0% 

majority  of  patients  were  males.  In  contrast  to  other 
helicopter  programs  that  report  a majority  of  their  pa- 
tients being  trauma  patients,  our  patient  population  is 
divided  almost  equally  between  trauma  and  medical 
(mostly  cardiac)  patients  with  a small  group  of  surgical, 
non-trumatic  patients  (i.e.,  aortic  aneurysm,  necrotiz- 
ing fascitis,  snakebites)  (Table  4).  The  busines  days  of 

TABLE  3 

SEX  DISTRIBUTION  OF  PATIENTS 


Sex  Distribution 


No.  of  Pt. 

Percent 

Males 

2053 

70.40/0 

Females 

864 

29.60/0 

TOTAL 

2917 

IOO.OO/0 

the  week  for  all  patient  transports  were  Friday,  Satur- 
day and  Sunday  (Figure  1)  while  the  busiest  time  of  day 
was  between  the  hours  of  12  noon  and  12  midnight 
(Figure  2).  Patients  were  transported  to  the  hospital  of 
their  choice  or  the  hospital  to  which  referral  had  been 
recommended  by  their  referring  physician;  most  of 
these  patients  were  transferred  to  CMMC,  the  Uni- 
versity of  Alabama  Hospitals,  or  to  the  Children’s 
Hospital  in  Birmingham  (Table  5).  The  remainder  were 
transported  to  general,  community  hospitals  or  to  out- 
of-state  hospitals.  Patients  were  classified  according  to 
the  severity  of  their  illness  or  injury  in  the  following 
groups:  Case  Severity  Score  (CSS)  1-patients  with  life- 
threatening  conditions;  CSS  2-patients  with  conditions 
not  felt  to  be  life-threatening,  but  whose  condition  was 
urgent  or  severe;  CSS  3-patients  felt  to  be  relatively 
stable  for  transport  on  initial  evaluation;  and  CSS  4- 
patients  dead  at  the  scene  or  at  the  referring  hospital. 
Mortality  rates  decreased  as  severity  of  condition  de- 
creased, as  expected,  with  an  over- all  mortality  rate  of 
19%  (Table  6). 
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TABLE  4 

CLASSIFICATION  OF  MEDICAL  EMERGENCY 


Discussion 


Patient  Classification 


No.  of  Pt. 

Percent 

Medical 

1454 

49.8% 

Surgical 

134 

4.6% 

Trauma 

1329 

45.6% 

TOTAL 

2917 

100.0% 

The  importance  of  minimizing  the  time  between  the 
onset  of  an  illness  or  injury  and  the  implementation  of 
definitive  care  has  long  been  recognized  as  one  of  the 
most  important  factors  which  determines  ultimate  pa- 
tient morbidity  and  mortality.  This  principle  was  illus- 
trated well  in  the  military  experience  in  caring  for 
wounded  personnel  in  combat  and  has  recently  been 
utilized  with  increasing  frequency  in  other  types  of 
patients  as  well  as  trauma  victims.  The  advent  of  utiliz- 
ing intracoronary  streptokinase  infusion,  percutaneous 
transluminal  coronary  angioplasty  and  emergency 
coronary  bypass  grafting  in  attempts  to  save  en- 


Figure  1.  Patient  Transports  on  Specific  Days  of  Week. 
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TABLE  5 

RECEIVING  HOSPITAL  DISTRIBUTION 


Receiving  Hospital  Distribution 


No.  of  Rs. 

% of  Total 

Carraway  Methodist  Medical  Center 

1573 

53.7% 

University  Hospital 

847 

28.9% 

Children’s  Hospital 

172 

5.9% 

General  Type  Hospitals 

325 

11.5% 

Total 

2917 

100.0% 

Peak  Load— Time  of  Day 
All  Patients 

18.2% 


3:00  am  6:00  am  9:00  am  12n  3:00  pm  6:00  pm  9:00  pm  12m 
Figure  2.  Patient  Transports  and  Time  of  Day. 


TABLE  6 

MORTALITY  OF  PATIENTS  TRANSPORTED  BY  TYPE 
OF  MISSION  AND  CATEGORY  OF  SEVERITY  OF 
ILLNESS  OR  INJURY 


Total  Flights  Mortality 


Total 

# Died  % 

CSS1 
# Died  % 

CSS  2 
# Died  % 

CSS  3 
# Died  o/o 

CSS  4 
# Died  ®/o 

Scene  255  73  28 

Inter-hosp.  2662  489  18 

136  56  41 

793  274  35 

80  6 8 

1305  156  12 

28  0 0 

544  39  7 

11  11  100 

20  20  100 

Total  2917  562  19 

929  330  36 

1385  161  12 

572  39  7 

31  31  100 

dangered  myocardium  in  the  setting  of  acute  myocar- 
dial infarction  or  unstable  angina  has  prompted  physi- 
cians to  utilize  rapid  transport  of  these  patients  to  terti- 
ary care  centers  under  the  care  of  cardiologists. 
Another  area  which  we  have  found  rapid  transport  via 
helicopter  to  be  useful  is  in  the  area  of  hyperbaric 
medicine.  The  hyperbaric  oxygen  chamber  at  CMMC 
is  being  utilized  more  and  more  in  a variety  of  condi- 
tions, and  again,  the  efficacy  of  this  treatment  is  direct- 
ly related  to  the  time  interval  between  the  onset  of  the 
illness  or  injury  and  the  implementation  of  treatment. 

Prior  to  1981 , in  Alabama,  many  patients  were  con- 
sidered too  critical  or  unstable  to  transport  to  a tertiary 
care  center.  With  the  initiation  of  the  Life  Saver  pro- 
gram, this  was  no  longer  true  and  in  the  past  4 and 
one-half  years,  almost  four  thousand  patients  have  been 
transported  via  helicopter  with  a physician  and  nurse  in 
attendance. 
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Her  brother  had  Duchenne  Muscu- 
lar Dystrophy.  Which  means  that 
though  she  herself  is  unaffected  hy 
the  disease,  she  could  be  carrying  it 
in  her  genes. 

And  if  she  is,  there’s  a one-in- 
four  chance  her  child  will  inherit 
Duchenne. 

One  of  the  most  common  and 
devastating  forms  of  muscular  dys- 
trophy, Duchenne  is  usually  passed 
from  mother  to  child  by  a defective 
gene.  The  task  of  MDA  researchers 
is  to  find  that  gene.  And  right  now 
they’re  so  close  that  MDA  is  pour- 
ing all  possible  resources  into  the 
quest. 

Once  the  gene  for  Duchenne 
is  identified,  carriers  can  be  identi- 
fied, too — with  100%  certainty. 
And  the  first  major  step  toward 
finding  a cure  will  have  been  taken. 


Muscular  Dystrophy  Association 
Jerry  Lewis,  National  Chairman 
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PHYSICIANS,  A WEEKEND 
WITH  THE  RESERVE 
ISN'T  JUST  ANOTHER  DAY 
AT  THE  OmCE. 


It  s not  just  different  in  the  Army  Reserve, 
there  are  opportunities  to  explore  other 
phases  of  medicine,  to  add  knowledge,  and 
to  develop  important  administrative  skills. 
There  are  enough  different  needs  to  fill  right 
in  your  local  Army  Reserve  unit  to  make  a 
weekend  a month  exciting  and  rewarding. 

Explore  the  possibilities.  Call  our  officer 
counselor: 

USAR  AMEDD  Procurement 
1933  Montgomery  Highway 
Suite  140 

Birmingham,  AL  35209 
(205)  933-2131/2143 


ARMY  RESERVE.  BE  AUYOU  CAN  BE. 


Planning  for  Tax  Reform 

Sirote,  Permutt,  Friend,  Friedman,  Held  and  Apolinsky,  P.C.* 


On  Dec.  17,  1985,  the  House  of  Representatives 
passed  by  voice  vote  H.R.  3838,  the  House  Ways 
and  Means  Committee’s  tax  overhaul  bill. 

Subsequently,  the  House  agreed  to  a nonbinding 
resolution,  which  expresses  the  sense  of  the  House 
that  effective  dates  on  certain  (unspecified)  tax  reform 
provisions  should  be  delayed  until  1987. 

This  resolution  instructs  the  Chairman  and  ranking 
member  of  the  House  Ways  and  Means  Committee, 
and  the  Chairman  and  ranking  member  of  the  Senate 
Finance  Committee,  together  with  the  Secretary  of  the 
Treasury,  to  prepare  a list  of  tax  reform  items  which 
would  not  become  effective  until  January,  1987. 

This  statement  is  supposed  to  be  released  before 
January  1,  1986.  A similar  resolution  has  been  ap- 
proved by  the  Senate. 

While  generally  favoring  only  prospective  legisla- 
tion, both  resolutions,  however,  observe  that  there  is 
a possibility  that  the  final  version  of  the  legislation 
might  include  effective  dates  earlier  than  January  1, 
1987. 


* Birmingham  Law  Firm. 


Therefore,  a final  version  of  this  bill  as  eventually 
passed  by  the  Senate  next  summer  and  signed  by  the 
President,  may  contain  many  effective  dates  different 
from  those  reflected  in  this  outline.  Some  of  the  major 
provisions  of  the  House  bill  are  as  follows. 

PART  ONE: 

MAJOR  CHANGES  FOR  INDIVIDUALS 
I.  Tax  Rate  Changes. 

A.  The  Ways  and  Means  Committee  Bill  would  institute 
four  rate  brackets  for  individuals  as  follows; 


Married  Taxpayers 

Single 

Rate 

Filing  Jointly 

Taxpayers 

15% 

Up  to  $22,500 

Up  to  $12,500 

25% 

$22,500-543,000 

$12,500-530,000 

35% 

$43,000-5100,000 

$30,000-560,000 

38% 

Over  $100,000 

Over  $60,000 

The  foregoing  rates  would  be  effective  July  1,  1986.  Thus 
for  1986,  taxpayers  would  have  a blended  rate  schedule. 
B.  Capital  Gains  Rates. 

The  highest  effective  rate  for  net  capital  gain  would  go 
up  to  22%.  This  is  accomplished  by  changing  the  de- 
duction for  net  capital  gain  to  50%  beginning  January 
1,  1986  and  to  42%  beginning  January  1,  1987. 
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II.  Other  Changes  in  Tax  Computation. 

A.  The  Personal  Exemption. 

Personal  exemptions  would  increase  to  $2,000  effective 
January  1,  1987,  but  this  amount  will  only  increase  to 
$1,500  for  itemizers.  The  effect  of  this  change  is  that 
a family  of  four  loses  $2,000  ($500  each)  from  the 
blended  total  of  itemized  deductions.  This  represents  a 
true  tax  penalty  for  itemizers. 

B.  The  Standard  Deduction.  This  amount  would  be  in- 
creased to  $4,800  for  married  taxpayers  filing  joint  re- 
turns; $4,200  for  heads  of  households  and  $2,950  for 
single  taxpayers.  These  increases  will  be  effective  Jan- 
uary 1,  1987.  NOTE:  Married  taxpayers  filing  jointly 
would  not  itemize  unless  itemized  deductions  exceeded 
$6,800.  See  II. A. 

C.  The  Two-Earner  Deduction. 

The  two-earner  deduction  originally  designed  to  offset 
the  marriage  penalty  would  be  eliminated. 

D.  Income  Averaging  would  be  repealed. 

III.  Other  Important  Changes  Affecting  Individuals. 

A.  Miscellaneous. 

1.  The  state  and  local  tax  deduction  would  be  retained. 

2.  The  present  tax  exclusion  for  unemployment  benefits 
would  be  repealed. 

3.  Exclusions  for  scholarships  and  fellowships  would 
be  restricted  to  monies  actually  spent  on  tuition, 
course  materials  and  equipment. 

4.  Deductions  normally  characterized  as  “miscella- 
neous" itemized  deductions  on  Schedule  A,  Form 
1040,  consisting  primarily  of  employee  business  ex- 
penses, would  only  be  deducted  to  the  extent  the 
aggregate  of  such  deductions  exceeded  one  percent 
of  the  taxpayer’s  adjusted  gross  income. 

5 . The  charitable  contribution  deductions  for  taxpayers 
who  do  not  itemize  would  become  permanent.  Under 
the  provision,  non-itemizing  taxpayers  would  deduct 
the  excess  of  charitable  contributions  over  $100. 

B.  Interest  Deductions. 

Deductions  for  nonbusiness  interest  would  be  limited  to 
$10,000  ($20,000  for  joint  returns),  plus  the  taxpayers’ 
net  investment  income.  “Nonbusiness  interest’’  is  de- 
fined to  mean  any  interest  allowable  as  a deduction 
except  (1)  “Qualified  Residence  Interest,”  (2)  Interest 
allowable  as  a deduction  in  computing  adjusted  gross 
income  and  which  is  not  attributable  to  a “limited  busi- 
ness interest.” 

1.  “Qualified  Residence  Interest”  means  any  interest 
paid  or  accrued  on  indebtedness  secured  by  any  prop- 
erty which  (at  the  time  such  interest  is  paid  or  ac- 
crued) is  a “qualified  residence”  of  the  taxpayer. 
The  term  “qualified  residence”  refers  to  the  tax- 
payer’s principal  residence  and  one  other  residence. 

NOTE:  qualified  residence  interest  does  not  have  to 
be  on  indebtedness  used  to  acquire  the  residence  but 
merely  secured  by  a residence;  however,  indebted- 
ness in  excess  of  the  residence’s  fair  market  value 
does  not  qualify.  Also,  the  term  “residence”  in- 
cludes a residential  lot  unless  divided  by  the  taxpayer 
and  sold.  Up  to  six  weeks  of  time-sharing  of  resi- 
dential property  may  also  qualify  as  one  residence. 

2.  A “limited  business  interest”  includes  any  interest 


as  a limited  partner  in  a partnership  or  any  other 
partnership  interest  if  the  taxpayer  does  not  actively 
participate  in  the  management  of  the  partnership.  A 
limited  business  interest  also  includes  shareholders 
in  an  S corporation  if  the  taxpayer  does  not  actively 
participate  in  the  management  of  such  corporation. 
Lessors  may  also  be  included  if,  for  the  taxable  year, 
the  sum  of  the  deductions  of  the  Lessor  for  ordinary 
and  necessary  §162  business  expenses  is  less  than 
15%  of  the  rental  income  produced  by  such  property, 
or  the  Lessor  is  otherwise  protected  against  loss.  The 
term  also  includes  any  other  person  who  has  an  in- 
terest in  an  enterprise  other  than  as  a limited  partner 
and  who  does  not  actually  participate  in  the  man- 
agement of  such  enterprise,  i.e.  a “limited  entre- 
preneur” within  the  meaning  of  §464(e)(2). 

C.  Application  of  At-Risk  Rules  to  Real  Estate. 

The  At-Risk  Rules  of  §465  were  made  applicable  to 
real  estate.  However,  qualified  nonrecourse  financing 
shall  be  considered  to  be  at-risk.  “Qualified  Nonre- 
course Financing”  means  financing  borrowed  with  re- 
spect to  real  estate  and  borrowed  from  a qualified  person 
(a  person  who  regularly  lends  money)  or  represents  a 
loan  from  or  guaranteed  by  any  federal,  state  or  local 
government  or  instrumentality  thereof. 

IV.  Fringe  Benefits. 

A.  No  changes  were  made  in  the  tax-free  status  of  employer 
provided  health  insurance.  Likewise,  the  $50,000  ex- 
clusion for  employer-provided  group  term  life  insurance 
and  the  $5,000  exclusion  for  employee  death  benefits 
are  unchanged,  except  that  the  new,  non-discrimination 
rules  for  all  employer-provided  fringe  benefits  would  be 
imposed. 

B.  Section  401  (k). 

Tax  deductions  under  Section  401(k)  may  not  exceed 
$7,000.  Similar  deductions  under  Section  403(b)  for 
qualified  organizations  (educational  organizations,  hos- 
pitals, churches,  etc.)  may  not  exceed  $10,000  an- 
nually. Also,  limitations  under  defined  benefit  plans 
have  been  reduced  from  $90,000  to  $77,000  and  for 
defined  contribution  plans  from  $30,000  to  $25,000. 
IRA  contributions  must  be  reduced  dollar  for  dollar  by 
the  amount  of  any  401(k)  contributions. 

V.  Alternative  Minimum  Tax. 

The  alternative  minimum  tax  rate  would  be  increased  to 
25%.  Exemptions  for  alternative  minimum  taxable  income 
would  be  available  in  the  amount  of  $40,(X)0  for  joint  re- 
turns, $30,000  for  single  returns  and  $20,000  for  married 
couples  filing  separately.  One  of  the  most  important  new 
tax  preferences  would  be  losses  from  passive  investments, 
i.e.  a trade  or  business  in  which  the  taxpayer  did  not  ma- 
terially participate  in  management.  For  registered  tax  shel- 
ters, this  new  preference  item  would  be  the  lesser  of  $50,000 
or  the  taxpayer’s  cash  contribution  in  the  investment.  For 
other  investments,  this  preference  would  equal  net  losses  in 
excess  of  cash  contributions  in  the  investment.  Other  new 
preference  items  include  tax  exempt  interest  income  from 
non-govcmmcntal  bonds,  excluded  income  earned  by  Amer- 
icans working  abroad  and  untaxed  depreciation  on  property 
contributed  to  charities. 
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VI,  Changes  in  Trust.  Estate  and  Generation  Skipping  Taxation. 

A.  Generation  Skipping  Tax. 

The  structure  of  the  generation-skipping  transfer  tax 
would  be  changed  to  impose  a single  flat  rate  tax  of 
55%  upon  generation  skipping  transfers.  This  rate  is  to 
drop  to  50%  in  1988  as  the  maximum  estate  tax  rate 
drops.  In  addition  to  the  changed  method  of  taxing  gen- 
eration skipping  transfers,  direct  transfers  that  skip  gen- 
erations, e.g.  from  grandparent  to  grandchild,  would 
also  be  subject  to  tax.  However,  there  is  a two  million 
dollar  per  donee  exemption  for  such  direct  skips.  In 
addition,  all  generation  skipping  transfers  would  have 
a flat  one  million  dollar  exemption  available.  In  the  case 
of  a direct  skip,  the  taxable  amount  is  the  value  of  the 
property  received  by  the  transferee  as  distinct  from  the 
gross  value  of  the  property  transferred.  Thus,  the  tax 
would  be  imposed  on  direct  skips  only  on  after-tax 
amounts  actually  received. 

B.  Taxation  of  Trusts. 

All  grantor  trusts  would  be  taxed  at  the  marginal  rate 
of  the  grantor.  The  tax  would  actually  be  imposed  upon 
the  trust  itself.  Similarly,  when  income  and  principal 
of  a trust  is  irrevocably  allocated  to  an  individual  ben- 
eficiary, the  trust  would  be  taxed  at  the  beneficiary’s 
marginal  tax  rate.  Unearned  income  of  minor  children 
who  have  not  attained  the  age  of  14  years  attributable 
to  parental  sources  shall  be  taxed  at  the  parents’  marginal 
rates.  “Net  parental  source  unearned  income’’  includes 
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all  unearned  income  except  amounts  derived  from 
“qualified  segregated  assets.”  Thus,  income  from  a 
wholly  segregated  asset  not  received  from  parents  is 
excluded.  Income  from  mixed-source  assets  will  con- 
stitute “net  parental  source  unearned  income.” 

VII.  Expenses  of  Business  Meals,  Travel  and  Entertainment. 

A.  Business  Meals. 

In  order  to  be  deductible,  business  meals  would  be  re- 
quired to  have  a clear  business  purpose  presently  related 
to  the  active  conduct  of  a trade  or  business  (applies 
stricter  test  than  entertainment  expenses),  must  not  be 
lavish  or  extravagant,  and  the  taxpayer  (or  an  employee) 
must  be  present  at  the  furnishing  of  such  food  or  bev- 
erage. Only  80%  of  the  cost  of  food  and  beverages  (quiet 
business  meals  while  away  from  home  and  even  meals 
furnished  employees  on  the  business  premises)  will  be 
deductible. 

PROPOSED  NEW  PENALTY;  If  a tax  underpayment 
is  due  to  an  erroneous  deduction  for  any  expense  for 
food  or  beverages  and  such  error  is  due  to  negligence 
or  disregard  of  rules,  the  addition  to  tax  shall  not  be 
less  than  50%  of  the  portion  of  such  underpayment 
attributable  to  such  error.  However,  if  the  error  was  due 
to  fraud,  the  additional  tax  shall  not  be  less  than  100%. 

B . Travel  Expenses . 

Only  80%  of  qualifying  travel  expenses  will  be  de- 
ductible. Furthermore,  there  shall  be  no  deduction  for 
cost  of  travel  while  away  from  home  on  behalf  of  a 
charity  “unless  there  is  no  significant  element  of  per- 
sonal pleasure,  recreation,  or  vacation  in  such  travel.” 
Luxury  water  transportation  shall  not  be  deductible  to 
the  extent  it  exceeds  twice  the  aggregate  per  diem  for 
federal  employees  traveling  in  the  United  States.  No 
deduction  shall  be  allowed  for  expenses  for  travel  as  a 
form  of  education.  Furthermore,  no  deduction  shall  be 
allowed  for  the  cost  of  conventions,  seminars  or  similar 
meetings  under  §212. 

PART  TWO 

MAJOR  CHANGES  FOR  CORPORATIONS 
I.  Tax  rates. 

A.  Corporate  graduated  rate  schedules  would  be  as  follows: 

Zero  to  $50,000  15% 

$50,000  to  $75,000  25% 

Over  $75,000  36%* 

* A 5%  surtax  will  be  imposed  on  income  over  $100,000 
and  under  $350,000  in  order  to  phase  out  the  surtax 
exemption.  Above  $350,000,  a flat  36%  rate  would 
apply. 

B.  Capital  Gains. 

Capital  Gains  would  be  taxed  as  ordinary  income  with 
no  special  treatment  at  the  corporate  level. 

C.  Dividends  Paid/Received  Deductions. 

Ten  percent  of  dividends  paid  to  shareholders  would  be 
deductible  by  the  corporation.  This  new  10%  deduction 
would  be  phased  in  at  1%  per  year  beginning  in  1987. 
The  corporate  dividends  received  deductions  would  be 
reduced  from  85%  to  80%  in  1986  and  would  be  even- 
tually reduced  to  70%  by  1995. 
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II.  Sub-Chapter  C Revisions. 

Effective  on  or  after  November  20,  1985,  §336  would  be 
amended  by  the  Ways  & Means  Committee  Bill  to  require 
recognition  of  gain  or  loss  to  a corporation  on  distribution 
of  property  in  complete  liquidation.  This  rule  would  not 
apply  to  liquidations  for  a subsidiary  under  §332  except 
where  there  are  minority  shareholders.  There  is  a major 
exception  for  closely-held  corporations  which  conduct  an 
active  trade  or  business,  but  the  exception  only  applies  to 
long-term  capital  gain.  Thus,  short-term  capital  gain  or  loss 
and  ordinary  gain  or  loss  must  nevertheless  be  recognized. 
§§337  and  338  would  be  amended  to  conform. 

III.  Alternative  Minimum  Tax. 

The  present  “add-on”  minimum  tax  for  corporations  would 
be  replaced  with  an  alternative  minimum  tax  similar  to  that 
for  individuals.  The  corporate  alternative  minimum  tax  rate 
would  be  25%  with  an  exclusion  of  $40,000.  Additional 
preference  items  would  include  tax-exempt  interest  on  non- 
governmental bonds,  tax  benefits  derived  from  the  use  of 
the  completed  contract  method  of  accounting,  income  ex- 
cluded by  utilization  of  foreign  sales  corporations  and  un- 
taxed depreciation  on  property  contributed  to  charity. 


PART  THREE 

OTHER  MAJOR  REVISIONS 


I.  Depreciation. 


A. 

Recovery  periods  would  be  extended  in  accordance  with 
the  following  table. 

Class 

ADR  Midpoints 

Recovery 

1 

4.5  years  and  under,  plus  rental 
clothing 

3 

2 

5 to  6.5  years,  plus  all  cars  and  light 
general  purpose  trucks,  computer- 
based  central  station  telephone 
switching,  and  racehorses 

5 

3 

7 to  9.5  years 

7 

4 

10  to  12.5  years,  plus  equipment  with 
no  ADR  midpoint  not  elsewhere 
classified  and  showhorses 

10 

5 

13  to  15.5  years,  plus  single-purpose 
agricultural  structures 

13 

6 

16  to  19.5  years 

16 

7 

20  to  24.5  years,  plus  very  low-in- 
come  housing 

20 

8 

25  to  29.5  years 

25 

9 

30  to  35.5  years,  plus  moderately 
low-income  housing 

30 

10 

36  years  and  over,  plus  structures 

30 

B.  Depreciation  recapture  rules  remain  unchanged.  It  is 
extremely  important  to  note  that  Congress  also  changed 
the  accelerated  depreciation  method  for  classes  one 
through  nine  above  allowing  200%  declining  balance 
rather  than  the  present  150%  declining  balance  method 
of  depreciation.  However,  deductions  for  most  real  es- 
tate would  be  computed  under  the  straight  line  method 
and  recovered  over  30  years.  Annual  depreciation  de- 
ductions may  also  be  increased  by  1/2  the  percentage 
of  inflation  in  excess  of  5%.  For  property  under  con- 
struction, transition  rules  would  continue  current  law 
for  investment  tax  credit  and  depreciation  deductions. 
For  binding  contracts  signed  on  or  before  September 


25,  1985,  Class  1-2  property  must  be  placed  in  service 
by  July  I,  1986,  Classes  3-6  property  must  be  placed 
in  service  by  January  1,  1989,  and  Classes  7- 10  property 
must  be  placed  in  service  by  January  1,  1991. 

C.  Investment  Tax  Credit. 

Investment  tax  credit  would  be  repealed  with  the  same 
transition  rules  as  noted  above  for  depreciation. 

D.  Other  Tax  Credits. 

1 . Research  and  Development  Tax  Credit. 

Reduced  to  20%  and  the  nature  of  expenditures  tight- 
ened. However,  corporate  donations  to  fund  uni- 
versity basic  research  would  qualify  for  a new  20% 
credit.  The  current  charitable  contribution  deduction 
for  donations  of  research  equipment  would  be  ex- 
panded to  incorporate  certain  tax  exempt  scientific 
research  organizations. 

2.  Rehabilitation  Tax  Credit. 

The  rehabilitation  tax  credit  for  historic  structures 
would  be  reduced  to  20%  and  for  other  structures 
would  be  reduced  to  10%. 

3.  The  Targeted  Jobs  Tax  Credit. 

Would  be  extended  through  December  31,  1987,  but 
reduced  to  40%  of  qualifying  wages  up  to  $6,000  in 
the  first  year  of  employment. 

4.  Energy  Tax  Credit. 

The  energy  tax  credit  for  renewable  solar  energy 
property  for  residential  and  business  purposes  would 
be  extended.  The  credit  for  residences  would  be  30% 
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in  1986,  but  drop  to  20%  in  1987  and  thereafter. 
The  business  credit  would  be  set  at  15%  for  1986, 
but  drop  to  12%  in  1987  and  thereafter. 

5.  Residential  Conservation  Credit. 

Would  be  allowed  to  expire  in  1985. 

NOTE;  The  limitation  on  the  amount  of  income  tax  liability  that 
may  be  reduced  by  tax  credits  would  be  reduced  to  80%  of  tax 
liability  in  excess  of  $25,000. 

II.  Farm  and  Lumber. 

The  cost  of  clearing  land  for  farming  would  no  longer  be 
expensed,  though  cost  for  soil  and  water  conservation  would 
continue  to  be  expensed.  Expensing  of  preproductive  period 
cost  for  farmers,  ranchers,  producers  of  Christmas  trees,  and 
nursery  stock  would  be  continued.  Similar  cost  of  producers 
of  timber  who  own  50,000  acres  or  less  would  be  amortiz- 
able over  five  years.  Gains  from  the  sale  of  timber  would 
continue  to  be  taxed  at  capital  gains  rates  for  individuals. 

III.  Oil  and  Gas. 

A.  Intangible  drilling  costs  could  be  expensed  up  until  in- 
stallation of  the  production  casing.  Other  intangible 
drilling  costs  would  be  amortized  over  26  months  or 
written  off  sooner  if  the  hole  is  determined  to  be  dry. 

B.  Percentage  depletion. 

Will  be  phased  out  over  the  next  three  years  except  for 
some  stripper  oil  and  gas  wells  owned  by  independent 
producers. 

IV.  Hard  Minerals. 

Exploration  and  development  costs  will  continue  to  be  ex- 
pensed but  must  be  recaptured  into  income  when  the  mines 
become  productive.  Depletion  allowances  will  be  phased 
down  to  5%  between  1986  and  1988. 

V.  Accounting. 

A.  Cash  Accounting. 

Taxpayers  would  be  required  to  change  to  the  accrual 
method  of  accounting  except  for  businesses  with  five 
million  dollars  or  less  in  gross  receipts  and  certain  des- 
ignated professional  trades  or  businesses,  including  law 
and  accounting.  In  addition,  businesses  operated  as  part- 
nerships or  Subchapter  S corporations,  i.e.  pass-through 
entities,  would  continue  to  qualify  for  the  cash  method. 

B.  Installment  Notes. 

Pledging  of  installment  obligations  will  hereafter  trigger 
recognition  of  the  unrealized  gain  inherent  in  such  ob- 
ligations except  for  installment  payments  due  within 
nine  months. 

C.  Completed  Contract  Method. 

For  contracts  lasting  longer  than  two  years,  the  com- 
pleted contract  method  of  accounting  would  be  repealed. 
Only  contractors  with  less  than  Ten  Million  Dollars  in 
gross  receipts  would  be  excepted  from  the  foregoing 
rule. 

D.  Reserve  Method  for  Bad  Debts. 

Use  of  the  reserve  method  for  bad  debts  for  taxpayers 
other  than  financial  institutions  would  be  repealed. 

VI.  Industrial  Development  Bonds. 

A.  The  Bill  reduces  the  volume  of  private  activity  industrial 
development  bonds  (IDBs)  that  may  be  issued  by  each 
state. 

B.  Nonessential  Function  Bonds. 

Unlike  financing  for  general  government  operations,  in- 


terest on  “nonessential  function  bonds”  is  not  tax  ex- 
empt unless  a specific  exception  is  provided  in  the  Code. 
“Nonessential  function  bonds”  are  (a)  bonds  the  lesser 
of  10%  or  $10,000,000  of  the  proceeds  of  which  are 
used  in  the  trade  or  business  of  any  person  other  than 
a qualified  governmental  unit  or  (b)  bonds  the  lesser  of 
5%  or  $5,000,000  of  the  proceeds  of  which  are  used  to 
make  or  finance  loans  to  any  person  other  than  a qual- 
ified governmental  unit. 

“Nonessential  function  bonds”  that  qualify  for  tax-ex- 
empt status  include,  among  other  things,  exempt-facility 
bonds  (e.g.,  qualified  multifamily  residential  rental 
housing),  and  small-issue  IDBs.  The  Bill  repeals  the 
scheduled  termination  dates  of  1986  (nonmanufactur- 
ing) and  1988  (manufacturing)  for  small-issue  IDBs. 

C.  Use  of  Proceeds. 

All  of  the  net  proceeds  of  the  small-issue  IDBs  must  be 
used  for  the  acquisition,  construction,  reconstruction  or 
improvement  of  land  or  depreciable  property  (formerly, 
only  90%  had  to  be  so  used). 

D.  Qualified  Redevelopment  Bonds. 

The  Bill  provides  a tax  exemption  for  interest  on  a new 
category  of  bonds,  qualified  redevelopment  bonds. 
Qualified  redevelopment  bonds  are  bonds  which  are  part 
of  an  issue  all  of  the  net  proceeds  of  which  are  to  be 
used  for  redevelopment  purposes  in  a locally  designated 
blighted  area.  Such  bonds  cannot  be  repaid  or  secured 
by  any  nongovernmental  person,  other  than  by  means 
of  incremental  real  property  tax  revenues.  Therefore, 
bonds  that  are  IDBs  under  current  law  may  not  be  qual- 
ified redevelopment  bonds. 

E.  Arbitrage. 

Arbitrage  is  the  technique  by  which  the  entity  receiving 
the  proceeds  of  the  bond  issue  invests  those  proceeds 
at  a rate  higher  than  it  is  paying  on  the  bonds.  The 
borrower  thereby  makes  a profit  on  the  difference  be- 
tween the  tax-free  rate  and  the  taxable  rate.  If  a bond 
is  a “arbitrage  bond”  it  is  not  a tax-exempt.  The  Bill 
provides  that  if  acts  intended  to  earn  arbitrage  are  taken 
after  the  date  of  issuance,  the  bonds  will  become  taxable 
retroactive  to  the  issuance  date. 

Under  the  Bill,  bond  proceeds  can  be  freely  invested 
for  certain  temporary  periods. 

The  bill  retains  the  requirement  that  certain  arbitrage 
profits  must  be  rebated  to  the  federal  government.  The 
bill  extends  this  rule  to  apply  to  low-income  housing 
bond  issues. 

F.  Refunding. 

No  nonessential  function  bonds  may  be  advance  re- 
funded; an  advance  refunding  is  when  the  refunded  bonds 
are  not  redeemed  within  30  days  after  the  refunding 
bonds  are  issued. 

G.  E.xpenditures . 

An  amount  equal  to  at  least  5%  of  bond  proceeds  must 
be  expended  for  the  governmental  purpose  of  the  bond 
issue  within  30  days  after  the  date  the  bonds  are  issued, 
and  an  amount  equal  to  all  bond  proceeds  must  be  spent 
for  the  governmental  purpose  of  the  issue  within  three 
years  after  the  bonds  are  issued.  0 
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Surgical  Aspects  of  Lesions 
Involving  the  Connective  Tissue 
of  the  Retroperitoneum 

Alberto  Escallon,  Jr.,  M.D.  and  Joaquin  S.  Aldrete,  M.D.* 


Abstract 

Lesions  primarily  affecting  the  areolar  con- 
nective tissue  are  relatively  uncommon.  Ret- 
roperitoneal hematomas  of  traumatic  origin  are 
those  more  frequently  encountered  followed  by 
retroperitoneal  fibrosis  and  retroperitoneal  in- 
fections. Other  lesions  that  rarely  occur,  such 
as  non-traumatic  retroperitoneal  hematomas, 
benign  retroperitoneal  neoplasms  and  cysts  are 
discussed  in  this  review  emphasizing  specific 
guidelines  for  the  diagnosis  and  treatment  of 
each  of  these  lesions  that  affect  the  connective 
tissue  of  the  retroperitoneal  space. 


* From  the  Department  of  Surgery,  University  of  Alabama  School  of  Medicine, 
Birmingham. 

Reprint  requests.  Joaquin  S.  Aldrete,  M.D,,  Department  of  Surgery,  UAB,  Uni- 
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The  retroperitoneum  is  a potential  space  bounded 
above  by  the  diaphragm,  below  by  the  upper  bor- 
der of  the  bony  pelvis,  posteriorly  by  the  vertebral 
bodies,  and  laterally  by  the  psoas  muscle.  It  contains 
the  kidneys,  ureters,  bladder,  the  adrenals  and  the  pos- 
terior portion  of  the  duodenum,  pancreas  and  right 
colon,  as  well  as  the  aorta  and  vena  cava  with  their 
branches  (Figure  1).  It  also  contains  the  sympathetic 
chains  and  autonomic  plexuses,  and  a large  amount  of 
lymphatic  channels,  nodes,  and  areolar  connective  tis- 
sue. 

The  diagnosis  and  management  of  pathological  le- 
sions originating  or  located  in  specific  organs  within 
the  retroperitoneal  space,  such  as  the  kidneys,  adre- 
nals, pancreas,  etc,,  are  well  known  and  are  not  the 
subject  of  this  review.  However,  the  pathological  le- 
sions originating  or  involving  primarily  the  connective 
tissue  of  the  retroperitoneum  are  relatively  uncommon 
and  their  diagnosis  and  management  remain  unclear 
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Figure  I : Major  anatomical  structures  contained  totally  or  par- 
tially in  the  retroperitoneal  space. ^ 


to  a certain  point.  The  purpose  of  this  review  is  to 
delineate  specific  guidelines  for  the  diagnosis  and  treat- 
ment of  such  retroperitoneal  lesions. 

Perhaps  the  most  significant  advance  in  surgical  le- 
sions of  the  retroperitoneal  space  in  the  past  five  years 
has  been  the  wide  use  of  computerized  tomography 
(CT)  which  allows  precise  determination  of  the  size, 
extension  and  the  diagnostic  differentiation  of  the  dif- 
ferent lesions  involving  the  retroperitoneal  space.  For 
didactic  purposes,  the  processes  affecting  the  connec- 
tive areolar  tissue  of  the  retroperitoneal  space  are  dis- 
cussed separately  as  traumatic,  neoplastic,  infectious 
and  fibrotic. 


Traumatic  Lesions 

Although  extravasation  of  blood  in  the  retroperito- 
neal space  can  occur  after  reconstructive  vascular  sur- 
gery of  the  abdominal  aorta  or  vena  cava,  or  their 
branches,  or  sometimes  after  seemingly  spontaneous 
rupture  of  smaller  vessels  of  the  retroperitoneal  space 
forming  large  retroperitoneal  hematomas  (RPH),  mostly 
in  patients  receiving  anticoagulants,'  the  great  majority 
of  these  hematomas  are  of  traumatic  origin  (60-70%), 
usually  after  blunt  abdominal  trauma. 

The  importance  of  the  categorization  of  RPH  for 
their  accurate  and  effective  treatment  has  been  well 
described^'  ^Figure  2).  Central  hematomas,  either  sta- 
ble or  expanding,  should  always  be  explored;  (lank 
hematomas  should  be  explored  only  when  expanding 
or  when  the  preoperative  excretory  urogram  or  arte- 
riogram has  shown  major  damage  to  one  or  both  kid- 
neys, or  to  their  vascular  pedicle.  Pelvic  hematomas 
that  are  contained  and  do  not  appear  to  be  expanding 
should  not  be  explored. 

It  should  be  noted  that  in  hemodynamically  stable 
patients  adequate  preoperative  diagnosis  of  the  RPH 
can  be  made  by  using  CT,  IVP  and  when  indicated 
selective  arteriography  which  can  also  be  u.sed  in  .se- 
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Figure  2 : Classification  of  retroperitoneal  hematomas  according 
to  their  anatomical  location.^ 


lected  cases  as  a therapeutic  measure,  therefore,  avoid- 
ing operation  in  about  13%  of  the  patients.^- ^ 

The  overall  mortality  for  these  patients  can  go  up 
to  38%,  but  if  one  excludes  the  mortality  related  to 
other  causes,  as  head  injury  or  intraperitoneal  asso- 
ciated injuries,  it  is  about  10%.  A recent  study  of  81 
patients  with  retroperitoneal  hematomas, “ showed  that 
respiratory  dysfunction  complicates  the  course  of  al- 
most 40%  of  the  patients,  particularly  those  with  pelvic 
hematomas.  It  was  also  observed  that  when  ventilatory 
support  was  required  for  more  than  48  hours,  the  mor- 
tality rose  to  around  35%. 

Neoplastic  Lesions 

Retroperitoneal  tumors  are  rare;  in  a large  series 
they  comprised  only  0.2%  of  60,000  tumors  observed 
over  a period  of  26  years. ''  Eighty-five  percent  of  ret- 
roperitoneal neoplasms  are  malignant."'  They  occur 
more  frequently  in  people  older  than  40  years  of  age 
(60%).  They  equally  affect  both  genders.  Abdominal 
pain  and  often  the  presence  of  a mass  detected  inci- 
dentally by  X-rays  or  by  palpation,  are  the  usual  pre- 
senting symptom  and  sign.  Neoplasms  of  the 
retroperitoneal  space  can  be  classified  into  malignant, 
benign  and  cystic. 

Malignant  Neoplasms 

Using  their  embryologic  origin  and  histologic  char- 
acteristics, Ackerman*  categorized  the  malignant  tu- 
mors of  the  retroperitoneal  space  as  follows:  tumors 
of  mesodermal  origin  including  liposarcoma,  leio- 
myosarcoma, fibrosarcoma,  rhabdomyosarcoma,  lym- 
phangiosarcoma,  lymphoma,  hemangiosarcoma  and 
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xanthogranuloma;  tumors  of  nervous  origin  including 
schwannoma,  neuroblastoma,  malignant  paragan- 
glioma and  malignant  pheochromocytoma;  and  tumors 
arising  from  embryonic  remnants,  primarily  malignant 
teratoma  and  chordoma.  Most  malignant  retroperito- 
neal tumors  are  of  mesodermal  origin. 

Because  lymphomas  originating  in  the  abdominal 
cavity  frequently  involve  the  retroperitoneal  space  and 
their  course  and  management  differ  from  those  of  sar- 
comatous tumors,  they  are  excluded.  Most  patients 
with  retroperitoneal  sarcomas  have  a low  survival  rate 
because  the  majority  of  these  tumors  remain  undi- 
agnosed until  they  have  reached  an  advanced  stage. 
Liposarcomas  occur  more  frequently  (30%),  followed 
by  leiomyosarcoma,  rhabdomyosarcoma  with  its  dif- 
ferent varieties,  and  fibrosarcoma  in  19%,  14%,  and 
13%  of  the  cases,  respectively. 

Plain  abdominal  roentgenograms  in  the  AP  and  lat- 
eral projections  usually  demonstrate  the  retroperitoneal 
mass.  Displacement  and  rotation  of  the  ureters  and 
kidneys  shown  in  intravenous  pyelograms  are  often 
the  initial  finding.  However,  computerized  tomogra- 
phy will  provide  the  most  useful  information  for  ther- 
apeutic decisions  not  only  confirming  the  presence  of 
the  retroperitoneal  tumor  but  also  providing  accurate 
information  about  the  size,  extent  and  composition  of 
the  tumor  and  also  its  effect  on  adjacent  structures. 
Therefore,  CT  should  be  obtained  in  all  patients  sus- 
pected of  having  a primary  or  secondary  retroperito- 
neal tumor. 

Surgical  treatment  continues  to  be  the  best  choice 
for  these  patients,  although  in  most  of  them  the  main 
benefit  of  operation  will  be  to  provide  a tissue-proven 
diagnosis.  The  tumor  should  be  excised  completely  if 
possible,  but  the  large  size  of  these  tumors  and  their 
frequent  extension  to  the  adjacent  structures  often  pre- 
cludes total  excision.  The  operative  mortality  has  ranged 
between  2-20%.  Chemotherapy  and  radiation  therapy 
have  proven  to  be  important  adjuvant  therapies  to  sur- 
gical resection  and  primary  therapeutic  modalities  in 
unresectable  retroperitoneal  malignant  tumors.’ 

The  results  of  treatment  are  summarized  by  Cody 
in  his  analysis  of  158  cases  of  retroperitoneal  sarco- 
mas;* the  mean  five  year  survival  after  complete  re- 
section was  40%  versus  3%  after  incomplete  resection. 
The  fact  that  the  surgical  treatment  has  not  proven  to 
be  efficient  is  reflected  by  only  23%  of  the  patients 
being  alive  after  five  years  and  free  of  disease.  That 
is,  77%  of  the  patients  who  survived  five  years  had 
recurrence  of  the  disease.  This  fact  implies  the  need 
for  adjuvant  therapy  such  as  radiotherapy  and  chem- 
otherapy. 

Benign  Neoplasms 

Benign  retroperitoneal  tumors  of  solid  consistency 
are  usually  lipomas,  neurofibromas,  leiomyomas,  and 
hemangiomas.  The  main  problem  they  produce  is  dif- 


ferentiation from  malignant  tumors  and  occasionally 
when  they  obtain  large  size  they  displace  and  compress 
adjacent  anatomical  structures.  In  such  circumstances, 
surgical  excision  must  be  considered. 

Retroperitoneal  Cysts 

Retroperitoneal  cysts  occur  rarely  and  their  em- 
bryological  development  and  clinical  implications  have 
been  well  described.^  '’ 

Urogenital  cysts  can  develop  on  any  of  the  different 
embryological  stages  of  the  urinary  system.  The  pro- 
nephron eventually  will  disappear,  but  a remnant  of 
the  pronephric  system  can  persist  behind  the  perito- 
neum and  form  cysts.  The  mesonephron  gives  rise  to 
the  collecting  tubules,  calyces,  pelvis  and  ureters,  and 
the  metanephron  gives  rise  to  the  secretory  tubules  and 
the  Bowman’s  capsule.  The  mesonephron  consists  pri- 
marily of  83  tubules  of  which  57  should  degenerate 
and  disappear  entirely.  If  one  of  these  persists,  cysts 
can  develop.  The  remaining  26  tubules  will  give  rise 
to  the  genital  glands  by  means  of  the  epigenitalis,  and 
the  paragenitalis  which  gives  rise  in  the  female  to  the 
various  tubular  structures  formed  in  and  near  the  broad 
ligament,  as  paroophoron  which  eventually  can  pro- 
duce cysts  in  the  pelvic  portion  of  the  retroperitoneum. 

The  metanephron  gives  rise  to  the  definitive  kidney 
when  it  joins  the  ureteric  bud  (mesonephric  structure). 

If  the  ureteric  bud  fails  to  join  the  metanephron,  it  can 
happen  that  the  latter  one  can  develop  normally  and 
the  accumulating  secretions  give  rise  to  cysts. 

The  Mullerian  duct  which  in  females  gives  rise  to 
the  ureters  and  fallopian  tubes,  practically  disappears 
in  males,  occasionally  a remnant  persists  in  the  form 
of  a retroperitoneal  cyst.  Mesocolic  cysts  result  from 
imperfect  fusion  of  the  multiple  peritoneal  layers  when  ! 
the  intestine  returns  to  the  abdominal  cavity  from  within  j 
the  umbilical  sac.  Lymphatic  cysts  have  been  related 
to  cystic  hygroma  of  the  neck  and  are  sometimes  con- 
sidered as  chylous  cysts.  Parasitic  cysts  are  sometimes 
seen  in  the  form  of  hyatid  cysts  of  the  Taenia  Echi- 
nococcus in  the  retroperitoneum.  Cysts  of  the  pancreas 
and  kidneys  are  not  included  in  this  classification  be- 
cause the  term  retroperitoneal  cyst  should  be  applied 
only  to  those  cysts  originating  and  lying  in  the  fatty 
and  areolar  tissue  of  the  retroperitoneal  space. 

Infectious  Processes 

With  the  use  of  antibiotics  and  the  control  of  tu- 
berculosis in  the  last  30  years,  the  incidence  of  infec- 
tions of  the  retroperitoneal  space  has  significantly 
decreased,  but  they  have  not  disappeared. 

From  the  anatomical  point  of  view,  they  can  be 
divided  into  three  different  groups'^:  (1)  retrofascial 
abscesses,  (2)  posterior  retroperitoneal  or  perinephric 
abscesses,  and  (3)  anterior  retroperitoneal  space  ab- 
scesses. 
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The  retrofascial  abscesses  occur  behind  the  trans- 
versalis  fascia  and  originate  largely  from  osseous  struc- 
tures as  the  vertebral  bodies  or  the  twelfth  rib.  In  the 
past,  tuberculosis  accounted  for  more  than  half  of  these 
patients,  but  actinomycosis  also  produces  some  of  these 
infections.  Perinephric  abscesses  result  mainly  from 
infections  or  injuries  to  the  kidneys,  pyelonephritis 
caused  about  60%  of  these  abscesses.  Anterior  retro- 
peritoneal space  abscesses  are  related  to  posterior  per- 
formations  of  the  GI  tract,  mostly  appendicitis  and 
colonic  perforations,  in  over  85%  of  the  cases.  Rupture 
of  the  duodenum  to  the  retroperitoneal  space  can  be  a 
serious  complication  of  blunt  trauma  to  the  abdomen 
with  the  subsequent  formation  of  an  abscess  in  this 
area. 

The  mortality  is  related  to  the  failure  to  consider  the 
problem  in  the  differential  diagnosis.  The  presence  of 
gas  or  fluid  in  the  retroperitoneum  in  a plain  X-ray  of 
the  abdomen  should  be  considered  to  be  a reliable  sign 
of  a retroperitoneal  abscesses.  Alterations  of  the  psoas 
shadow,  scopliosis,  and  renal  destruction  should  all  be 
considered  suggestive  signs  of  retroperitoneal  ab- 
scesses. Computerized  tomography  again  will  be  a 
most  useful  method  to  confirm  the  diagnosis  and  in 
planning  the  strategy  for  therapy.'"* 


Retroperitoneal  Fibrosis  (RFP) 

In  this  disease,  the  retroperitoneal  space  is  diffusely 
infiltrated  by  fibrotic  tissue,  encasing  the  structures  of 
the  retroperitoneum,  especially  the  collecting  systems 
of  the  urinary  tract,  and  in  some  cases  the  great  ab- 
dominal vessels. 

It  affects  men  more  frequently  than  women.  It  usu- 
ally occurs  between  the  fifth  and  sixth  decades  of  life. 
More  than  70%  of  the  patients  will  describe  back  or 
flank  pain;  generalized  abdominal  pain  is  found  in  25% 
of  patients.  Signs  of  urinary  obstruction  can  be  de- 
tected in  33%  of  the  patients. 

The  etiology  of  RPF  remains  uncertain  although  a 
number  of  entities  or  substances  have  been  implicated 
in  its  development.  The  chronic  use  of  methysergide 
or  ergotamine  derivates  could  be  noticed  in  12%  of  a 
group  of  patients.'^-  '"The  second  most  commonly  as- 
sociated finding  is  malignancy  (8%).'^  The  often  ob- 
served “desmoplastic  reaction”  that  surrounds  some 
malignant  tumors  can  be  used  as  a clear  analogy  to 
illustrate  the  difficulty  in  excluding  malignancy  when 
dealing  with  RPF.  There,  many  of  these  patients  may 
have  two  or  more  laparotomies  suggesting  RPF,  only 
to  have  a later  laparotomy  or  autopsy  to  show  a ma- 
lignant tumor.  Multiple  deep  retroperitoneal  biopsies 
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should  be  performed,  and  the  ureters  should  strip  rel- 
atively freely  in  RPF  with  at  least  partial  return  of  their 
peristalsis.  If  ureterolysis  is  particularly  tedious,  a ret- 
roperitoneal tumor  should  be  suspected  and  searched 
for.  Retroperitoneal  fibrosis  has  been  associated  with 
different  kinds  of  systemic  fibrosis,  such  as  mediastinal 
fibrosis,  sclerosing  cholangitis,  Riedel’s  thyroiditis, 
and  pseudotumor  of  the  orbit.  More  recently,  a strong 
association  between  RPF  and  the  chronic  use  of  beta- 
blockers  has  been  noted. 

The  most  definitive  diagnosis  of  RPF  fibrosis  is  made 
by  the  findings  in  the  intravenous  or  retrograde  pye- 
lograms.  The  characteristic  triad  of  RPF  is:  (1)  hy- 
dronephrosis with  a dilated,  tortuous  upper  ureter,  (2) 
medial  deviation  of  the  ureter,  and  (3)  extrinsic  ureteral 
compression.  In  recent  years,  the  CT  scan  has  offered 
great  improvements  in  the  diagram  of  the  disease,  as 
well  as  a better  overview  of  its  magnitude  and  even 
some  etiological  considerations.-' 

Ureterolysis  should  be  performed  early  to  prevent 
further  damage  to  the  kidneys,  separating  the  ureters 
out  of  the  inflammatory  process  to  the  flank  of  the 
abdomen  placing  them  intraperitoneally,  or  wrapping 
them  with  omentum.  The  usefulness  of  corticosteroids 
for  treating  RPF  remains  uncertain  and  controversial, 
but  the  described  operative  management  often  provides 
adequate  palliation. 

In  summary,  traumatic,  neoplastic,  infectious  and 
fibrous  processes  can  affect  the  connective  areolar  tis- 
sue of  the  retroperitoneal  space.  Because  these  lesions 
are  not  frequently  encountered,  awareness  of  their  oc- 
currence is  important.  Their  general  characteristics  have 


been  described,  and  specific  guidelines  for  their  di- 
agnosis and  treatment  have  been  outlined. 
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the-art  equipment  available  includes  the  GE  9800,  Acuson,  and 
Siemann's  Mammomat-B. 

Highlands  Diagnostic  Center's  experienced  staff  stands  ready  to 
serve  your  diagnostic  needs  now  with  this  superior  technology  and 
the  finest  professional  service.  At  Highlands  Diagnostic  Center,  our 
only job  is  to  help  you  maximize  your  diagnostic  efficiency— so  you 
can  serve  your  patients  with  excellence,  within  today's  cost 
parameters. 

To  inquire  about  any  exam  or  service,  call  Highlands  Diagnostic 
Center.  Highlands  Diagnostic  Center,  your  state-of-the-art  diagnostic 
resource. 


Sagittal  MR  clearly  demonstrates  syrinx  of  cervical  cord 
from  C2-T I ( I ) . Syrinx  not  seen  continuously  on  this 
scan  because  of  marked  cervical  scoliosis.  Note  findings 
of  Arnold-Chiari  I as  tonsils  protrude just  below  level  of 
foramen  magnum  (2). 


THE  GE  SIGNA  utilizes  the  latest  In  Magnetic  Resonance 
Imaging  Technology  operating  at  1 .5  Tesla. 


CT  Scanning/Magnetic  Resonance  Imaging/Mammography/Nuclear  Medicine/Radiography/Fluoroscopy/Ultrasound 
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Highlands 


Center 


2173  Highland  Avenue ' 
Birmingham,  AL  35205  205/933-TECH 


ALABAMA 

MEDICINE 

CLASSIFIED 

Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 

PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Birming- 
ham. Faculty  appointment  with  Family  Practice  Center  at  Universi- 
ty of  Alabama  if  qualified.  Join  established  practice  or  work  indi- 
vidually. Salary  of  $50,000  to  $65,000  guaranteed  until  practice  is 
self-sufficient.  Generous  fringe  benefits  include  life,  disability, 
health,  retirement,  and  malpractice  insurance,  two  weeks  con- 
tinuing education,  and  three  weeks  annual  leave.  All  equipment, 
including  X-ray  and  lab,  furniture,  and  supplies  provided.  Manage- 
ment services  including  personnel,  payroll,  tax  reports,  and  billing 
provided.  If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation,  P.O. 
Box  1486,  Tuscaloosa,  Alabama  35403,  or  telephone  Frank 
Cochran,  collect  at  758-7545  for  more  information. 


ESTABLISHED  PRACTICE  LOCATION.  35  years  of  medical 
care  provided  at  this  historic  landmark  location  in  Tuscaloosa. 
Located  near  Downtown  and  the  University.  Suitable  for  imme- 
diate occupancy.  Extraordinary  opportunity!  Call  205-349-1309. 


FAMILY  PRACTITIONERS.  Largest  multispecialty  clinic  in  SE 
is  seeking  Board  Qualified  Family  Practitioners  to  staff  urban, 
suburban,  and  rural  satellite  clinics.  Send  CV  to  Debra  Zoeller, 
c/o  Norwood  Clinic,  Inc.,  PO  Box  C-230,  Birmingham,  AL  35283. 
Complete  details  on  first  inquiry. 


NORTH  ALABAMA.  Progressive  hi-tech  community,  new  med- 
ical clinic,  modem  equipment  and  quality  staffed,  PMD  accepted, 
full  and  part-time  physicians  needed.  Reply  to  Guff  South  Prop- 
erties, P.O.  Box  14067,  Huntsville,  Alabama  35815-0067. 


1986  CME  CRUISE/CONFERENCES  ON  SELECTED  MEDI- 
CAL TOPICS  — Caribbean,  Mexican,  Hawaiian,  Alaskan,  Med- 
iterranean. 7-12  days  year-round.  Approved  for  20-24  CME  Cat. 
1 credits  (AMA/PRA)  & AAFP  prescribed  credits.  Distinguished 
professors.  FLY  ROUNDTRIP  FREE  ON  CARIBBEAN,  MEX- 
ICAN, MEDITERRANEAN.  ALASKAN  CRUISES.  Excellent 
group  fares  on  finest  ships.  Registration  limited.  Pre-schcduled  in 
compliance  with  present  IRS  requirements.  Information:  Interna- 
tional Conferences,  189  Lodge  Ave.,  Huntington  Station,  N.Y. 
11746.  (516)  549-0869. 


EMERGENCY  PHYSICIAN  — ALABAMA,  Prattville  area.  New 
facility,  low  volume,  flexible  schedule,  GP  or  FP  with  ER  ex- 
perience, ACLS.  Income  higher  than  multiple  ER  groups,  CV  to 
S.E.  Jarrell,  M.D.,  Route  I,  Box  400,  Lowndesboro,  AL  36752, 
Call  (205)  278-4471  or  (205)  365-0651. 


Physicians  Signature  Loans  to  $50,000.  Up  to  7 years  to  repay  with 
no  prepayment  penalties.  Use  for  taxes,  consolidation,  investment 
or  any  other  purpose.  Prompt,  courteous  service.  Competitive  fixed 
rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians  Service 
Association,  Atlanta,  GA.  TOLL-FREE  (800)  241-6905.  Serving 
the  Medical  Community  for  over  10  years. 


SEMINARS  — Most  major  ski  areas.  Club  Med,  Disney  World  and 
other  resorts.  Topic:  MEDICAL/LEGAL  and  FINANCIAL  MAN- 
AGEMENT. Accredited.  CURRENT  CONCEPT  SEMINARS, 
INC.  (since  1980),  3301  Johnson  St.,  Hollywood  , FL  33021  (800) 
428-6069.  Fee  $175. 


Correctional  Medical  Systems,  Inc.,  the  nations  largest 
provider  of  contracted  health  care  in  the  field  of  correctional 
medicine  currently  has  full-time  and  part-time  primary  care 
practice  opportunities  available  in  the  Birmingham  and 
Montgomery  areas. 

As  a physician  associated  with  CMS  you’ll  enjoy: 

• Guaranteed  Income 

• Occurrence  malpractice  coverage 

• Career  potential 

• Full  complement  of  support  personnel 

• Regular  work  schedule 

For  further  information  on  these  opportunities,  please  call 
Greg  Shafer,  toll-free,  at  1-800-325-4809. 


FOR  SALE  — MEDICAL  OFFICE  CONDOMINIUM  in  Mont- 
gomery. Block  from  Baptist  Hospital.  Ideal  arrangement  for  2-3 
doctors.  Excellent  financing  available.  For  details,  Charles  Nicrosi 
Real  Estate,  P.O.  Box  11633,  Montgomery,  AL,  36111  or 
(205)264-0320. 
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Our  system 
can  ease  the 
pressures  of 
rising  health 
care  costs. 

One  reason  you  may  have  to  charge  higher  fees  is  that  some 
patients  pay  late,  or  not  at  all.  Let  us  collect  those  bad  debts  for 
you — ethically  and  within  the  law.  Then  you  won’t  have  to  make 
your  good  patients  pay  for  those  who  don’t  pay. 

I.C.  System  can  be  a vital  part  of  your  cost 

containment  program.  TKa  Qvcfiim 

Fill  out  this  card  and  mail  it  to  * * jyaidll 

find  out  how  lA^I*kS  MA 


Tell  me  more  about  the  I.C.  System  program. 


I.C.  SYSTEM,  INC. 

ACCOUNTS  RECEIVABLE  CONTROL  SERVICE 

444  East  Highway  96 
P.O.  Box  43639 
St.  Paul,  MN  55164 


AUXILIARY 


Mrs.  Art  A.  Stamler 
A-MASA  President 


A Dose  of  Good  PR 


Doctors  get  into  the  news  a lot  these  days.  So  much 
of  it  deals  with  medical  liability  issues,  and  the  climate 
of  crisis  it  has  created.  But  it’s  necessary  to  assure  that 
our  service  projects  are  just  as  well  known.  It’s  im- 
portant to  sponsor  projects  which  allow  a dose  of  good 
PR  for  organized  medicine,  and  the  auxiliary  has  been 
right  up  there  slugging. 

Example:  one  of  the  newest  projects,  called  Camp 
Rap  A Hope,  is  sponsored  by  the  Mobile  County  Med- 
ical Society  jointly  with  its  Auxiliary,  and  is  designed 
esjjecially  with  children  with  cancer.  It’s  a unique  camp, 
not  because  of  its  activities,  but  because  of  its  purpose 
— to  provide  children  with  neoplasms  an  opportunity 
to  enjoy  a normal  camping  experience.  Campers  are 
referred  by  their  own  physicians,  and  include  those  on 
chemotherapy;  it  is  staffed  with  pediatricians,  oncol- 
ogists, nurses  and  other  medical  experts  who  will  be 
onsite  24  hours.  There  is  no  cost  to  the  camper;  all 
funds  are  being  raised  by  the  2 sponsoring  groups. 

Example:  the  Morgan-Lawrence  Auxiliary  has  given 
a hand  to  the  Salvation  Army  in  its  distribution  of 


Christmas  toys  and  food  for  many  years,  collecting 
toys  and  funds.  Medical  families,  pop,  mom,  and  the 
kids  join  in  distributing  gifts  to  needy  families  on  the 
big  day;  this  year,  a doctor’s  son  called  home  from 
West  Point  to  make  certain  he  could  be  home  in  time 
to  aid  in  the  distribution. 

Statewide,  the  Auxiliary  is  sponsoring  “Medifile,” 
a project  whereby  the  elderly  are  given  cards  indicating 
their  medications  and  specific  medical  problems;  a du- 
plicate remains  on  file  in  their  physicians’  offices.  It’s 
proven  particularly  useful  for  the  confused  elderly. 

In  Madison  County,  the  Auxiliary  sponsored  a “Trot 
For  Tots,’’  a road  race  for  running  enthusiasts  to  raise 
funds  for  a child  abuse  and  neglect  program;  they 
joined  with  the  Huntsville  Track  Club  and  the  local 
medical  .society  to  ensure  success.  They’ve  assisted 
the  Madison  County  District  Attorney’s  Office  in  spon- 
soring a symposium  on  child  abuse  which  achieved 
national  recognition. 

Funding  for  the  Ronald  McDonald  Hou.se  in  Bir- 
mingham is  one  of  several  projects  for  the  auxiliary 
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there;  “Healthline,”  sponsored  jointly  with  the  med- 
ical society,  received  6,000  telephone  calls  requesting 
medical  information,  and  was  widely  publicized  on 
TV.  Excellent  PR! 

Pickens  County  is  busy  coordinating  a breast  self- 
examination  project  with  the  local  health  department; 
they  aim  particularly  to  reach  those  without  means  to 
acquire  the  information  otherwise.  Colbert  County 
Auxiliary  continues  with  its  Camille  Johnson  Schol- 
arship Fund  which  awards  scholarships  to  2 nursing 
students  annually.  Montgomery- Autauga  sponsors  a 
Health  Education  Week,  utilizing  newspaper  articles 
and  puppet  shows;  they  also  conduct  a Health  Career 
Club  at  the  new  high  school  for  honor  students,  which 
places  interested  youngsters  in  trial  jobs  in  medical 
facilities.  A new  shelter  for  abuse  wives  is  the  thrust 
of  the  Tuscaloosa-Hale  Auxiliary  this  year,  which  is 
collecting  funds,  clothing  and  furnishings. 

Almost  every  auxiliary  sponsors  a local  health  fair 
annually.  Other  statewide  projects  include  teenage  su- 


icide prevention,  drunk  driver  education,  and  perinatal 
care.  Fund-raising  efforts  around  Alabama  include  a 
$4,000  “Apple  Annie  Day”  by  Morgan  County,  an 
antique  show  in  Montgomery,  car  raffle  in  Birming- 
ham, style  shows,  cookbooks  and  more. 

All  auxiliaries  are  active  in  promoting  health  edu- 
cation in  their  communities,  and  acting  as  support 
groups  for  their  county  medical  societies.  Every  mem- 
ber educates  herself/himself  in  matters  relating  to  med- 
ical liability.  A “calling  chain”  has  been  organized 
to  alert  members  about  pending  legislative  matters. 
We  can  no  longer  afford  to  be  a knife  and  fork  social 
club;  in  view  of  the  many  profound  problems  facing 
organized  medicine  today,  this  would  be  an  unafford- 
able luxury. 
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WORD  OF  MOUTH 


ISN'T  ENOUGH 


It’s  more  effective  to  use  newsletter,  patient  handbooks, 
brochures,  audio-visual  presentations,  seminars,  and  other  tools 
of  communication. 

While  health  care  marketing  may  seem  new,  Stafford 
and  Associates  has  conducted  successful  public 
relations  and  advertising  programs  in  a wide 
range  of  areas  in  the  medical  industry.  We 
understand  your  special  needs  and  we  know  how  to 
serve  those  needs  while  upholding  the  dignity  and  integrity 
of  the  medical  profession. 

So  call  us,  and  don’t  simply  rely  on  small  talk  in  your 
community  to  get  the  word  out! 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


. . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A ^ 


Psychiatrist 

California 


ii  . . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 


DALMANE 

flurazepam  HCI/Roche  <g 


sleep  that  satisfies 


15-mg/30-mg 

capsules 


References:  1.  Kales  J,  etal  Clin  Pharmacol  Ther  12  691- 
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DALMANE » 

flurazepam  HCI/Roche  (w 

Before  prescribing,  please  consult  complete  product 
information,  o summary  ot  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  potients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  theropy  should  only 
be  undertaken  with  appropriate  potient  evaluation 
Contraindications;  Known  hypersensitivity  to  flurazepam  HCI 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiozepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnont  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  An  odditive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  moy  exist  tor  several  doys 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g . operating 
machinery,  driving)  Potential  impairment  ot  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  tor  use  in  persons  under  15  years  of  oge 
Withdrawal  symptoms  rarely  reported  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  ot  dosage  for  those 
patients  on  medicotion  tor  o prolonged  period  of  lime  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosoge 
Precautions;  In  elderly  and  debilitated  patients  it  is  recom- 
mended that  the  dosage  be  limited  to  1 5 mg  to  reduce  risk  ot 
oversedation  dizziness,  confusion  ond/or  ataxia  Consider 
potentiol  odditive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
potients  or  in  those  with  latent  depression  or  suicidal  tenden 
cies,  or  in  those  with  impaired  renol  or  hepatic  function 
Adverse  Reoctions:  Dizziness  drowsiness  lighlheodedness 
stoggering,  ataxia  and  tolling  hove  occurred  particularly  in 
elderly  or  debilitoted  patients  Severe  sedolion  lethorgy  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosoge,  hove  been  reported  Also  reported  heodoche 
heartburn  upset  stomoch  nauseo,  vomiting  diarrhea  con 
slipolion  Gl  pom  nervousness  tolkotiveness  opprehension 
irrilobility,  weakness  polpilotions  chest  poms  body  and  joint 
poms  ond  GU  complaints  There  hove  also  been  rare  occur 
rences  ot  leukopenio  granulocytopenia  sweolmg  Hushes 
difficulty  m focusing  blurred  vision  burning  eyes  laminess 
hypotension  shortness  ot  breath  pruritus,  skin  rosh  dry 
mouth  bitter  taste  excessive  salivation  anorexia  euphono 
depression  slurred  speech  confusion,  restlessness  halluci 
notions,  and  elevated  SGOT  SGPT  total  ond  direct  bilirubins 
ond  olkalme  phosphotase  ond  porodoxicol  reoctions  e g 
excitement  stimulation  ond  hyperactivity 
Dosage:  Individualize  lor  moximum  beneficioi  etteci  Adulis 
30  mg  usuol  dosage  1 5 mg  may  suffice  m some  potients 
Elderly  or  debiliioted  patients  1 5 mg  recommended  mitiolly 
until  response  is  determined 

Supplied.  Capsules  containing  15  mg  or  30  mg  llurozepom 
HCI 


Roche  Products  Inc 
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FOR  SLEEP 

After  njiore  than  15  years  of  use,  ifs  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning.  ’ ^ And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety. As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  product  information  on  reverse  side, 

I DALMANE 

flurazepam  HCI/Roche  (g 

sleep  that  satisfies 
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/Halpractice: 
t)cn’t  Ce  A Taraet... 


Your  office  staff  may  be  working  against 
you  in  avoiding  a malpractice  lawsuit. 

Patients  often  get  an  impression  of  you  as 
a physician  by  the  way  they  are  treated  in 
your  office  — even  before  they  see  you.  Yet 
office  staff  generally  get  little  guidance  in 
this  important  area. 

To  help  the  members  of  your  office  staff, 
Mutual  Assurance  offers  a comprehensive 
loss  prevention  program  for  them. 

Using  audio  tapes  and  detailed  workbooks, 
the  program  delivers  custom  instruction  to 
your  receptionist,  your  office  manager,  your 


billing  clerk  and  your  nurses.  And  unlike  cost- 
ly seminars,  the  program  can  be  reused  time 
and  time  again  for  refresher  courses  and  for 
new  employees. 

The  program  includes  written  examinations 
for  each  member  of  your  staff.  The  examina- 
tion is  graded  by  an  educational  testing  ser- 
vice and  returned  for  your  review  and 
follow-up. 

The  cost  — $85.  To  order  your  set  of  five 
tapes  and  workbooks,  call  1-800-272-6401 
(Toll  Free)  or  933-7280  in  Birmingham. 


m 


.Mutual 

Assurance 


It's  Your  Company.  Use  It! 
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OF  SXVINCENT’S  HOSPITAL 


INTRODUCES: 


Magnetic  Resonance  Imaging 


The  diagnostic  excellence  of  magnetic  resonance  imaging 
(MRI)  is  now  available  through  the  Neurosciences  Division  of 
St.  Vincent’s  Hospital.  The  MRI  uses  a powerful  magnetic 
field  — 25,000  times  stronger  than  the  earth’s 


in  conjunc- 

V ^ M y J with  radio  waves  to  cause  hydrogen  atoms  or  other 

■ - " . f ^ 7 seleaed  elements  in  the  body  to  give  off  faint  signals,  which 

' Jmf  are  then  picked  up  and  computer-processed  into  various 
* I images.  The  test  is  non-invasive. 

Its  unique  sensitivity  and  display  capabilities  make  MRI 
the  appropriate  modality  for  examining  the  head,  spine  and  central  nervous  system. 
MRI  is  also  a useful  clinical  tool  for  diagnosing  tumors,  degeneration,  inflammation, 
infeaion  and  other  diseases  in  soft-tissue  areas. 
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‘Why  Us?’ 


As  this  is  written  (just  after  President  Reagan  de- 
livered his  State  of  the  Union  address  and  submitted 
his  1987  budget  to  Congress)  every  beneficiary  of  fed- 
eral money  is  crying  treason  and  ruination. 

From  ballet  lovers  in  New  York  City  to  those  whose 
only  exposure  to  culture  is  staring  at  the  hideous  graffiti 
on  the  walls  of  the  subways;  from  veterans  to  Medicare 
enrollees;  from  the  CIA  and  the  FBI  to  the  IRS;  from 
the  Air  Force  to  NASA  — all  have  filled  the  air  with 
the  same  cry,  “cut  anybody  but  us.” 

All  this  pain  and  anguish  was  begotten,  not  by 
Gramm-Rudman-Hollins,  but  by  the  total  debt  of  the 
United  States,  which  has  doubled  in  five  years  to  an 
awesome,  incomprehensible  $2  trillion.  The  entire  debt 
of  the  United  States,  over  all  the  years  of  its  existence, 
has  doubled  in  these  last  five  years. 

When  President  Reagan  took  office,  he  noted  that 
the  debt  he  inherited  was  an  horrendous  $1  trillion. 
The  new  President  exclaimed  in  horror  that  if  this  were 
piled  up  in  $1,000  bills,  the  stack  would  be  67  miles 
high.  That  will  come  to  a screeching  halt,  he  promised. 


Now  the  stack  is  134  miles  high  and  climbing. 

The  country  is  in  terrible  shape.  In  a few  short  years 
we  have  gone  from  history’s  largest  creditor  nation  to 
the  largest  debtor  nation,  nosing  out  even  Brazil  and 
Mexico.  Our  balance  of  foreign  payments  — princi- 
pally the  goods  we  export  minus  what  we  import  — 
is  a huge  and  growing  Red  Sea.  What  was  proclaimed 
over  most  of  our  lives  as  the  richest  nation  on  earth 
is  in  hock  up  to  the  peak  of  Uncle  Sam’s  hat.  If  we 
were  a major  corporation,  we  would  have  long  ago 
been  forced  into  receivorship. 

That  is  the  shocking  background  against  which,  just 
before  Christmas,  Congress  passed  the  Gramm-Rud- 
man  act.  It  has  been  called  “a  suicide  pact,”  a “planned 
train  wreck,”  and,  in  the  words  of  one  of  the  sponsors 
(Senator  Warren  Rudman  of  New  Hampshire),  “a  bad 
idea  whose  time  has  come.” 

What  it  does,  greatly  oversimplified,  is  set  into  mo- 
tion a descending  ceiling  that  would  force  Congress 
and  the  President  to  make  massive  cuts  each  year  for 
the  next  five  years  to  achieve  a balanced  budget  by 
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1991.  If  Congress  and  the  President  fail  to  agree  on 
painful  cuts,  the  act  provides  for  automatic  slashes, 
principally  from  military  and  domestic  spending. 

At  this  writing  there  is  still  no  budget  for  fiscal  1986, 
which  began  last  fall,  although  debate  on  the  1987 
budget  has  already  begun  with  President  Reagan’s  pro- 
posal. In  the  last  seven  months  of  this  fiscal  year  — 
the  1986  fiscal  year  — the  AM  A calculates  that  federal 
health  programs  will  lose  about  $1  billion  and  Medi- 
care payments  to  hospitals  and  physicians  will  be  cut 
about  $300  million. 

According  to  one  analysis  of  the  President’s  1987 
budget,  Mr.  Reagan  proposes  that  projected  spending 
for  Medicare  and  Medicaid  be  cut  by  $70  billion  (from 
the  projection)  over  the  next  five  years.  While  Gramm- 
Rudman  would  limit  Medicare  cuts  to  1%  this  year 
and  2%  in  future  years,  that  is  only  the  fallback,  au- 
tomatic action  that  would  go  into  effect  if  Congress 
and  the  Administration  fail  to  meet  the  reduction  target 
either  by  massive  cuts  and/or  new  taxes.  There  is,  of 
course,  no  statutory  limit  on  how  much  Medicare, 
Medicaid  or,  for  that  matter.  Defense  can  be  cut  by 
the  normal  budget-making  process. 

Mr.  Reagan’s  1987  budget  proposal,  at  bottom,  fa- 
vors military  spending  over  social  spending  by  a whop- 
ping margin.  He  has  chosen  guns  over  butter.  Given 
the  fact  that  this  is  an  election  year.  Congress  may  be 
expected  to  be  butter-minded.  We  shall  see. 

There  is  not  a single  interest  in  the  United  States 
that  is  uninvolved  in  this  build-up  to  what  is  being 
fairly  billed  as  “the  bloodiest  budget  battle  in  U.S. 
history.’’  In  this  year  of  1986,  almost  everyone  is 
predicting,  the  United  States  will  be  forced  to  make 
an  agonizing  reappraisal  of  the  purposes  of  govern- 
ment. And,  with  emphasis,  what  purposes  we  will  pay 
for  — all  of  us,  not  just  a few. 

Everyone,  of  course,  wants  to  be  “included  out’’ 
of  the  cuts.  Certainly  AMA  Executive  Vice  President 
James  H.  Sammons,  M.D.,  attacking  the  Reagan 
budget  cuts  mentioned  above,  made  a cogent  point 
when  he  said: 

“I  think  the  administration  and  Congress  made  a 
very  serious  error  with  Gramm-Rudman.  One  of  the 
main  things  that  is  wrong  with  Gramm-Rudman  is  that 
it  assumes  all  programs  are  equal  when  in  fact  all 
programs  are  not  created  equal  and  should  not  be  treated 
as  though  they  were.’’ 

Dr.  Sammons  predicted  that  if  the  various  proposed 
Medicare  cuts  are  forthcoming,  many  doctors  may  elect 
not  to  treat  Medicare  patients  at  all. 

As  persuasive  as  he  is  in  his  warnings,  we  must  be 
realistic:  Every  element  of  our  society  with  a stake  in 
government  programs  is  now  shouting  at  the  top  of  its 
lungs  to  be  heard  over  the  shouts  of  all  the  others. 

Phil  Gramm,  the  Republican  Junior  Senator  from 
Texas,  has  heard  it  all  and  is  unmoved.  In  his  home 
state,  they  are  accusing  him  of  everything  from  turning 


his  back  on  Texas  benefits  to  imperiling  AIDS  re- 
search. He  realizes  he  may  have  no  political  future 
beyond  the  Senate,  but  he  is  adamant. 

Gramm  told  the  Washington  Post  that  everyone 
thinks  THEY  are  being  singled  out,  “everyone  from 
Disabled  American  Veterans,  to  retired  civil  servants, 
to  groups  that  benefit  from  special  education  pro- 
grams.’’ He  tells  them  all  the  same  thing: 

“Your  program  may  be  eliminated  in  the  budget 
process,  but  the  question  you’ve  got  to  ask  yourself 
is:  Given  a requirement  to  balance  the  budget,  will  the 
American  people  voluntarily  fund  your  program?  If 
you  think  they  will,  you’re  in  good  shape.  If  you  think 
they  won’t,  you’re  in  deep  trouble.’’ 

In  other  words,  this  year  we’re  forced  to  ask  ques- 
tions we  should  have  been  asking  for  the  past  gener- 
ation: Can  we  afford  this  program  for  this  amount?  If 
the  answer  is  that  it  must  be  included,  the  companion 
question  is:  What  taxes  will  you  pay  to  fund  it? 

It  is  zero-based  budgeting  and  sunsetting  all  rolled 
into  one  gigantic  battle  over  national  priorities. 

Long  ago,  one  of  the  nation’s  crustier  patriarchs, 
asked  what  the  government’s  role  should  be,  answered 
tersely:  “Guard  the  shores  and  deliver  the  mail.’’  Pe- 
riod. We  have  moved  a long  long  way  from  that  el- 
emental view,  and  guarding  the  shores  is  itself 
somewhat  more  costly  now. 

When  Challenger  exploded.  Senator  John  Glenn, 
the  former  astronaut,  commented:  “We  all  hoped  we 
could  push  this  day  back  forever,  but  it  had  to  come.’’ 

I thought  of  that  sad  eulogy  in  reading  all  the  mass 
of  pained  outcries  as  Congress  faces  what  may  well 
be  its  most  crucial  debate  ever.  We  have  lived  beyond 
our  means  so  long,  with  each  pressure  group  winning 
its  way  without  any  new  funding;  we  have  gone  deeper 
and  deeper  in  debt,  mortgaging  the  future  of  Americans 
yet  unborn;  refusing  to  pay  for  an  unpopular  war, 
putting  it  on  the  cuff;  never  facing  up  to  our  respon- 
sibilities either  to  pay  for  programs  or  end  them  — 
“We  all  hoped  we  could  push  this  day  back  forever, 
but  it  had  to  come.’’ 

It  is  here.  In  such  crisis  atmosphere,  it  is  highly 
likely  that  good,  useful  programs  will  suffer  along  with 
frivolous  ones. 

Senator  Rudman  is  a realistic  too.  And  he  is  dedi- 
cated. He  had  not  liked  Washington,  hated  the  parties, 
and  wanted  to  say  goodbye  to  it  all.  Not  now.  He  is 
newly  committed  to  being  another  casualty  of  the  wars 
if  that  is  what  it  takes  to  shake  the  country  back  to 
sanity.  He  defends  the  bill  against  those  who  say  it’s 
Congress’s  admission  that  we  are  incapable  of  gov- 
erning ourselves  and  must  turn  the  job  over  to  the 
comptrollers  for  automatic  slashing: 

“On  the  contrary,  it’s  saying  that  we  can  govern 
ourselves.  On  the  contrary,  it’s  saying  that  the  Amer- 
ican Congress  finally  said,  ‘Enough  — we  are  not 
going  to  continue  financing  our  future  out  of  deficits.’ 
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I think  it  is  a strong  signal  that  we  have  finally  taken 
the  bit  in  our  mouths.” 

Even  Republican  hawks  have  attacked  their  fellow 
conservative.  Senator  Rudman,  by  saying  he  wants  to 
cripple  the  military  in  the  face  of  the  Soviet  threat, 
that  he  is  setting  the  stage  for  World  War  111.  The 
Pentagon  charged  before  the  bill  was  passed  that  it 
would  be  “a  message  of  comfort  to  the  Soviet  Union.” 
Rudman  burned  that  Defense  Department  spokesman 
to  a crisp  on  the  Senate  floor,  then  burned  Secretary 
Caspar  W.  Weinberger  too  for  good  measure.  The 
Senator  says: 

“The  Russians  ought  to  be  dancing  in  the  streets 
when  they  see  this  country  spending  itself  into  bank- 
ruptcy. They  can  defeat  us  without  ever  firing  a shot.” 

Some  hope  the  bill  will  be  declared  unconstitutional, 
and  the  U.S.  Supreme  Court  is  expected  to  rule  on 
that  this  summer.  A three-judge  federal  court  in  early 
February  did  find  the  automatic  cutback  feature  an 
unconstitutional  delegation  of  congressional  powers 
but  suspended  action  pending  high  court  review,  with 
a ruling  expected  by  July. 

Suppose  the  act  is  constitutionally  defective.  Will 
that  take  us  off  the  hook?  Of  course  not.  The  issue  is 
joined:  we  are  insolvent.  The  piper  must  be  paid.  We 
are  not  going  back  to  business  as  usual  whatever  the 
fate  of  the  bill.  It  has  dramatized  the  crisis  and  pro- 
voked a shoot-out  in  the  shadow  of  that  stack  of  $ 1 ,000 
bills  towering  134  miles  into  the  heavens. 

Senator  Ernest  F.  (Fritz)  Hollins,  the  only  Democrat 
among  the  sponsors,  says  the  phone  calls  and  mail 
coming  into  his  office  are  unlike  anything  in  his  Wash- 
ington experience  and  never  approached  in  his  40  years 
in  South  Carolina  politics. 

All  of  it,  he  says  is  in  “total  opposition:” 

“Tve  wrecked  their  programs,  I’m  ruining  their  in- 
creases, I’m  not  giving  them  a COLA  (cost  of  living 
adjustment),  I’ve  gone  against  the  veterans.  I’ve  gone 
against  this  and  everything  else.” 

All  the  lobbyists  in  Washington  want  to  have  a meet- 
ing, he  continues,  because  it  is  obvious  “he  doesn’t 
understand  the  situation.” 

He  understands  it  all  too  well:  the  till  is  empty.  On 
the  wall  of  his  office  is  a framed  dollar  bill,  the  in- 
scription reading: 

“Every  dollar  spent  by  this  government  comes  from 
the  pocket  of  a working  American.  Our  challenge  is 
to  act  as  if  it  were  our  own.” 

All  he  wants,  the  silver-haired  Southerner  says,  is 
for  the  American  people  to  decide  what  they  want  and 
what  they  are  willing  to  pay  for: 

“That’s  all  I want  done.  I happen  to  believe  in 
women’s,  infant’s  and  children’s  feeding.  I believe  in 
the  Small  Business  Administration  too.  I believe  in 
student  loans.  . . . 

“And  / believe  in  paying  for  them.’’ 

Right  now  the  Senator  is  amused  that  every  interest 


group  in  the  nation  is  hysterical,  reminding  him  of  the 
saying  aboard  ship  in  World  War  II:  “When  in  danger, 
when  in  doubt,  run  in  circles,  scream  and  shout.” 

The  truth  is,  the  Senator  says,  the  American  people 
— that’s  all  of  us  — have  been  getting  a dollar’s  worth 
of  government  for  “seventy-five  cents,”  and  the  par- 
ty’s over. 

Like  Senators  Rudman  and  Gramm,  Senator  Hollins 
is  saying  to  the  country:  decide  what  you  want  bad 
enough  to  pay  for  it. 

At  every  cocktail  party  he  goes  to  in  Washington, 
the  Senator  says,  people  look  at  him  “stunned.”  Pay 
our  way?  Ridiculous.  Many  are  emboldened  to  demand 
why  not  an  exception  in  their  case,  whatever  that  case 
might  be.  The  military  retirement  people  are  among 
the  worst,  he  says.  If  Social  Security  could  be  excluded 
from  the  axe,  “why  not  us?”  (For  one  thing,  he  says. 
Social  Security  taxes  have  gone  up  whereas  the  mil- 
itary doesn’t  contribute  to  its  retirement.) 

Undaunted,  he  says,  “I  think  Gramm-Rudman-Hol- 
lins  [proudly  adding  his  name]  will  catch  ’em.”  And 
he  means  “all  of  ’em.” 

I think  we  have  crossed  the  Rubicon.  I have  no 
credentials  as  a political  forecaster,  certainly  not  in 
such  a climate  as  this,  but  if  forced  to  make  a predic- 
tion, I would  guess  some  mix  like  this  will  emerge 
next  fall:  a substantial  cut  in  social  programs;  a sub- 
stantial cut  in  military  spending;  and  a substantial  tax 
increase  — all  three. 
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Ji  merican  JTVfedical  International  has  in- 
stituted a corporate  service  to  assist  Physi- 
cians interested  in  solo  or  group  practice 
opportunities  servicing  AMI  hospitals.  Cur- 
rent opportunities  are  available  for  physi- 
cians who  are  Board  Certified  or  Eligible. 
Some  specific  areas  of  interest  are: 


• Family  Practice 

• Neurology 

• Ophthalmology 

• Orthopedics 

• Gastroenterology 

• ENT 

• Oncology 

• General  Surgery 


• Neurosurgery 

• Orthopedic 
Surgery 

• Industrial 
Medicine 

• Cardiology 

• Rheumatology 

• OB  GYN 


Physicians  interested  in  pursuing  opportuni- 
ties with  AMI  should  contact  this  service  by 
calling  or  submitting  a curriculum  vitae  to: 


Norman  Penick 
Vice  President 
Human  Resources 
AMI 

9465  Wilshire  Blvd.,  Ste.  915 
Beverly  Hills,  CA  90212 
(213)  858-6927 
National  (800)  533-7013 
California  (800)  325-4881 
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Julius  Michaelson,  M.D. 
President,  MASA 


That  Elusive  Denominator 


As  you  read  this,  I will  have  about  a month  re- 
maining in  my  term  as  your  President.  Although  I will 
offer  my  formal  goodbyes  later,  I know  that  in  the  last 
minute  of  anything  there  is  never  enough  time  to  say 
all  you  have  wanted  to  say. 

It  is  the  Board  of  Censors  I want  to  dwell  on  at 
some  length.  You  have  a truly  dedicated  representation 
in  this  group  of  physicians,  each  of  whom  is  acutely 
conscious  of  the  long  unbroken  line  of  succession  going 
back  into  the  last  century.  Each  is  also  aware  of  the 
long  “tail”  on  their  actions,  which  may  affect  how 
Alabama  doctors  practice  medicine  into  the  next  cen- 
tury. 

Believe  me,  it  is  always  easy  to  say  what  you  would 
do  if  the  responsibility  for  doing  it  is  not  yours.  Na- 
tional political  figures  have  discovered  this.  A can- 
didate for  President,  for  example,  is  often  emboldened 
to  offer  simple  solutions  to  complex  problems,  because 
that’s  what  the  voters  want  to  hear.  Explain  complexity 
to  them,  the  politicians  have  found  out,  and  they  think 
you  are  trying  to  pull  something. 
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Medical  leadership  is  similar  and  yet  different.  Un- 
like national  or  state  politicians,  your  representatives 
on  the  Board  are  not  concerned  with  perpetuating 
themselves  in  office.  They  sacrifice  valuable  time  to 
do  a good  job  for  you,  but  being  an  officer  is  not  their 
profession  and  they  are  not  concerned  with  being  turned 
out  to  pasture.  This  could  happen,  I suppose,  but  it 
would  visit  no  hardship  on  the  Censor  beyond  his 
wounded  pride. 

I seem  to  have  detected  a feeling  out  there  from 
time  to  time  that  MASA’s  leadership  is  an  extension 
of  “the  old  boy  network.”  In  the  first  place,  I question 
the  existence  of  such  a network.  In  the  second,  the 
diversity  of  viewpoints  expressed  in  Board  meetings, 
with  good  friends  often  at  loggerheads,  would  disabuse 
any  objective  observer  of  his  preconceptions  about 
group-think. 

The  Board  comes  from  a great  variety  of  back- 
grounds, interests,  specialties,  geographic  areas  and 
demographic  influences.  Board  decisions  are  thus  al- 

Continued  on  page  13 
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Brief  Summary 

INDICATIONS  AND  USAGE:  For  the  relief  of  moderofe  to  moderotely  severe  pom. 

CONTRAINDICATIONS:  Hypersensitivily  to  ocetominopfien  or  hyrfrocodone 

WARNINGS 

Drug  Abuse  ond  Dependence:  VICODIN  is  subject  to  the  Federal  Controlled  SubsIdnces  Act  (Schedule  III), 
Psychic  dependence,  physicdl  dependence  and  tolerdnce  mdy  devetop  updn  repedted  ddministrdtion  dt  ndrcot- 
ics;  therefore,  VICODIN  should  be  prescribed  and  administered  with  the  same  caution  appropriate  to  the  use  of 
other  orol-narcotic-contoining  medications 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocadone  may  produce  dose-related  respira- 
tary  depression  by  acting  directly  on  brain  stem  respiratory  centers.  Flydrocodone  also  offects  centers  that  control 
respirotory  rhythm,  and  may  produce  irregular  ond  periodic  breathing 

Head  Injury  and  Increased  Introcranial  Pressure:  The  respiratory  depressont  effects  of  narcotics  and  their  co- 
pocdy  to  elevate  cerebrospinal  fluid  pressure  moy  be  morkedly  exoggerated  in  the  presence  of  heod  injury,  other 
introcranial  lesions  or  a preexisting  increase  In  intracranial  pressure  Furthermore,  narcotics  produce  adverse 
reactions  which  may  obscure  the  clinical  course  of  potients  with  head  injuries 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diagnosis  or  cllnicol  course  of 
potients  with  acute  abdominal  conditions, 

PRECAUTIONS 

Special  Risk  Pahents:  VICODIN  should  be  used  with  caution  In  elderly  or  debilitated  patients  ond  those  with 
severe  impoirment  ot  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease,  prostotic  hypertrophy  or 
urethrol  stricture 

Inlormation  For  Pohents:  VICODIN,  like  all  norcotics,  may  impair  the  mental  and/or  physical  abilities  required  for 
the  performonce  of  potentially  hazardous  tasks  such  os  driving  a car  or  operating  machinery,  patients  should  be 
cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex,  caution  should  be  exercised  when  VICODIN  is  used 
postoperolively  and  in  patients  with  pulmonary  disease 

Drug  Interochons:  The  CNS-depressont  effects  of  VICODIN  may  be  odditive  with  that  of  other  CNS  depressants 
When  combined  therapy  is  contemplated,  the  dose  ot  one  or  both  agents  should  be  reduced  The  use  ot  MAO 
inhibitors  or  tricyclic  ontidepressonts  with  hydrocodone  preporotions  moy  increose  the  effect  of  either  the  antide- 
pressant or  hydrocodone  The  concurrent  use  of  onticholinergics  with  hydrocodone  may  produce  paralytic  ileus. 
Usage  in  Pregnancy:  Pregnancy  Category  C,  Hydrocodone  has  been  shown  to  be  terotogenic  in  hamsters  when 
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given  In  doses  700  times  the  human  dose  There  are  no  adequate  and  well-controlled  studies  in  pregnant 
women  VICODIN  should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nonteratogenic  Effects:  Bodies  born  to  mothers  who  hove  been  taking  opioids  regulorly  prior  to  delivery  will  be 
physically  dependent  The  intensity  of  the  syndrome  does  not  olwoys  correlote  with  the  duration  of  moternol 
opioid  use  or  dose. 

Labor  and  Delivery:  Administration  ot  VICODIN  to  the  mother  shortly  before  delivery  may  result  in  some  degree  of 
respiratory  depression  in  the  newborn,  especially  If  higher  doses  are  used 

Nursing  Mothers:  It  is  not  known  whether  this  drug  Is  excreted  in  humon  milk,  therefore,  a decision  should  be 
made  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  drug  to 
the  mother 

Pediatric  Use:  Safely  and  effectiveness  in  children  hove  not  been  established 

ADVERSE  REACTIONS 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  ot  mental  and  physical 
performonce,  anxiety  fear,  dysphoria,  dizzihess,  psychic  dependence,  mood  chonges 
Gastrointestinal  System:  Nouseo  ond  vomiting  may  occur;  they  are  more  frequent  in  ombulotory  than  in  recum- 
bent patients  Prolonged  administration  ot  VICODIN  may  produce  constipation 
Genltounnary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention  have  been  reported 
Respirotory  Depression:  (See  WARNINGS  ) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  occording  to  the  severity  ot  the  pom  and  the 
response  of  the  patient  However,  toleronce  to  hydrocodone  can  develop  with  continued  use,  and  the  incidence  ot  ■ 
untoword  effects  is  dose  related. 

The  usual  dose  Is  one  tablet  every  six  hours  os  needed  for  pom  (If  necessary,  this  dose  may  be  repeated  at  four- 
hour  intervals.)  In  cases  of  more  severe  pain,  two  tablets  every  six  hours  (up  to  eight  tablets  in  24  hours)  moy  be 
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ways  shaped  and  forged  out  of  a fair  cross  section  of 
the  physicians  in  Alabama.  There  is  never  any  sug- 
gestion of  favoritism  of  one  specialty  over  another, 
one  region  over  another,  or  any  invidious  advantage 
conferred  on,  say,  urban  practice  over  rural,  or  rural 
over  urban. 

Often  it  is  difficult  to  find  a common  denominator 
of  interests  among  the  mass  of  Alabama  doctors.  And 
this  would  seem  a likely  event  because  of  the  variety 
in  practice  modes  and  settings.  What  may  seem  a sim- 
ple, open-and-shut  problem  to  you,  usually  is  not  sim- 
ple at  all  when  considered  against  the  categorical 
imperative  of  doing  the  greatest  good  by  the  greatest 
number  of  physicians  and  the  public  they  serve. 

I thought  of  the  complex,  interlocking  relationships 
of  many  medical  problems  while  reading  an  account 
of  the  precipitous  drop  in  crude  oil  prices.  If  the  world 
were  simple,  that  would  be  unalloyed  good  news  — 
cheaper  gas,  heating  oil  and  allied  energy  demands, 
thus  reducing  what  has  been  one  of  the  primary  pres- 
sures on  inflation. 

But  an  analysis  of  the  situation  as  it  affects  our 
highly  involute  international  posture  reveals  that  it  may 
be,  on  balance,  bad  news  for  the  United  States.  First 
of  all,  it  is  a devastating  blow  to  the  third  world, 
specifically  to  countries  that  are  deeply  in  hock  to  the 
United  States  and  its  banking  system.  Mexico  and 
Venezuela,  for  example,  two  primary  debtors  whose 
fortunes  deeply  affect  our  banking  complex,  may  be 
totally  unable  to  repay  their  debts  to  the  United  States, 
and  many  in  fact  ask  for  more  credit,  because  of  falling 
oil  prices. 

It  is  easy  enough  for  us  on  the  sidelines  to  say  let 
them  perish  — not  another  dime.  But  if  they  do  indeed 
go  belly-up,  the  savior  of  last  resort  would  have  to  be 
the  United  States  — if  for  no  other  reasons  than  to 
protect  our  investment  and  our  international  security 
interests. 

Britain,  perhaps  our  most  reliable  ally  over  the  long 
haul,  could  also  be  devastated  by  cheaper  oil  at  the 
very  time  it  had  placed  such  high  hopes  for  economic 
recovery  on  black  gold  from  the  North  Sea. 

And  there  are  many  other  ramifications,  not  the  least 
being  that  so  much  of  U.S.  total  investment  (and  debt) 
is  in  petrodollars. 

Similar  perplexities  invade  medical  policy-making 
all  the  time;  no  two  physicians’  interests  and  concerns 
are  precisely  the  same.  Some  are  in  solo  practice,  some 
in  groups;  some  are  hospital-based,  while  others  are 
not;  and  so  on. 

We  have  many  physicinas  who  are  participating  in 
Medicare;  many  who  refuse.  We  have  a significant 
number  who  see  preferred  provider  organizations  as 
the  wave  of  the  future;  others  who  believe  they  are 
works  of  the  devil  himself.  Some  think  corporate  own- 


ership is  a major  solution;  others  regard  such  intrusions 
as  a foretaste  of  purgatory. 

I,  personally,  would  not  have  it  any  other  way  than 
its  present  diversity.  That,  to  me,  is  the  beauty  of 
medicine,  just  as  it  is  one  of  the  qualities  I value  highest 
about  the  United  States  — there  isn’t  anything  ap- 
proaching a “typical”  American,  thank  God.  We  as 
physicians  don’t  march  to  anybody’s  drummer;  and 
Americans  in  lockstep  conformity  is  a horror  I never 
hope  to  see. 

But  just  as  it  is  impossible  to  arrive  at  any  one 
solution  to  national  problems  in  a manner  that  would 
please  everyone  100%,  so  is  it  often  impossible  to 
make  every  physician  in  Alabama  happy  in  all  the 
details  of  his  practice. 

And  yet,  in  a larger  sense,  we  do  have  an  overriding 
commonality  of  interests,  one  that  surmounts  the 
smaller  disputes  that  tend  to  occupy  too  much  of  our 
time. 

Our  great  uniting  force,  our  common  cause,  is  the 
furtherance  of  physician  independence  that  has  been 
the  heart  and  soul  of  the  advances  in  medicine  over 
the  centuries.  So  great  is  this  common  bond,  so  com- 
pelling in  its  importance  to  the  advance  of  our  social 
order,  that  all  else  pales  into  insignificance  by  com- 
parison. 

This  bond  is  clearly  evident  in  the  concern  over 
malpractice  litigation,  uniting  virtually  all  physicians 
in  their  concern  for  the  survival  of  their  profession.  In 
few  other  current  issues  is  there  such  a commanding, 
overarching  unanimity. 

I think  we  are  also  as  one  in  our  belief  that  a federal 
take-over  of  medicine  would  be  a calamity  beyond 
anything  otherwise  imaginable.  And  there  are  of  course 
other  major  issues  that  thrust  us  into  substantial  agree- 
ment. 

My  point  is  this;  Do  not  be  so  impetuous  as  to 
assume  that  if  your  special  case  is  not  acted  on  in  a 
manner  identical  to  your  own  conception  that  it  is 
because  MASA’s  leadership  is  a stacked  deck.  I assure 
you,  it  is  anything  but. 
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STATE-OF-THE-ART 
DIAGNOSTIC  IMAGING 

MRI,  exceptional  imaging  for  the  most 
demanding  applications. 

In  a recent  case  demonstrating  an  expanding  cord  lesion,  a twenty- 
eight  year-old  female  presented  with  numbness  in  her  left  index 
finger  and  thumb.  A myelogram  and  CT  demonstrated  enlarged 
cord  and  raised  the  question  of  a tumor  versus  syrinx.  A sagittal 
MR  exam  of  the  cervical  cord  clearly  demonstrated  syringomyelia. 

See  photo  at  right. 

Highlands  Diagnostic  Center  offers  you  the 
finest  technical  and  professional  support. 

Only  Highlands  Diagnostic  Center  combines  state-of-the-art 
diagnostic  imaging  equipment  with  a superb  outpatient  facility  and 
the  highest  caliber  professional  consulting  staff.  As  a result,  you  can 
rely  on  Highlands  Diagnostic  Center  not  only  for  the  leading  tech- 
nology but  for  prompt,  expert  assistance  in  your  selection  of  the 
optimal  patient  studies— so  important  in  today's  cost-conscious 
medical  environment. 

To  further  assist  your  formulation  of  accurate,  efficient  diagnoses. 

Highlands  Diagnostic  Center's  staff  follows  through  with  the  ultimate 
in  service.  We  guarantee  that  every  exam  can  be  scheduled  within 
24  hours  from  the  time  it's  ordered,  with  results  returned  to  you  the 
same  day  the  exam  is  conducted.  Yet  no  one  feels  rushed  through 
our  pleasant  facilities.  Every  patient  is  handled  with  care. 

Services  available  at  Highlands  Diagnostic  Center  include  magnetic 
resonance  imaging,  CT  scanning,  computer-aided  nuclear  medicine, 
ultrasound,  mammography,  radiography,  and  fluoroscopy.  State-of- 
the-art  equipment  available  includes  the  GE  9800,  Acuson,  and 
Siemann's  Mammomat-B. 

Highlands  Diagnostic  Center's  experienced  staff  stands  ready  to 
serve  your  diagnostic  needs  now  with  this  superior  technology  and 
the  finest  professional  service.  At  Highlands  Diagnostic  Center,  our 
only  job  is  to  help  you  maximize  your  diagnostic  efficiency — so  you 
can  serve  your  patients  with  excellence,  within  today's  cost 
parameters. 

To  inquire  about  any  exam  or  service,  call  Highlands  Diagnostic 
Center.  Highlands  Diagnostic  Center,  your  state-of-the-art  diagnostic 
resource. 


Sagittal  MR  clearly  demonstrates  syrinx  of  cervical  cord 
from  C2-T  1(1).  Syrinx  not  seen  continuously  on  this 
scan  because  of  marked  cervical  scoliosis.  Note  findings 
of  Arnold-Chiari  I as  tonsils  protrudejust  below  level  of 
foramen  magnum  (2). 


THE  GE  SIGNA  utilizes  the  latest  in  Magnetic  Resonance 
Imaging  Technology  operating  at  1 .5  Tesla. 
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Failure  of  Vitamin  E and  Delayed 

Muscle  Soreness 

Kennon  T.  Francis,  Ph.D.* 
and 

Terry  Hoobler,  M.A. 


Abstract 

The  role  of  a free  radical  scavenger  (Vitamin 
E)  in  DMS  produced  by  eccentric-biased  ex- 
ercise was  investigated.  Immediately  prior  to, 
24  hours  following,  and  48  hours  following  fa- 
tiguing eccentric  exercise  of  the  elbow  flexor 
muscles,  the  perception  of  soreness,  range  of 
motion  (ROM)  and  peak  torque  were  deter- 
mined in  20  subjects  who  were  equally  divided 
into  a control  group  and  a group  receiving  600 
lU  of  Vitamin  E.  Whereas  there  were  marked 
increases  in  soreness  and  decreases  in  ROM 
between  both  groups’  respective  initial  values 
and  the  values  recorded  at  24  and  48  hours 
post-exercise,  there  were  no  statistically  sig- 
nificant differences  between  the  groups  at  any 
of  the  time  periods.  Likewise,  changes  in  peak 
torque  values  at  24  and  48  hours  between  each 
of  the  groups  were  not  statistically  significantly 
different.  The  results  suggest  that  Vitamin  E 
does  not  significantly  alter  the  condition  of  DMS 
resulting  from  exhausting  eccentric-biased  ex- 
ercise. 
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Introduction 

Muscle  soreness  experienced  24  to  48  hours  after 
eccentric  types  of  exercise  is  a well-recognized 
phenomenon.  For  most  people  this  delayed  muscle 
soreness  (DMS)  increases  for  two  to  three  days  fol- 
lowing exercise  and  then  diminishes  and  completely 
disappears  after  about  a week.  Because  the  tenderness 
and  discomfort  are  often  severe  and  disabling,  DMS 
poses  a problem  for  individuals  participating  in  initial 
conditioning  programs  who  are  unaccustomed  to  reg- 
ular exercise.  DMS  may  also  be  a problem  clinically, 
where  the  soreness  may  alter  an  individual’s  willing- 
ness or  ability  to  perform  therapeutic  exercises  or  to 
continue  other  types  of  rehabilitation  training.' 

Despite  the  fact  that  the  presence  of  DMS  has  been 
well  documented,  the  underlying  pathophysiology  re- 
mains uncertain.  Several  theories  concerning  the  etiol- 
ogy of  DMS  have  been  proposed.  The  two  most  popular 
are  the  “torn  tissue”  theory  and  the  “connective  tissue 
damage”  theory.  Each  of  these  theories  is,  in  part, 
based  on  the  concept  that  strenuous  eccentric-biased 
exercise  produces  some  form  of  ischemic  damage  and/ 
or  trauma  to  the  muscle  and/or  connective  tissue.  As 
a result  of  one  or  both  of  these  mechanisms,  a local, 
inflammatory  response  occurs  24-48  hours  after  ex- 
ercise and  is  thought  to  contribute  to  the  irritation  of 
nerve  endings  and  to  additional  discomfort  and 
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soreness.--  ■* 

The  question  remains  as  to  the  chemical  or  physical 
substance(s)  contributing  to  the  DMS  and  mediating 
factors  that  might  limit  or  decrease  the  soreness.  Evi- 
dence suggests  that  oxygen-derived  free  radicals  (su- 
peroxides) may  be  produced  in  ischemic  tissues 
following  exhaustive  exercise^-  ^ and  may  possibly 
contribute  to  the  subcellular  alterations  observed  with 
various  types  of  exercise. For  example,  the  perox- 
idation of  unsaturated  fatty  acids  by  molecular  oxygen 
may  be  initiated  by  free  radicals  generated  during  in- 
tense exercise,  resulting  in  enhanced  capillary  perme- 
ability and  edema  formation. Quintanilha  and 
Packer'^  have  recently  shown  a progressive  and  specific 
increase  in  the  susceptibility  of  many  subcellular  mem- 
branes to  oxidative  damage  with  increasing  levels  of 
physical  stress  or  Vitamin  E deficiency.  Vitamin  E is 
a documented  antioxidant  that  protects  unsaturated  lip- 
ids from  degradation  by  free  radical  chain  reac- 
tions.'^- '■*  Quintanilha  and  Packer‘'  have  also  reported 
that  free  radical  concentrations,  lipid  peroxidation  and 
cellular  membrane  changes  were  similar  in  exercise- 
exhausted  controls  and  non-exercised  Vitamin  E-de- 
ficient experimental.  Because  of  the  similarities  in 
cellular  alterations  that  occur  with  Vitamin  E defi- 
ciency and  exhaustive  exercise,  it  was  hypothesized 
that  Vitamin  E supplementation  would  mediate  the 
soreness  and  improve  the  range  of  motion  and  peak 
torque  associated  with  the  DMS  produced  by  exhaus- 
tive eccentric  exercise. 

Method 

Subjects 

Twenty  healthy  females  19-25  years  of  age  volun- 
teered for  the  study.  Subjects  were  informed  of  the 
experimental  procedure  and  risks  involved.  The  pro- 
tocol was  approved  by  the  University  Institutional  Re- 
view Board.  Participants  used  in  the  study  reported  no 
pain  or  soreness  in  their  arms  and  no  history  of  mus- 
culoskeletal problems  involving  the  upper  extremity 
within  three  years  prior  to  the  study.  Subjects  were 
instructed  not  to  perform  strenuous  upper  extremity 
exercises  or  stretch  the  involved  muscles  during  the 
48  hours  of  the  investigation. 

Instrumentation 

Soreness  scores  were  determined  with  the  use  of  a 
Likert  scale  for  assessing  exercise-induced  muscle 
soreness  patterned  after  Talag.  '^The  scale  ranged  from 
0,  representing  no  soreness,  to  6,  representing  un- 
bearable soreness.  Elbow  range  of  motion  (ROM)  was 
measured  with  a full  scale  circle  plastic  goniometer. 
Peak  torque  developed  by  the  elbow  flexor  muscles 
was  measured  using  the  Cybex  II  isokinetic  dyna- 
mometer using  60  and  180  degrees  per  second.  DMS 
was  produced  by  fatiguing  eccentric  exercise  per- 
formed with  the  Nautilus  upper  body  biceps  apparatus. 


Procedure 

The  subjects  were  randomly  assigned  to  either  the 
control  group  (the  group  receiving  a placebo)  or  the 
group  that  received  Vitamin  E.  Measurements  were 
obtained  over  three  consecutive  days  at  24-hour  in- 
tervals using  the  right  arm.  On  day  1,  initial  assess- 
ments of  soreness,  ROM  and  peak  torque  were 
determined.  Subjects  exercised  the  elbow  flexor  mus- 
cles to  exhaustion  using  the  eccentric  exercise  proto- 
col. Twenty-four  and  48  hours  after  the  exercise  period, 
soreness,  ROM  and  peak  torque  were  reassessed. 

Subjects  receiving  Vitamin  E were  given  dosages 
of  600  lU  per  day  beginning  two  days  before  the  initial 
exercise  session.  They  continued  to  take  the  vitamin 
through  the  48-hour  post-exercise  period.  An  analysis 
of  variance  was  performed  on  the  change  scores  of 
soreness,  ROM  and  peak  torque  using  Tukey’s  post- 
hoc  test  to  determine  significant  differences  between 
and  within  groups. 

Exercise  Protocol 

Each  subject  began  the  eccentric  contractions  of  the 
elbow  flexor  muscles  with  the  amount  of  weight  in 
pounds  corresponding  to  the  torque  (in  foot-pounds) 
developed  at  60  degrees  per  second.  The  investigator 
lifted  the  weight,  and  then  the  subject,  beginning  at 
full  flexion,  lowered  the  weight  to  full  extension  to  a 
count  of  three.  The  exercise  was  performed  at  this 
weight  until  the  subject  was  unable  to  lower  the  weight 
slowly  in  a controlled  fashion.  The  weight  was  de- 
creased by  five  pounds  and  the  procedure  repeated  at 
this  new  weight.  The  weight  was  continually  decreased 
until  the  final  weight  with  which  the  subject  exercised 
was  five  pounds. 


Results 

Table  I presents  the  changes  in  mean  ( ± SEM) 
soreness  scores  and  ROM  values  at  24  and  48  hours 
post-exercise.  Both  groups  experienced  a statistically 
significant  increase  in  soreness  and  decreases  in  ROM 
in  comparison  to  pre-exercise  values  at  both  24  and 
48  hours  post-exercise.  However,  there  were  no  sta- 
tistically significant  differences  in  soreness  or  ROM 
between  the  two  groups  at  any  of  the  time  periods 
studied.  Soreness  scores  increased  from.  2. 1-2.6  units 
at  24  hours  post-exercise  to  4.4  units  at  48  hours  post- 
exercise. ROM  decreased  from  — 12  to  — 14  degrees 
at  24  hours  to  approximately  — 30  degrees  at  48  hours 
post-exercise. 

Changes  in  mean  peak  torque  values  ( ± SEM)  from 
pre-exercise  values  at  60  and  180  degrees  per  second 
are  also  presented  in  Table  I.  Whereas  both  groups 
exhibited  distinct  decreases  in  torque  at  both  24  and 
48  hours  post-exercise  in  comparison  to  pre-exercise 
values,  between-group  comparisons  at  each  respective 
time  period  revealed  no  significant  differences. 
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TABLE  I. 

Changes  in  soreness,  range  of  motion  and  peak  torque  ( ± SEM)  of  the  elbow  flexor  muscles  at 
24  and  48  hours  following  exhaustive  eccentric  exercise. 


Control  Group 

Vitamin  E Group 

Parameter 

24  Hours 

48  Hours 

24  Hours 

48  Hours 

Change  in  soreness 

2.6  ±0.2 

4.4  ±0.4 

2.1  ±0.2 

4.4  ±0.5 

Change  in  extension  (degrees) 

-14.0  ±2.9 

-29.8  ±6.0 

-12.0  ±1.7 

-31.9  ±4.2 

Change  in  torque  60  per  second  (foot-lbs) 

-6.6  ±1.7 

-7.3  ±2.9 

-4.8  ±1.2 

-7.4  ±2.1 

Change  in  torque  180  per  second  (foot-lbs) 

-4.7  ±1.1 

-4.6  ±1.1 

-4.4  ±1.4 

-5.1  ±1.8 

Discussion 

The  pathophysiology  of  exercise  involving  negative 
or  eccentric  work,  e.g.,  running  down  stairs  or  down 
an  incline'^  or  slowly  lowering  weights  against  grav- 
ity,'-is  particularly  effective  in  causing  cellular 
injury  and  soreness  in  skeletal  muscle.  Since  the  path- 
ophysiological process  related  to  the  soreness  is  still 
unclear,  the  effect  of  a free  radical  scavenger  (Vitamin 
E)  on  DMS  was  studied. 

The  decrease  in  ROM  and  increase  in  the  subjective 
ratings  of  soreness  that  accompanied  fatiguing  eccen- 
tric-biased exercise  at  24  and  48  hours  post-exercise 
are  consistent  with  previous  DMS  studies  conducted 
in  this  laboratory. '''  The  reduced  muscular  performance 
with  DMS  as  evidenced  by  decreases  in  peak  torque 
shown  in  Table  I is  also  in  agreement  with  previous 


studies  reporting  that  the  intrinsic  ability  of  the  muscle 
to  produce  a force  is  reduced  in  DMS.’-'*  Hough'® 
suggested  that  the  diminished  performance  resulted 
both  from  (a)  a reduced  voluntary  effort  due  to  the 
sensation  of  soreness  and  (b)  an  altered  inherent  ca- 
pacity of  the  muscle  to  produce  a force.  The  lack  of 
improvement  of  muscle  function  at  24  or  48  hours 
post-exercise  in  the  Vitamin  E group  suggests  that 
muscle  injury  occurred  despite  the  supplement  and  that 
the  injury  was  sufficient  to  significantly  affect  muscle 
performance. 

The  lack  of  any  statistical  differences  between  the 
Vitamin  E and  control  groups  (a)  suggests  that  Vitamin 
E was  ineffective  in  inhibiting  the  known  cellular  al- 
terations that  have  been  reported  to  occur  with  eccen- 
tric exercise  and  (b)  places  in  question  the  involvement 
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in  DMS  of  superoxide  free  radicals.  The  lack  of  me- 
diating effects  of  Vitamin  E on  DMS  produced  with 
eccentric  exercise  may  be  related  to  the  relatively  low 
energy  expenditure  involved  with  negative  work.  Even 
though  the  eccentric  exercise  performed  in  this  study 
was  strenuous  and  fatiguing,  it  is  known  that  exercise 
involving  eccentric  contractions  requires  lower  oxygen 
consumption  and  produces  less  lactate  than  concentric 
exercise  conducted  at  the  same  power  output.^®  Eur- 
thermore,  energy  use  per  area  of  active  muscle  appears 
to  be  less  in  eccentric  exercise  than  in  equivalent  con- 
centric exercise. ^ This  is  not  to  say  that  eccentric 
work  is  less  traumatic  to  the  muscle  than  is  concentric 
work;  recently  it  has  been  reported  that  eccentric  con- 
tractions raise  the  level  of  circulating  muscle  enzymes 
to  a much  greater  extent  and  for  longer  periods  of  time 
than  do  concentric  contractions.'^  The  ischemia  that 
may  result  from  eccentric  exercise  may  not  be  of  suf- 
ficient intensity  to  produce  a level  of  free  radical  that 
would  contribute  to  cellular  injury.  Another  possibility 
may  be  that  free  radicals  are  formed  with  this  type  of 
exercise  but  are  sufficiently  inactivated  by  another  in- 
herent cellular  free  radical  scavenger  such  as  uric  acid.^' 
This  is  unlikely,  however,  since  oxidative  damage  re- 
sults in  strenuous  concentric  exercise  despite  the  pres- 
ence of  uric  acid.  Nevertheless,  the  quantity  of  Vitamin 
E used  in  this  study  was  40  times  the  level  of  15  lU 
recommended  for  the  daily  allowance  by  the  National 
Research  Council. This  quantity  should  have  been 
more  than  sufficient  to  prevent  or  inhibit  initiation  of 
lipid  peroxidation  and  subsequent  DMS  if  superoxide 
radicals  are  responsible.  Further  research  is  necessary 
at  the  biochemical  and  structural  level  concerning  the 
relationship  of  free  radical  production  with  exercise 


and  the  condition  of  DMS. 
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A rapid  evolution  of  therapeutic  alternatives  in  the 
treatment  of  breast  cancer  stems  from  awareness 
of  the  importance  of  earlier  diagnosis,  better  under- 
standing of  the  variations  in  tumor  biology  (bioactiv- 
ity), improved  techniques  of  radiotherapy,  and 
favorable  initial  results  with  breast  preserving  surgery. 
With  these  recent  advances  surgeons  must  periodically 
re-evaluate  and  possibly  alter  their  approach  to  this 
m.ost  common  of  female  malignancies.  Intense  interest 
by  the  lay  public  forces  all  physicians  to  stay  conver- 
sant with  the  various  management  options.  We  will 
discuss  our  approach  to  early  detection  in  identified 
high  risk  patients,  handling  of  non-palpable  lesions, 
dealing  with  the  contralateral  breast,  and  operations 
for  carcinoma. 

The  three  cornerstones  of  early  detection  are  breast 
self-examination,  physician  examination  and  mam- 
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mography.  The  American  Cancer  Society  recommends 
monthly  self-examination,  annual  physician  exami- 
nation and  baseline  mammography  some  time  between 
age  35  and  40.  (Table  1)  Thereafter,  mammograms 
are  recommended  every  one  to  two  years  at  the  phy- 
sician’s discretion  until  age  50  and  then  yearly  there- 
after. Even  ideal  follow-up  will  still  fail  to  identify  all 
cancers  at  an  early  stage.  Acute  carcinomas  can  some- 
times develop  and  become  quite  advanced  in  the  in- 
terval between  check-ups  even  though  the  average 
carcinoma  may  be  present  3 to  3'/2  years  before  be- 
coming clinically  manifest.  Spratt  and  colleagues  in- 
dicate a carcinoma  may  be  detectable  by  mammography 
after  about  20  doublings,  by  careful  physician  exam 
after  22  or  23  doublings,  by  patient  exam  at  about  30 
doublings,  and  may  result  in  death  after  40  doublings.' 
There  is  an  extreme  variation  in  the  rate  of  cell  division 
in  different  tumors;  and  the  rate  may  change  in  any 
given  tumor. 

Since  treatments  are  changing,  terms  used  are  often 
confusing.  Definitions  of  terms  used  by  us  are  listed 
in  Table  2. 
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TABLE  I 

Recommendations  for  Mammography 
American  Cancer  Society 


Age 

Timing 

35-40 

Baseline 

40-50 

1-2  years  as  per  physician 

50-1- 

Yearly 

Patients  at  Risk  for  Invasive  Cancer 

Prevention  — as  opposed  to  early  detection  — can 
only  be  attained  by  bilateral  glandular  mastectomy. 
Decisions  are  based  on  family  history  and/or  histologic 
findings.  A positive  family  history  includes  someone 
who  is  a primary  relative  (mother,  sister,  daughter). 
If  multiple  or  all  primary  relatives  have  had  breast 
cancer,  particularly  at  a young  age,  then  consideration 
for  prophylactic  bilateral  glandular  mastectomy  some- 
time after  the  age  of  30  is  given. 

Detailed  histologic  findings  at  biopsy  coupled  with 
the  family  history  of  previous  breast  cancer  are  utilized 
to  indicate  patients’  risk  for  subsequent  invasive  car- 
cinoma. Dupont  and  Page  and  Page  et  al.  evaluated 

TABLE  2 

Definition  of  Terms 


Aspiration  Biopsy: 

Small  needle  aspiration  of  cells  for  cytology 
Needle  Biopsy: 

Needle  core  biopsy 
Incisional  Biopsy: 

Open  removal  of  a part  of  a tumor 
Excisional  Biopsy: 

Open  removal  of  a tumor 
Wide  Local  Excision  (Lumpectomy) 

Complete  removal  of  a tumor  with  a clear  margin  of  resec- 
tion of  approximately  2 cm 
Segmental  Mastectomy: 

Same  as  wide  local  excision 
Glandular  Mastectomy: 

A.  Subcutaneous  mastectomy:  Removal  of  all  glandular  tis- 
sue except  that  immediately  behind  nipple  with  nipple/ 
areola  preservation 

B.  Simple  (total)  mastectomy:  Removal  of  all  glandular  tis- 
sue, nipple  and  areola 

Modified  Radical  Mastectomy:  Total  mastectomy  -t-  axillary 
dis.section  with  or  without  removal  of  pectoralis  minor  muscle 
Radical  Mastectomy:  Total  mastectomy  4-  axillary  dissection 
including  removal  of  pectoralis  major  and  minor  muscles 
Toilet  Mastectomy:  Mastectomy  to  control  local  extension  and 
complications  even  though  there  is  little  chance  for  cure 
Axillary  .Sampling: 

Removal  of  axillary  nodes  lateral  to  the  pectoralis  minor 
muscle 

Axillary  Dissection 

Removal  of  all  axillary  nodes  with  or  without  division  of  the 
pectoralis  minor  muscle 


10,542  breast  biopsy  specimens  and  followed  the  pa- 
tients for  an  extended  period  of  time,  averaging  eleven 
years. ^ For  the  various  histopathological  patterns,  they 
found  escalating  levels  of  risks  that  were  interactive 
with  family  history.  (Table  3)  They  determined  that 
the  overall  risk  of  the  biopsy  population  was  1 .5  times 
that  of  the  general  public  (women  in  Atlanta,  GA). 
The  relative  risk  for  subsequent  carcinoma  in  women 
with  negative  family  history  and  nonproliferative  dis- 
ease without  atypia  was  0.86,  proliferative  disease 
without  atypia  1.5,  atypical  ductal  hyperplasia  3.2, 
and  atypical  lobular  hyperplasia  3.5.  A positive  family 
history  roughly  doubled  the  risk.  Thus,  a patient  with 
a positive  family  history  and  atypical  hyperplasia  had 
almost  the  same  level  of  risk  for  invasive  carcinoma 
as  the  patient  with  lobular  carcinoma  in  situ.  It  is  to 
be  emphasized,  that  these  risk  levels  are  for  either 
breast,  not  just  the  breast  from  which  the  biopsy  was 
taken.  The  one  exception  Page  and  colleagues  found 
is  duct  carcinoma  in  situ  for  which  only  the  ipsilateral 
breast  appears  to  be  at  increased  risk  for  subsequent 
invasive  carcinoma.'*  Why  the  risk  for  atypical  ductal 
hyperplasia  is  distributed  between  both  breasts  while 
the  risk  for  the  morphologically  similar  duct  carcinoma 
in  situ  is  confined  to  the  ipsilateral  breast  is  not  clear. 


Table  3 

Relative  Risk  of  Invasive  Carcinoma:  Effect  of  Histology  and 
Family  History 


Relative 

Risk** 

Histology 

No  F,H. 

F.H. 

All  Patients  with  biopsy 

1.4 

2.5 

“Non-Proliferative” 

0.86 

1.2 

Proliferative  w/o  Atypia 

1.5 

2.1 

Atypical  Ductal  Hyperplasia 

3.2 

9.7 

Atypical  Lobular  Hyperplasia 

3.5 

8.4 

Duct  Carcinoma  in  situ 

II 

— 

Lobular  Carcinoma  in  situ 

II 

— 

* Adapted  from  N.E.J.M.,  Cancer  55,  & Cancer  49 


Thus,  for  women  with  duct  carcinoma  in  situ,  we 
offer  wide  local  excision  or  ipsilateral  mastectomy  fol- 
lowed by  reconstruction.  However,  those  women  with 
lobular  carcinoma  in  situ  or  with  atypical  hyperplasia 
and  a family  history,  we  recommend  bilateral  glan- 
dular mastectomies  followed  by  reconstruction.  (Table 
4)  For  women  with  lesions  having  lesser  degrees  of 
risk,  variables  important  in  deciding  the  type  of  therapy 
include  the  attitude  of  the  patient,  the  number  of  pre- 
vious biopsies,  and  the  ease  of  radiographic  and  phys- 
ical examination. 

Women  with  gross  fibrocystic  disea.se  requiring  re- 
peated biopsies  over  a period  of  time  constitute  a spe- 
cial problem,  particularly  if  there  are  no  other  risk 
factors.  Again  we  offer  the  patient  the  option  of  total 
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TABLE  4 

Candidates  for  Prophylactic  Bilateral  Mastectomy 


Table  5 

Haagensen’s  Signs  of  Inoperability 


1.  Apparent  familial  breast  carcinoma 

2.  Hyperplasia  with  atypia  + family  history 

3.  Lobular  carcinoma  in  situ 

4.  Gross  fibrocystic  disease  with  multiple  biopsies 


glandular  mastectomy  plus  reconstruction  versus  fol- 
low-up at  6 monthly  intervals. 

Non-Palpable  Lesions: 

High  resolution  mammography  often  identifies  non- 
palpable  lesions,  most  often  matrix  discrepancies  or 
focal  calcifications.  Mammographic  localization  with 
the  Kopans  needle,  biopsy,  and  specimen  radiography 
has  resulted  in  detection  of  non-palpable  early  lesions.^ 
After  removal,  the  specimen  is  often  sectioned  further 
like  a loaf  of  bread  and  re-radiographed  for  more  pre- 
cise localization  in  the  histologic  examination.  We 
have  utilized  the  technique  60  times  in  Vh  years  and 
found  carcinoma  or  carcinoma  in  situ  8 times. ^ Smaller 
and  earlier  lesions  are  definitely  being  identified  by 
this  approach. 

Operable  Carcinoma  of  the  Breast: 

The  traditional  criteria  of  inoperability  of  Haagen- 
son  still  remain  germane.^  (Table  5)  The  approach  to 
operable  breast  cancer,  on  the  other  hand,  has  under- 
gone profound  modification  in  the  past  10  years.  In 
1975  the  surgeons  in  Alabama  embarked  on  a ran- 
domized trial  in  the  management  of  carcinoma  of  the 
breast  comparing  radical  mastectomy  to  modified  rad- 
ical mastectomy.*-®  The  patients  did  not  receive 
postoperative  irradiation.  This  was  a unique  study  in 
that  patients  were  accessed  from  all  parts  of  Alabama 
by  91  surgeons.  Yet  the  randomization  process  and 
follow-up  were  remarkably  successful.  Evaluation  of 
the  early  results  indicated  no  significant  difference  in 
the  percentage  of  patients  who  remained  clinically  free 
of  recurrent  disease  or  in  survival  between  the  two 
operations."  There  was  a trend  toward  more  local  re- 
currences in  those  patients  who  underwent  modified 
radical  mastectomy  particularly  if  they  were  Stage  II. 
This  number  was  not  considered  to  be  statistically  sig- 
nificant, but  follow-up  is  continuing. 

Breast  preserving  management  for  breast  cancer  has 
been  performed  in  some  European  centers  for  several 
decades.  In  1981,  Veronesi  and  colleagues  reported 
on  701  patients  in  Milan,  Italy  with  lesions  2 cm.  or 
smaller  without  clinical  evidence  of  disease  in  the  ax- 
illa.'^ These  patients  were  randomized  between  mod- 
ified radical  mastectomy  versus  partial  mastectomy, 
axillary  dissection  and  postoperative  radiation  therapy 
to  the  remaining  breast.  In  this  study  approximately 
one-fourth  of  the  breast  tissue  was  removed  during  the 


ABSOLUTE 

1.  Extensive  edema  of  the  skin  over  the  breast  is  present. 

2.  Satellite  nodules  are  present  in  the  skin  over  the  breast. 

3.  The  carcinoma  is  of  the  inflammatory  type. 

4.  A parasternal  tumor  is  present. 

5.  Proved  supraclavicular  metastases  are  present. 

6.  There  is  edema  of  the  arm. 

7.  Distant  metastases  are  demonstrated. 

GRAVE  SIGNS 

1.  Ulceration  of  the  skin. 

2.  Edema  of  the  skin  of  limited  extent  (less  than  one-third 
of  the  skin  over  the  breast  involved. 

3.  Solid  fixation  of  the  tumor  to  the  chest  wall. 

4.  Axillary  lymph  nodes  measuring  2.5  cm.  or  more  in 
transverse  diameter. 

5.  Fixation  of  the  axillary  lymph  nodes  to  the  skin  or  the 
deep  structures  of  the  axilla. 


partial  mastectomy  assuring  a good  margin  around  the 
tumor  and  taking  the  pectoral  fascia.  This  study  found 
no  difference  in  the  recurrence  of  disease  or  in  survival 
between  the  two  therapeutic  groups. 

The  findings  in  Protocol  B-06  have  been  reported 
from  the  National  Surgical  Adjuvant  Breast  Project  by 
Fisher  and  colleagues.**  Seventeen  hundred  patients 
were  randomized  into  three  groups:  Group  I received 
modified  radical  mastectomy.  Group  II  received  seg- 
mental mastectomy  and  axillary  dissection.  Group  III 
received  segmental  mastectomy,  axillary  dissection  plus 
radiation  therapy  to  the  residual  breast  tissue.  In  this 
study  segmental  mastectomy  meant  excising  the  lesion 
with  a margin  of  normal  tissue,  but  not  necessarily 
removing  skin  and/or  pectoral  fascia.  We  would  em- 
phasize that  all  patients,  even  those  with  conservative 
operation,  receive  axillary  dissection.  Lesions  of  4 cm. 
in  size  or  less  with  or  without  clinically  apparent 
positive  nodes  were  included.  About  one-half  of  their 
patients  had  lesions  2 cm.  or  less  in  size  and  one-half 
had  lesions  over  2 cm.  in  size.  Central  lesions  were 
not  excluded  from  the  study.  In  10%  of  patients 
undergoing  segmental  mastectomy  frozen  section  of 
the  margins  revealed  incomplete  excision  and  a total 
mastectomy  was  performed.  However,  these  people 
were  left  in  the  segmental  mastectomy  groups  for  fol- 
low-up purposes. 

These  investigators  again  found  the  combination  of 
segmental  mastectomy,  axillary  dissection  and  radia- 
tion to  the  residual  breast  to  be  equally  or  more  ef- 
fective than  total  mastectomy  and  axillary  dissection! 
The  group  having  segmental  mastectomy  plus  axillary 
dissection  without  follow-up  x-ray  did  not  appear  to 
fare  as  well. 

Weighing  these  studies  and  others  with  our  own 
experience,  our  approach  to  breast  carcinoma  at  the 
Breast  Clinic  of  The  Norwood  Clinic  include  the  fol- 
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Table  6 

Options  for  Operable  Breast  Carcinoma 


Size 

>4  cm  or  central  lesion:  modified  radical  mastectomy 
<4  cm,  non-central  lesion:  modified  radical  mastectomy  vs. 
segmental  mastectomy,  radiation  -I-  axillary  dissection 
Locally  Advanced  Carcinoma:  modified  radical  mastectomy  or 
radical  mastectomy 

± pre-op  radiation  and/or  cbemotberapy 
Inflammatory  Carcinoma 
Radiation  & cbemotberapy  -I- 
? Toilet  mastectomy 


lowing  (Table  6);  For  lesions  4 cm.  or  less  in  size  in 
an  area  of  the  breast  amenable  to  segmental  mastec- 
tomy with  acceptable  cosmesis,  we  offer  the  patient 
an  option  of  either  modified  radical  mastectomy  or 
segmental  mastectomy,  axillary  dissection  and  radia- 
tion to  the  residual  breast  tissue.  Radiation  utilized  is 
usually  about  5000  rads  over  the  entire  breast  plus  a 
boost  of  1000  rads  to  the  area  of  excision  spread  over 
about  30  treatments.  For  central  lesions  or  larger  tu- 
mors, we  perform  a modified  radical  mastectomy.  At 
the  present  time  those  individuals  who  have  one  of 
Haagenson’s  grave  signs  (locally  advanced  carci- 
noma); skin  edema  of  less  than  V3  of  the  breast,  ul- 
ceration of  the  primary,  chest  wall  fixation,  axillary 
nodes  greater  than  2.5  cm.  in  diameter  or  axillary  node 
fixation,  we  sometimes  use  preoperative  radiation  and/ 
or  chemotherapy  followed  by  mastectomy  — radical 
or  modified  radical.  Inflammatory  carcinomas  are 
managed  with  radiation  and  chemotherapy  possibly 
followed  by  toilet  mastectomy. 

We  should  emphasize  one  point  about  subsequent 
procedures  to  improve  cosmesis  after  definitive  treat- 
ment of  carcinoma.  Reconstructions  or  revisions  are 
less  satisfactory  after  segmental  mastectomy  followed 
by  radiation  than  after  total  mastectomy.  Therefore,  if 
the  patient  has  unattractive  breasts  and  may  desire 
cosmetic  surgery  after  definitive  therapy  for  carci- 
noma, she  may  well  prefer  total  mastectomy  and  ax- 
illary dissection  as  therapy. 

The  Contralateral  Breast 

Seven  percent  of  all  postmastectomy  patients  will 
develop  carcinoma  in  the  contralateral  breast.  Urban 
has  performed  contralateral  upper  outer  quadrant  or 
mirror  image  biopsy  in  breast  carcinoma  patients  and 


has  found  an  incidence  of  16%  of  malignancy  or  pre- 
malignancy in  those  patients  with  lobular  carcinoma. 
For  patients  with  ordinary  duct  carcinoma  we  examine 
the  patient  at  three  month  intervals  for  three  years  and 
then  six  month  intervals  in  addition  to  yearly  mam- 
mography. Unless  the  patient  needs  cosmetic  contra- 
lateral breast  surgery  at  the  time  of  reconstruction  on 
the  mastectomy  side,  then  no  operation  is  done  on  the 
contralateral  breast.  On  the  other  hand,  in  patients  with 
Stage  I invasive  lobular  carcinoma  we  proffer  contra- 
lateral prophylactic  glandular  mastectomy  with  or 
without  reconstruction  of  both  breasts.  Scrutiny  of  his- 
tological features  — anaplasia,  vascular  invasion,  lym- 
phatic invasion,  invasion  of  the  adjacent  soft  tissue 
and  measurement  of  the  tumor’s  ability  to  bind  estro- 
gen and/or  progesterone  allow  some  refinement  in  pre- 
dicting those  patients  with  a likelihood  of  early 
recurrence.  We  are  studying  these  features,  but  do  not 
yet  modify  our  surgical  approach  for  these  findings. 

Summary 

Surgical  management  of  breast  carcinoma  and  po- 
tential carcinoma  continues  to  undergo  rapid  change. 
The  surgeon’s  responsibilities  include  judicious  pro- 
phylaxis, emphasis  on  early  diagnosis,  and  treatment 
which  strives  for  adequate  local  control,  acceptable 
cosmesis,  minimal  recurrence  and  maximal  long  term 
survival. 
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The  UAB  Spam  Rehabilitation  Center  offers 
a complete  scope  of  rehabilitation  services 
for  patients  with  severe  neuromuscular- 
skeletal  disorders  or  physical  impairments 
resulting  from  acquired  disease,  congenital 
disease  or  trauma.  The  facility  was  established  in  1964,  and 
is  nationally  recognized  for  excellence  in  rehabilitation 
medicine. 

Treatment  is  approached  from  a multidisciplinary 
perspective  utilizing  the  resources  of  specially  trained 
physicans,  physical  and  occupational  therapists,  speech 


therapists,  dietitians,  nurse  clinicians,  pharmacists  and 
psychologists. 

Specialities  of  the  UAB  Spain  Rehabilitation  Center  ar 

• Spinal  cord  injury  rehabilitation  • Head  trauma  rehabilh 
tion  • Amputee  rehabilitation  • Neuromuscular-skeletal 
diseases  rehabilitation  • Pediatric  rehabilitation  • Arthritis 
rehabilitation  • Pulmonary  rehabilitation  • Geriatric  reha- 
bilitation • Stroke  rehabilitation  • Chronic  pain  manageme 

• Disability  determination  • Recreational  therapy. 

The  Center  is  the  site  of:  a specially  designated 
Regional  Spinal  Injury  Care  System,  a Multipurpose  Artliri' 
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ion  Center  as  close  as  pur  fdione. 

Center,  a Urological  Rehabilitation  Center,  a Comprehensive 
F^in  Center,  and  a Medical  Research  and  Training  Center. 

Facilities  for  outpatients  are  available  and  convenient, 

Spain  Rehabilitation  Center  is  one  of  60  departments, 
divisions,  and  centers  of  the  University  of  Alabama  Medical 
Center  accessible  to  you  through  Medical  Information  Ser- 
vice via  Telephone  (MIST). 

The  Center  w'elcomes  physician  inquiries.  To  speak 
with  a physician,  to  consult  about  a patient,  to  refer  a 
patient,  or  to  request  a patient  transfer  via  the  Cntical  Care 
Transport  Service,  telephone  MIST 


Consult  With  A Specialist,  Call 

1 800  292-6508 


MIST: 


IN  AI  AB.VMA 

1 800  452-9860 
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Permanent  Epidural  Catheter 

James  Russell  Eubanks,  Jr.,  M.D.* 


Care  of  the  terminally  ill  patient  has  always  been  a 
difficult  endeavor.  Comfort  and  pain  relief  have 
frequently  been  accompanied  by  mental  confusion  and 
stupor.  Analgesia  provided  by  spinal  or  epidural  routes 
allows  for  reduced  narcotic  doses  while  prolonging 
analgesia.'-  ^ 

Temporary  epidural  catheters  may  be  inserted  ini- 
tially, allowing  for  evaluation  and  adjustment  of  med- 
ication and  levels  of  placement.  Pelvic  pain  responds 
more  consistently  to  lumbar  epidural  management  while 
thoracic  and  upper  level  pain  control  requires  a more 
proximate  catheter  placement  with  a greater  degree  of 
variables  encountered. 

Theory 

Opiate  receptors  in  the  central  nervous  system  are 
found  in  Rexed’s  laminae  I,  II,  IV  and  V in  the  sub- 
stantia gelatinosa  of  the  dorsal  horn  of  the  spinal  cord. 
A and  C fibers  synapse  at  this  point.  Opiate  receptors 
are  also  located  in  the  peri-aqueductal  grey  matter, 
thalamus,  hypothalamus,  amygdala  and  cerebral  cor- 
tex.^ 


* Bay  Anesthesia,  P C.,  243  South  Greeno  Road,  Fairhope,  AL  36532 


When  administered  epidurally,  narcotics  pass  into 
the  cerebrospinal  fluid  transdurally  via  the  rich  venous 
plexus.  It  would  appear  that  alterations  of  the  neuro- 
transmitter release  occurs  in  the  afferent  nerves  re- 
sponding to  noxious  stimuli.  Spinal  reflexes  such  as 
the  deep  tendon  reflexes  generally  remain  unaffected. 
G.I.  tract  motility,  however,  may  be  diminished  pro- 
ducing constipation.  Lipophilic  agents  (Demerol  and 
Fentanyl)  produce  rapid  onset  (8  to  10  minutes)  while 
exhibiting  a relative  decrease  in  length  of  action  (2-8 
hours).  Morphine  has  a lower  lipid  solubililty  with 
onset  of  analgesia  of  20-60  minutes  but  lasting  8-36 
hours. ^ This  prolonged  effect  may  be  due  in  part  to 
the  hydrophilic  nature  of  Morphine  resulting  in  a slow 
release  from  the  central  nervous  system  into  the  sys- 
temic circulation.  For  these  reasons,  preservative-free 
Morphine  Sulfate  is  the  most  widely  used  analgesic 
epidurally. 

Side  effects  such  as  drowsiness,  nausea,  vomiting 
and  respiratory  depression  are  rarely  seen  and  may  be 
reversed  with  a narcotic  antagonist  such  as  Naloxone. 
Euphoria  as  a proximate  result  of  stimulations  of  the 
amygdala  is  seen  45  to  60  minutes  after  injection  and 
gradually  diminishes  after  2 to  3 hours.  As  expected, 
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high  doses  will  more  frequently  result  in  these  side 
effects. 

Withdrawal  can  be  seen  in  patients  who  are  placed 
on  lowered  narcotic  doses  too  quickly.  Weaning  may 
be  effectively  accomplished  over  a 4 to  6 day  period. 

Placement  of  the  permanent  epidural  catheter  is  ac- 
complished in  the  Operating  Room  with  the  patient  in 
the  lateral  decubitus  position.  To  allow  for  self-injec- 
tion of  medication,  the  catheter  is  usually  placed  in 
the  opposite  side  of  the  patient’s  dexterity  (righthanded 
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Figure  I . Epidural  needle  placed  at  the  L 3-4  interspace 


Figure  2.  Glass  syringe  attached  to  epidural  needle  for  the 
“loss-of-resistance”  technique  in  needle  placement 

patients  would  have  a leftsided  catheter).  A local  an- 
esthetic with  Epinephrine  is  used  to  allow  the  skin  to 
be  incised  over  the  desired  vertebral  interspace.  This 
is  carried  down  to  the  supraspinous  ligament.  An  ep- 
idural needle  is  then  inserted  into  the  epidural  space. 
The  catheter  is  inserted  through  the  needle  and  the 
needle  withdrawn.  Anchoring  sutures  are  used  to  se- 
cure the  catheter  to  surrounding  fascia  and  the  su- 
praspinous ligament.  The  proximal  catheter  is  then 
tunneled  to  the  anterior  axillary  line  and  secured.  The 
dermal  puncture  site  is  covered  with  an  antibiotic  oint- 
ment and  gauze  or  a watertight  dressing.  (The  latter 
is  usually  reserved  for  bathing.) 


Birmingham  251-0157 
Montgomery  264-8A21 
Tuscaloosa  345-6494 

Huntsville  880-0175 

creative 

leasing 


March  1986  / 27 


Figure  3.  Epidural  needle  with  catheter 


Figure  4.  Catheter  to  be  placed  subdermally 


Figure  5 . Skin  eruption  site  in  the  anterior  axillary  line  for  the 
right-handed  patient 


Titration  of  medication  may  commence  with  return 
of  the  patient’s  symptoms  if  they  have  abated  after 
initial  pre-medication  prior  to  the  operative  procedure. 
Optimal  dosage  may  take  several  days  to  achieve. 

Use  of  systemic  antibiotics  is  related  to  the  nutri- 
tional state  and  general  health  of  the  patient.  Inter- 
actions between  all  health  professionals  and  family  is 


necessary  for  the  patient’s  well-being.  It  is  my  feeling 
that  this  is  only  another  step  toward  achieving  some 
degree  of  relief  for  a difficult  area  of  care. 
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Hypertrophic  Pyloric  Stenosis: 
A Review  of  216  Cases  from 

1980  to  1984 
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Keith  E.  Georgeson,  M.D.t 


Abstract 

We  reviewed  the  records  of  216  infants  who 
underwent  surgical  correction  of  hypertrophic 
pyloric  stenosis  (HPS)  between  1980  and  1984 
at  The  Children’s  Hospital  of  Alabama.  This 
group  included  184  males  (85%),  32  females 
(15%),  190  whites  (88%),  and  26  blacks  (12%). 
Eleven  percent  had  a positive  family  history  of 
HPS.  The  median  ages  at  onset  of  symptoms 
and  at  admission  were  23  and  34  days,  re- 
spectively. Vomiting  (100%),  weight  loss 
(60%),  constipation  (25%),  and  decreased 
urine  output  (10%)  were  prominent  symp- 
toms. Common  physical  findings  included  a 
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palpable  pyloric  mass  (89%),  dehydration 
(54%),  peristaltic  waves  (34%),  and  weight  less 
than  10th  percentile  for  age  (27%).  Admission 
electrolytes  revealed  48%  of  the  patients  to  be 
alkalotic  and  42%  hypochloremic.  An  upper 
gastrointestinal  series  was  obtained  in  63%  and 
a sonogram  in  26%  to  aid  in  diagnosis.  Fol- 
lowing adequate  hydration,  all  patients  under- 
went a Ramstedt  pyloromyotomy.  Mucosal 
perforations  occurred  during  eight  operations 
(4%).  Significant  postoperative  vomiting  was 
noted  in  8%.  No  patients  required  reoperation 
for  recurrent  pyloric  stenosis,  and  none  died. 
The  median  postoperative  period  of  hospital- 
ization was  three  days. 


Introduction 

Hypertrophic  pyloric  stenosis  (HPS)  is  one  of  the 
more  frequent  diseases  diagnosed  at  The  Chil- 
dren’s Hospital  of  Alabama.  From  January  1980 
through  December  1984,  216  infants  with  HPS  were 
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treated  here.  This  paper  reviews  the  clinical  features 
of  this  group  of  patients,  giving  a profile  of  this  disease 
in  the  infants  of  central  Alabama  and  adding  a recent 
experience  to  the  previous  descriptive  reports  of 
HPS."° 

Demographic  Data 

HPS  predominates  in  males  and  is  thought  to  have 
a higher  incidence  in  whites.  Of  our  216  patients,  184 
(85%)  were  male  and  32  (15%)  female  for  a ratio  of 
5.75:1.  Eighty-eight  percent  (190  of  216)  were  white, 
significantly  greater  than  their  67%  (4719  of  7076) 
composition  of  the  total  inpatient  population  for  1984 
(p  < 0.0005,  chi-square).  The  remaining  12%  (26  of 
216)  were  black. 

A positive  family  history  of  HPS  was  obtained  from 
23  patients  (11%)  including  nine  brothers,  four  sisters, 
six  fathers,  no  mothers,  and  17  more  distant  relatives. 
Twinning  occurred  five  times  with  three  reported  as 
‘ ‘ identical  ” ; in  two  pairs  (both  ‘ ‘ identical  ” ) , both  chil- 
dren developed  HPS. 

Estimates  of  gestational  age  were  available  in  149 
infants.  Twenty-four  patients  (16%)  were  preterm  (ear- 
lier than  38  weeks),  and  two  (1%)  were  postterm  (later 
than  42  weeks).  Birth  weights  were  recorded  in  184 
infants  of  which  14  (8%)  were  low  (less  than  2500 
gm)  and  22  (12%)  were  high  (greater  than  4000  gm). 
Fifty-four  percent  ( 100  of  184  reported)  of  our  patients 
were  firstborn;  this  is  significantly  greater  than  the  45% 
(23,014  of  51,562)  firstborn  rate  in  all  infants  bom  in 
Jefferson  County,  Alabama  from  1980  to  1984 
(p  < 0.01,  chi-square). 

Congenital  anomalies  were  noted  in  35  patients 
(16%);  7 (3%)  major  and  28  (13%)  minor  (Table  I). 
Four  patients  underwent  operations  in  the  neonatal  pe- 
riod including  ligation  of  a patent  ductus  arteriosus, 
colostomy  for  an  imperforate  anus,  perineal  anoplasty 

TABLE  I 

Congenital  anomalies  in  216  HPS  patients 


for  an  imperforate  anus,  and  staged  repair  of  an  om- 
phalocele. 

Clinical  Presentation 

Age  at  onset  of  symptoms  and  age  at  admission  are 
represented  graphically  in  Figure  1 . The  median  values 
of  these  ages  were  23  and  34  days,  respectively,  with 
the  median  interval  or  duration  of  symptoms  7 days. 
We  could  discern  no  pattern  of  seasonal  variation  in 
our  series. 


30  . 


20 


10 


AGE  AT  ONSET  OF  SYMPTOMS 


WEEKS 

Figure  1 . Distribution  of  age  at  onset  of  symptoms  and  age  at 
admission  of  216  HPS  patients. 

Vomiting  was  the  main  symptom  in  all  of  our  pa- 
tients (Table  II).  It  was  described  as  projectile  in  162 
(75%),  postprandial  in  148  (69%),  nonbilious  in  140 
(65%),  and  bloody  in  7 (3%).  Other  prominent  symp- 
toms included  weight  loss  or  failure-to-thrive  (60%), 
constipation  (25%),  and  decreased  urine  output  (10%). 


Patients 

The  findings  on  physical  examination  of  our  patients 

Anomaly 

No. 

are  presented  in  Table  III.  A pyloric  mass  was  palpable 

TABLE  H 

Major: 

Cleft  lip/palate 

2 

HPS  patient  symptoms 

Imperforate  anus 

2 

Malrotation 

2 

Omphalocele 

1 

Patients 

Infundibular  pulmonary  stenosis 

1 

Symptom 

No.  (%) 

Micrognathia 

1 

Absent  external  auditory  canal 

1 

Vomiting 

216  (100) 

Minor: 

Inguinal  hernia/hydrocele 

15 

Weight  loss/Failure-to-thrive 

129  (60) 

Umbilical  hernia 

6 

Constipation 

55  (25) 

Cryptorchidism 

4 

Decreased  urination 

21  (10) 

Pre-auricular  tag 

3 

Diarrhea 

19  (9) 

Thyroglossal  duct  cyst 

1 

Respiratory  symptoms 

8 (4) 

Syndactyly  of  2nd  and  3rd  toes 

1 

Fever 

6 (3) 

Hip  dislocation 

1 

Tetany/C'onvulsions 

2 (1) 
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at  some  point  preoperatively  in  89%.  One  hundred 
seventeen  patients  (54%)  were  noted  to  be  dehydrated. 

TABLE  III 

Physical  findings  in  216  HPS  patients 


Patients 

Finding  No.  (%) 


Pyloric  mass 

192 

(89) 

Dehydration 

117 

(54) 

Peristaltic  waves 

74 

(34) 

Weight  less  than  10th  percentile 

59 

(27) 

Fever 

12 

(6) 

Jaundice 

5 

(2) 

Tetany/Convulsions 

2 

(1) 

This  dehydration  was  judged  to  be  mild  (less  than  5%) 
in  73  (62%),  moderate  (5  to  10%)  in  28  (24%),  and 
severe  (greater  than  10%)  in  16  (14%). 

Laboratory  and  Imaging  Data 

Forty-eight  percent  of  the  patients  were  alkalotic  and 
42%  were  hypochloremic  by  their  admission  electolyte 
determinations  (Table  IV).  Many  of  the  blood  samples 
were  obtained  by  heelstick,  possibly  accounting  for 
the  41%  incidence  of  hyperkalemia.  Urinalysis  re- 
vealed ketonuria  in  29%  (59  of  202  samples).  Bilirubin 
levels  in  the  five  jaundiced  patients  ranged  from  3.8 
to  15.4  mg/dl,  with  the  indirect  fraction  primarily  el- 
evated. Two  of  these  patients  had  a previous  history 
of  neonatal  jaundice. 

TABLE  IV 


HPS  patient  admission  electrolytes 


Electrolyte 

n 

Low 

No.  (%) 

Range 
Normal 
No.  (%) 

High 
No.  (%) 

Na 

207 

40  (19) 

159  (77) 

8 (4) 

K 

207 

15  (7) 

107  (52) 

85  (41) 

Cl 

202 

85  (42) 

110  (54) 

7 (4) 

HCO, 

203 

8 (4) 

98  (48) 

97  (48) 

* Normal  ranges:  Na:  135-143  meq/l,  K:  3. 7-5.0  meq/1,  Cl: 
99-108  meq/1,  HCO,:  18-25  meq/1. 


Plain  films  of  the  abdomen  were  obtained  in  47 
patients  (22%).  Thirty-five  (74%)  of  these  supported 
the  diagnosis  of  HPS  (i.e.  suggested  gastric  outlet  ob- 
struction with  distension  of  the  stomach  and  a paucity 
of  gas  beyond  the  pylorus)  while  12  (26%)  did  not. 

One  hundred  thirty-seven  infants  (63%)  had  an  UGI 
series  performed  preoperatively  (Table  V).  The  ra- 
diologist judged  109  (80%)  to  be  diagnostic  of  HPS, 
revealing  an  elongated,  narrowed,  curved  pyloric 
channel  (the  “string  sign”)  or  the  impression  of  the 


TABLE  V 

HPS  patient  diagnostic  procedures 


Results 


Procedure 

n 

Diagnostic 
No.  (%) 

Supportive 
No.  (%) 

Nonsupportive 
No.  (%) 

UGI  series 

137 

109  (80) 

24  (17) 

4 (3) 

Sonography 

57 

49  (86) 

6 (11) 

2 (3) 

hypertrophic  pylorus  on  the  distal  antrum  of  the  stom- 
ach (the  “shoulder  sign”)."  An  additional  24  studies 
(17%)  were  supportive  (i.e.  showing  only  gastric  outlet 
obstruction),  and  4 (3%)  were  nonsupportive.  Those 
studies  obtained  in  our  institution  by  pediatric  radiol- 
ogists had  a diagnostic  rate  of  88%  (71  of  81),  sig- 
nificantly higher  than  the  68%  (38  of  56)  of  those 
performed  at  referring  hospitals  (p  < 0.005,  chi- 
square).  Gastroesophageal  reflux  was  an  incidental 
finding  in  40  procedures  (29%).  There  was  no  signif- 
icant difference  in  the  amount  of  postoperative  vom- 
iting or  the  length  of  postoperative  stay  between  those 
patients  who  had  a preoperative  UGI  series  and  those 
who  did  not. 

Fifty-seven  patients  (26%)  underwent  abdominal 
sonography  (Table  V),  all  at  our  hospital.  The  diag- 
nosis of  HPS  was  confirmed  in  49  infants  (86%)  with 
pyloric  measurements  greater  than  or  equal  to  4 mm 
for  wall  thickness,  13  mm  for  diameter,  or  19  mm  for 
length.*^  Six  other  studies  (11%)  supported  the  diag- 
nosis of  HPS  (i.e.  pyloric  mass  larger  than  normal  but 
not  meeting  diagnostic  criteria),  and  two  (3%)  were 
nonsupportive. 


Treatment  and  Complications 

Preoperative  preparation  included  intravenous  hy- 
dration in  214  patients  (99%).  All  had  nasogastric  or 
orogastric  decompression  preoperatively,  usually  by 
the  anesthesiologist  just  before  induction  of  anesthesia. 
Prolonged  preoperative  gastric  decompression  did  not 
reduce  the  incidence  of  postoperative  vomiting  or  the 
length  of  postoperative  hospital  stay. 

All  216  patients  underwent  a Ramstedt  pyloromy- 
otomy.  Mucosal  perforation  occurred  in  eight  (4%), 
four  on  the  duodenal  end  of  the  pyloromyotomy,  three 
on  the  gastric  end,  and  one  in  the  middle.  All  perfo- 
rations were  recognized  immediately,  sutured  closed, 
and  buttressed  with  an  omental  patch.  One  operation 
was  complicated  by  excessive  bleeding  from  a liver 
capsular  tear  and  adhesions;  this  patient  had  previously 
undergone  a staged  repair  of  an  omphalocele.  In  an- 
other patient,  bloody  peritoneal  fluid  and  an  anterior 
liver  laceration  overlying  the  pylorus  were  noted  upon 
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opening  the  abdomen,  apparently  the  result  of  vigorous 
preoperative  abdominal  palpation. 

Eighty  patients  (37%)  did  not  vomit  postoperatively. 
Mild  vomiting,  which  did  not  delay  the  postoperative 
feeding  schedule  occurred  in  119  infants  (55%).  Ten 
patients  (5%),  had  moderate  vomiting,  delaying  feed- 
ing at  least  24  hours  but  resolving  within  72  hours. 
Seven  infants  (3%)  had  persistent  vomiting  and  had  a 
followup  UGI  series.  Of  these  seven  patients,  three 
were  found  to  have  gastroesophageal  reflux;  two  re- 
solved spontaneously,  and  one  required  an  anti-reflux 
procedure  three  months  later.  The  remaining  four  in- 
fants had  persistent  narrowing  of  the  pylorus  even 
though  barium  passed  adequately.  Their  postoperative 
weight  gain  was  slower  than  expected,  but  the  vom- 
iting subsided  spontaneously  in  all  four  patients  within 
two  months. 

Postoperative  complications  included  wound  infec- 
tions in  10  (5%)  and  stitch-abscesses  in  five  (2%). 
Patients  with  mucosal  perforation  accounted  for  none 
of  these  infections.  One  incisional  hernia  occurred  in 
a previously  infected  wound  and  was  repaired  three 
months  following  pyloromyotomy.  There  were  no  re- 
operations for  recurrent  pyloric  stenosis  and  no  deaths. 

Table  VI  summarizes  the  length  of  hospitalization 
for  our  series.  The  median  preoperative,  postoperative, 
and  total  periods  of  hospitalization  were  one,  three, 
and  four  days,  respectively. 


TABLE  VI 

Length  of  hospitalization  for  216  HPS  patients 


Period 

Median 

Length  (days) 
Mean  ± SD 

Range 

Preoperative 

1 

2.3 

± 

13.1 

0-191 

(1.2 

1.0)* 

(0-  10)* 

Postoperative 

3 

3.1 

3.1 

1-  31 

(2.8 

1.5)* 

(1-  12)* 

Total 

4 

5.4 

± 

15.3 

1-221 

(4.1 

1.9)* 

(1-  16)* 

* Excluding  three  outliers  who  developed  HPS  while  already 
hospitalized  for  other  problems. 


Summary 

The  diagnosis  of  HPS  is  most  likely  in  a white  male 
with  the  onset  of  progressive,  postprandial,  nonbilious 
vomiting  in  the  first  three  months  of  life.  Weight  loss, 
dehydration,  and  hypochloremic  alkalosis  are  other 
prominent  presenting  features.  Palpation  of  a pyloric 
mass  confirms  the  diagnosis  of  HPS  while  UGI  series 
and  sonograms  are  useful  adjunctive  diagnostic  pro- 
cedures in  difficult  cases  when  the  pylorus  cannot  be 
felt.  Following  rehydration,  HPS  is  readily  treated  by 
pyloromyotomy  with  low  morbidity  and  negligible 
mortality. 
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A Survey  of  Family  Physicians 
Providing  Obstetrical  Care:  A 
Preliminary  Report 

William  J.  Crump,  M.D.*  and  Diane  Butler  Redmondt 


January  1986 

A survey  was  mailed  to  all  528  members  of  the 
Alabama  Chapter  of  the  American  Academy  of 
Family  Physicians  in  October  1985  concerning  their 
current  obstetrical  care. 

Three  hundred  and  eight-six  questionnaires  were  re- 
turned in  the  first  mailing,  for  a 73%  return  rate.  Data 
from  the  second  mailing  and  detailed  demographics 
on  the  physicians  included  will  be  available  soon. 

Because  of  the  urgency  of  the  problem,  it  was  felt 
to  be  appropriate  to  report  the  preliminary  data  now. 

Fifty-seven  family  physicians  reported  that  they  never 
delivered  babies  in  their  careers.  Eighty-three  still  de- 
liver babies,  with  19  of  those  to  stop  within  six  months. 
Two  hundred  and  forty-six  have  stopped  delivering 


•William  J Crump.  M D..  AssislanI  Professor  of  Family  Medicine.  University  of 
Alabama  in  Huntsville.  201  Governors  Drive.  S W..  Huntsville.  Alabama  35801 
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babies  since  they  began  practice.  Table  I shows  why 
these  246  practitioners  stopped  delivering  babies.  Each 
physician  could  have  given  more  than  one  reason,  and 
the  table  shows  how  often  each  reason  was  cited. 


Table  1 (N  = 246) 


Too  much  night-time  work 

108 

43.9% 

Lack  of  someone  to  share  call 

92 

37.4% 

Malpractice  insurance  premium  cost 

93 

37.8% 

Malpractice  risk/fear 

104 

42.3% 

Discomfort  with  modern  obstetric  practices 

27 

11.0% 

Greater  interest  in  other  medical  areas 

15 

6.1% 

Age  or  health  issues 

15 

6.1% 

Inadequate  facilities/consultants 

14 

5.7% 

Obstetrics  too  time  consuming 

8 

3.3% 

If  we  restrict  our  study  only  to  the  110  family  phy- 
sicians who  stopped  delivering  babies  within  the  last 
five  years,  the  impact  of  the  malpractice  crisis  is  even 
greater,  as  shown  in  Table  2 on  the  next  page. 
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Table  2 (N  = 110) 


Too  much  night-time  work 

30 

27.3% 

Lack  of  someone  to  share  call 

25 

22.7% 

Malpractice  insurance  premium  cost  74 

67.3% 

Malpractice  risk/fear 

80 

72.7% 

Discomfort  with  modern  obstetric  practices  14 

12.7% 

Greater  interest  in  other  medical  areas  4 

3.6% 

Inadequate  facilities/consultants 

5 

4.5% 

Obstetrics  too  time  consuming 

5 

4.5% 

When  asked  what  would  have  to  happen  to  make 
them  begin  obstetrics  again,  the  physicians  responded 

as  shown  in  Table  3. 

Table  3 

(N  = 136) 

(N  = 110) 

Stopped 

Stopped 

Deliveries 

Deliveries 

Prior  to  1981 

1981-1985 

Decrease  in  malpractice  premium 

6 ( 4.4%) 

15  (13.6%) 

Solve  the  malpractice  problem 

14  (10.3%) 

32  (29.1%) 

Change  in  call  system 

2 ( 1.5%) 

7 ( 6.4%) 

Retraining 

4 ( 2.9%) 

3 ( 2.7%) 

Would  not  reconsider 

94  (69.1%) 

54  (49.1%) 

In  summary,  this  73%  sample  has  identified  only 
64  family  physicians  who  will  continue  to  deliver  ba- 
bies. Approximately  70%  of  those  who  have  stopped 
in  the  last  five  years  attribute  this  to  the  malpractice 
climate. 

It  is  estimated  from  this  information  that  the  number 
of  family  physicians  providing  obstetrical  care  can  be 
increased  by  46  (72%)  by  changes  in  the  current  mal- 
practice situation. 

The  effect  that  these  changes  may  have  on  family 
practice  residents  in  training  was  not  measured  in  this 
survey,  but  is  another  important  consideration  in  our 
state’s  health  manpower. 
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Coagulase-negative 
Staphylococcal  Bacteremia  - 
A Leading  Cause  of  Sepsis 
at  a Community  Hospital 

LeRoy  F.  Harris,  M.D.*  and  Charles  Coffey,  M.D.t 


Abstract 

Coagulase-negative  staphylococci  (CNS)  are 
our  hospital’s  third  leading  cause  of  bacte- 
remia and  fungemia,  accounting  for  32  of  309 
(10.4%)  isolates.  Patients  with  coagulase-neg- 
ative staphyloccoccal  bacteremia  (CNSB)  had 
frequent  underlying  diseases  of  which  malig- 
nancy was  the  commonest,  often  were  receiv- 
ing chemotherapy,  corticosteroids  or  parenteral 
hyperalimentation  and  almost  uniformly  had 
an  intravenous  catheter.  CNSB  usually  was  no- 
socomial-acquired and  its  source  commonly  was 
an  intravenous  catheter.  Clinically  the  patients 
with  CNSB  often  were  febrile  and  infrequently 
hypotensive.  The  isolates  of  CNS  were  uni- 
formly sensitive  to  vancomycin  and  frequently 
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resistant  to  oxacillin.  Five  episodes  of  CNSB 
were  complicated  by  endocarditis  or  metastatic 
infection  and  overall  there  was  a 28%  mor- 
tality rate.  There  was  no  survival  advantage 
for  any  form  of  treatment.  We  conclude  that 
CNSB  is  a frequent  cause  of  sepsis  at  a com- 
munity hospital  and  is  associated  with  signif- 
icant morbidity  and  mortality. 


Coagulase-negative  staphylococci  (CNS),  formerly 
considered  harmless  contaminants,  have  become 
formidable  pathogens  responsible  for  a wide  variety 
of  infections  involving  prosthetic  joints,  central  nerv- 
ous system  shunts,  vascular  grafts,  peritoneal  dialysis 
catheters  and  the  urinary  tract.  In  our  hospital,  CNS 
are  the  leading  cause  of  endocarditis,'  Although  there 
are  series  of  coagulase-negative  bacteremia  (CNSB) 
appearing  in  immunosuppressed  hosts^  of  acquired  no- 
socomially,^  there  is  a paucity  of  information  regarding 
the  occurrence  of  CNSB  in  a community  hospital.  We 
present  our  experience  with  CNSB  at  a community 
hospital  to  fill  this  void. 
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Patients  and  methods 


TABLE  I 


We  reviewed  the  list  of  blood  culture  isolates  from 
the  microbiology  laboratory  of  Huntsville  Hospital,  a 
560  bed  community  hospital  in  Huntsville,  Alabama, 
for  the  one  year  period  of  January  1,  1984,  through 
December  3 1 , 1984,  inclusive.  Excluded  from  analysis 
were  isolates  of  Bacillus  species  and  diphtheroids.  With 
the  exception  of  CNS,  an  episode  of  bacteremia  or 
fungemia  was  defined  by  the  first  positive  blood  culture 
or  by  a new  positive  culture  obtained  more  than  seven 
days  after  the  preceding  positive  culture.  The  charts 
of  all  patients  with  blood  cultures  positive  for  CNS 
were  reviewed.  CNS  were  identified  on  gram  stain  as 
gram  positive  cocci  which  yielded  a positive  catalase 
reaction  and  a negative  tube  coagulase  test.  Suscep- 
tibility studies  were  performed  by  Kirby-Bauer  disc 
testing.  An  episode  of  bacteremia  due  to  CNS  was 
defined  as  the  isolation  of  CNS  from  more  than  one 
blood  culture  taken  within  a 48  hour  period  accom- 
panied by  signs  of  sepsis  (fever,  tachycardia,  hypo- 
tension, altered  sensorium,  clinical  deterioration).  An 
episode  of  CNSB  was  designated  as  community-ac- 
quired if  its  onset  occurred  within  48  hours  of  the 
patient’s  admission  to  the  hospital,  whereas  a noso- 
comial-acquired episode  began  more  than  48  hours 
after  admission.  The  source  of  CNSB  was  determined 
by  culturing  CNS  from  the  site  in  question  in  the  ab- 
sence of  other  microbiologic  or  clinical  data  supporting 
another  site.  Hypotension  was  defined  as  a systolic 
blood  pressure  of  less  than  90  mm  Hg.  Endocarditis 
caused  by  CNS  was  defined  as  a compatible  clinical 
illness  plus  the  finding  of  two  or  more  blood  cultures 
containing  CNS.  A metastatic  infection  due  to  CNSB 
was  established  by  culturing  CNS  from  a site  which 
was  present  after  the  onset  of  CNSB  and  originated 
by  hematogenous  dissemination.  An  antibiotic  was 
considered  appropriate  when  CNS  were  susceptible  to 
it  and  inappropriate  when  CNS  were  resistant  to  it. 

Results 

Table  I lists  the  309  causes  of  episodes  of  bacteremia 
and  fungemia  for  the  study  period.  CNS  were  the  third 
leading  cause,  accounting  for  32  episodes  (10.4%  of 
total  episodes)  and  occurring  in  32  patients.  Patients 
with  CNSB  ranged  in  age  from  one  day  to  79  years 
with  an  average  age  of  47.9  years.  Twenty-one  patients 
were  male  and  1 1 were  female.  Underlying  diseases 
in  patients  with  CNSB  were  common  and  included 
malignancies  (18  patients),  congestive  heart  failure 
(three  patients),  acute  myocardial  infarction  (three  pa- 
tients), trauma  (three  patients)  and  alcoholism  (two 
patients).  Fifteen  episodes  of  CNSB  occurred  in  pa- 
tients receiving  chemotherapy,  1 1 episodes  in  patients 
on  corticosteriods  and  1 1 episodes  in  patients  receiving 
parenteral  hyperalimentation.  Antibiotics  were  being 
administered  in  nine  occurrences  of  CNSB  at  the  time 


Episodes  of  bacteremia  and  fungemia 
Huntsville  Hospital,  1984 


Organism 

Number 

(%) 

E.  coli 

45 

(14.6) 

Staph  aureus 

38 

(12.3) 

CNS 

32 

(10.4) 

Klebsiella  sp. 

26 

( 8.4) 

Candida  sp. 

19 

( 6.1) 

Pseudomonas  sp. 

18 

( 5.8) 

Hemophilus  influenzae 

16 

( 4.5) 

Enterococcus 

14 

( 4.5) 

Group  B Strep 

13 

( 4.2) 

Pneumococcus 

11 

( 3.5) 

Other 

77 

(25) 

Total 

309 

(100) 

of  the  first  positive  blood  culture  but  in  none  of  the 
occurrences  was  the  organism  sensitive  to  the  anti- 
biotic. An  intravenous  catheter  was  present  in  all  but 
three  instances  of  CNSB  and  included  20  subclavian 
or  Hickman  catheters  and  17  peripheral  catheters. 
CNSB  was  considered  community-acquired  in  10  ep- 
isodes and  nosocomial-acquired  in  22  episodes.  The 
source  of  CNSB  was  a subclavian  or  Hickman  catheter 
in  12  instances,  a peripheral  catheter  in  five  instances 
and  in  two  instances  each  the  source  was  the  lungs, 
urinary  tract  and  abdominal  wound.  In  nine  episodes 
the  source  was  undetermined.  At  the  time  of  the  first 
positive  blood  culture  for  CNS,  the  temperatures  of 
patients  extended  from  97.6°  to  108°  F and  averaged 
101 .7°  F and  hypotension  was  present  in  five  patients. 
At  the  time  of  the  first  positive  blood  culture,  periph- 
eral leukocyte  counts  were  obtained  on  17  patients  and 
ranged  from  800  to  38,500  per  cubic  millimeter  and 
averaged  1 1 ,900  per  cubic  millimeter.  In  all  occur- 
rences of  CNSB  the  isolates  were  sensitive  to  van- 
comycin, in  19  occurrences  they  were  sensitive  to 
gentamicin  and  in  eight  occurrences  they  were  sensi- 
tive to  oxacillin.  All  patients  with  CNSB  were  treated 
with  antibiotics  which  in  25  episodes  were  appropriate. 
Seventeen  patients  with  CNSB  had  at  least  one  intra- 
venous catheter  discontinued  within  72  hours  of  the 
first  positive  blood  culture.  Endocarditis  complicated 
CNSB  in  three  patients  and  metastatic  infections  oc- 
curred twice  (pneumonia  and  meningitis).  Twenty-three 
of  32  patients  with  CNSB  survived  their  hospitalization 
for  a 72%  survival  rate  and  a 28%  mortality  rate.  Table 
II  correlates  treatment  with  survival  of  patients  with 
CNSB.  There  was  no  difference  between  patients  who 
survived  hospitalization  and  those  who  died  during 
hospitalization  in  regard  to  receiving  appropriate  or 
inappropriate  antibiotics,  removal  or  no  removal  of  at 
least  one  intravenous  catheter  and  appropriate  anti- 
biotics combined  with  removal  of  at  least  one  intra- 
venous catheter. 
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TABLE  II 

Treatment  and  survival  of  patients  with  CNSB 


Treatment 

Number  who  lived  and  received 
indicated  treatment! number 
who  lived 

(%) 

Number  who  died  and  received 
indicated  treatment! number 
who  died 

(%) 

Antibiotics 

Appropriate 

18/23 

(78) 

7/9 

(78) 

Inappropriate 

5123 

(22) 

2/9 

(22) 

Removal  of  intravenous  catheter 

12/23 

(52) 

5/9 

(56) 

No  removal  of  intravenous  catheter 

11/23 

(48) 

4/9 

(44) 

Appropriate  antibiotics  and 

removal  of  intravenous  catheter 

10/23 

(43) 

4/9 

(44) 

Discussion 

We  think  our  definition  of  CNSB  effectively  dis- 
misses all  isolates  of  CNS  from  blood  cultures  which 
were  contaminants  and  probably  underestimates  our 
true  incidence  of  CNSB.  Thus,  it  is  truly  remarkable 
that  CNS  are  our  hospital’s  third  leading  cause  of  bac- 
teremia and  fungemia  and  our  experience  sharply  con- 
trasts with  recent  series  of  bacteremia  and  fungemia 
from  university  and  community  hospitals."*’^ 

Our  patients  were  typical  of  other  patients  with  CNSB 
in  that  they  were  at  the  extremes  of  life,  had  frequent 
underlying  diseases  of  which  malignancy  was  the  com- 


monest and  were  receiving  immunosuppressive  ther- 
apy.^ Also  very  common  was  the  presence  of  an 
intravenous  catheter,  especially  a subclavian  or  Hick- 
man catheter  through  which  parenteral  hyperalimen- 
tation was  being  administered.  In  our  experience, 
CNSB  is  predominately  a nosocomial-acquired  infec- 
tion which  frequently  arises  from  intravenous  cathe- 
ters, findings  which  agree  with  other  reports.^' ^ 

The  clinical  presentation  of  our  patients  with  CNSB 
included  fever  commonly  and  hypotension  infre- 
quently and  was  similar  to  other  series  of  patients  with 
CNSB^  and  to  series  of  patients  with  gram-negative 
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bacteremia.^  Laboratory  features  of  our  patients  re- 
vealed on  the  average  minimal  elevation  of  the  pe- 
ripheral leukocyte  count.  The  blood  culture  isolates  of 
CNS  demonstrated  on  in  vitro  susceptibility  testing 
uniform  sensitivity  to  vancomycin  and  frequent  re- 
sistance to  penicillinase  resistant  beta-lactam  antibiot- 
ics, results  which  concur  with  recent  experience  of 
other  institutions.^ 

Five  of  our  patients  with  CNSB  developed  either 
endocarditis  or  a metastatic  infection.  The  mortality 
rate  of  our  patients  with  CNSB  approximated  that  of 
immunosuppressed  patients  with  CNSB,^  patients  with 
nosocomial-acquired  CNSB^  and  patients  with  gram- 
negative bacteremia.^  Thus,  at  our  hospital  CNSB  is 
a leading  cause  of  sepsis  and  is  associated  with  sig- 
nificant morbidity  and  mortality. 

When  we  analyzed  the  relationships  between  treat- 
ment and  outcome,  we  found  no  survival  advantage 
for  patients  who  received  appropriate  antibiotics,  had 
their  intravenous  catheter  removed  or  both  received 


appropriate  antibiotics  and  had  their  intravenous  cath- 
eter removed.  These  observations  have  been  reported 
previously^'  ^ and  stress  the  importance  of  prevention 
of  CNSB. 
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Tetracycline  Induced  Esophagitis 

Raymond  L.  Bell,  M.D.,  F.A.C.G.* 


Tetracycline,  an  antibiotic  of  proven  efficacy  against 
many  microorganisms,  continues  to  enjoy  a great 
degree  of  popularity  among  physicians.  Although  cer- 
tain side  effects  such  as  hepatic  injury  and  discolor- 
ation of  teeth  in  children  have  been  popularized,  very 
little  has  been  written  about  another  relative  common 
side  effect,  esophagitis.  Goodman  and  Gilman'  cite 
gastrointestinal  irritation  as  a side  effect,  but  specifi- 
cally cite  only  one  reference  for  esophagitis.  In  a re- 
view of  pill  induced  esophageal  injury  by  Kikendall, 
et  aP  26  different  drugs  were  cited  as  causative  agents 
in  221  cases.  Of  these  221  cases,  tetracycline  and  its 
congeners  were  responsible  for  109  cases.  Additional 
cases  of  tetracycline  induced  esophagitis  have  been 
reported  by  Crowson  et  al,^  Schneider,** Channer  and 
Stollanders,®Ginaldi,^  and  Delpre  and  Radish.’ 

Eight  cases  of  tetracycline  induced  e.sophagitis  were 
encountered  over  an  18-month  period.  Characteriza- 
tion of  these  cases,  along  with  a discussion  of  the 
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mechanism  of  induced  esophagitis,  risk  reductive 
measures  and  treatment  of  this  condition  form  the  basis 
of  this  report. 

Clinical  Data 

Over  an  eighteen  month  period,  8 patients,  6 females 
and  2 males,  developed  severe  esophagitis  while  taking 
tetracycline  in  capsular  and  pill  forms.  Only  one  pa- 
tient had  any  known  esophageal  disorder,  that  being 
a benign  stricture.  Two  patients,  one  with  hyperthy- 
roidism and  another  with  diabetes  mellitus  had  no  dif- 
ficulty with  swallowing  prior  to  ingesting  the 
tetracycline.  An  additional  patient,  who  developed  a 
severe  exacerbation  of  existing  esophagitis  shortly  after 
beginning  tetracycline,  was  excluded  from  the  series. 

The  diagnosis  was  suspected  by  a temporal  rela- 
tionship of  ingesting  the  drug  and  the  onset  of  symp- 
toms. The  most  common  complaints  were  substernal 
chest  pain,  odynophagia,  nausea,  vomiting  and  ab- 
dominal pain,  usually  occurring  within  2-5  days  of 
beginning  the  medication.  Three  patients  experienced 
hematemesis.  (Tables  1 and  2) 
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TABLE  1 
PATIENT  DATA 


TABLE  2 
PATIENT  DATA 


Patient 

Age 

Sex 

Medications 

2°  Disorder 

1 

54 

F 

Tetracycline 
(Generic,  C) 

Hyperthyroidism 

2 

55 

M 

Tetracycline 
(Acromycin,  C) 

Chronic  Obstructive 
Airway  Disease 

3 

72 

F 

Tetracycline 
(Generic,  C) 

None 

4 

45 

F 

Tetracycline 
(Generic,  C) 

None 

5 

45 

F 

Tetracycline 
(Generic,  C) 

None 

6 

41 

M 

Tetracycline 
(Generic,  C) 

None 

7 

35 

F 

Tetracycline 
(Acromycin,  C) 

None 

8 

34 

F 

Tetracycline 
(Doxycycline,  P) 

Diabetes 

C — 

Capsule,  P — 

- Pill. 

Patient 

Symptoms  and  Signs 

Time  of  Onset 
(Days) 

Site  of 
Involve- 
ment 
(CMS) 

1 

Substernal  chest 
pain.  Odynophagia 

2 

30 

2 

Odynophagia, 

Hematemesis 

2-3 

35 

3 

Abdominal  pain, 
Hematemesis 

5-6 

34 

4 

Chest  pain 

3-4 

♦ *** 

5 

Odynophagia,  Nau- 
sea and  vomiting 

2 

6 

Odynophagia, 

Hematemesis 

3 

35 

7 

Odynophagia, 

Nausea 

2 

8 

Odynophagia,  Nau- 
sea and  vomiting 

3 

32 

****  Endoscopy  not  done. 


ii  tiiere  are  probiems 
and  there  is  drinkings 
drinking  may  be  the  problem 
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The  diagnosis  was  confirmed  by  endoscopy  in  5 of 
the  8 cases.  Characteristic  findings  consisted  of  linear 
erosions  and  ulcers  surrounded  by  diffuse  mucosal  in- 
flammation predominantly  in  the  distal  esophagus. 
Contrastly,  most  other  reports  describe  inflammation 
involving  the  proximal  and  middle  portions  of  the 
esophagus.* 

A routine  barium  swallow  was  performed  in  3 pa- 
tients and  considered  normal.  Creteur  et  al,®  using 
double-contrast  techniques  in  patients  with  tetracycline 
induced  esophagitis  have  described  shallow  ulcerations 
and  erosions. 

Treatment  varied  depending  on  the  clinical  severity 
of  the  esophagitis.  Three  patients  required  no  treat- 
ment, 2 required  only  antacids,  while  3 received  Me- 
toclopramide  and  Cimetidine.  Five  patients  required 
hospitalization  for  intravenous  fluids  administration 
until  their  symptoms  abated.  In  all  patients,  clinical 
symptoms  resolved  2-6  days  after  discontinuation  of 
the  drug. 

Discussion 

The  exact  mechanism  of  tetracycline  induced  esoph- 
agitis is  not  completely  known.  Three  factors  of  var- 
iable importance  in  producing  this  condition  are 
esophageal  transit  time,  the  status  of  the  esophageal 
niucosa  and  the  biochemical  and  physical  properties 
of  the  drug. 


Evidence  suggests  that  inflammation  results  from 
prolonged  mucosal  contact  with  the  drug  as  a result 
of  increased  transit  time.  Well  known  factors  that  af- 
fect transit  time  include  luminal  narrowing,  the  posture 
of  the  patient  when  swallowing,  the  amount  of  fluid 
taken  along  with  the  drug,  and  various  motility  dis- 
orders. 

Common  causes  of  luminal  narrowing  include  tu- 
mors (intrinsic  and  extrinsic),  cardiac  enlargement, 
strictures,  webs,  rings  and  spasms. 

Posture  plays  a significant  role  in  the  transit  time  of 
pills  as  demonstrated  by  Evans  and  Toberts.*®  The 
transit  time  of  pills  was  markedly  prolonged  in  subjects 
assuming  the  supine  position  compared  to  those  sitting 
or  standing. 

The  volume  of  liquid  ingested  with  the  drug  likewise 
influences  transit  time.  In  a study  by  Applegate  et  al," 
subjects  who  ingested  pills  with  a greater  volume  of 
liquid  had  a shorter  transit  time. 

Well  characterized  motility  disorders  such  as  acha- 
lasia and  diffuse  esophageal  spasms  increase  transit 
time  by  retarding  the  progression  of  esophageal  con- 
tents. Impaired  motility  may  also  be  seen  in  patients 
with  presbyesophagus  and  diabetes  mellitus. 

The  ingestion  of  cold  substances  may  also  increase 
transit  time. 

The  relative  importance  of  the  esophageal  mucosal 
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status  remains  in  question.  In  subjects  without  any 
obvious  esophageal  disorders,  perhaps  this  factor  plays 
a more  significant  role.  An  inflammed  mucosa  may 
provide  the  appropriate  milieu  necessary  for  the  drug 
to  manifest  its  harmful  effects.  Severe  mucosal  in- 
flammation may  also  produce  esophageal  spasms, 
which  may  further  increase  transit  time. 

Tetracycline  is  an  acidic  compound  which  makes  it 
potentially  harmful  to  the  esophageal  mucosa.  Direct 
mucosal  contact  of  the  drug  seems  necessary  since  no 
cases  of  esophagitis  have  been  reported  with  parenteral 
use.  The  physical  form  of  the  tetracycline  seems  to 
also  play  a role.  Capsules,  the  form  of  tetracycline 
taken  by  7 of  the  8 patients,  are  probably  more  difficult 
to  swallow  than  pills.  Interestingly,  no  cases  of  esoph- 
agitis have  been  associated  with  the  ingestion  of  liquid 
tetracycline.  One  explanation  may  be  that  the  liquid 
form  becomes  diluted  and  partially  neutralized  with 
saliva. 

Fortunately,  in  most  cases,  this  is  a self-limiting 
condition  and  no  specific  treatment  is  generally  re- 
quired. With  cessation  of  tetracycline  ingestion,  the 
symptoms  usually  abate  within  2-6  days  and  pathologic 
resolution  occurs  within  5-7  days.  Antacids  generally 
provide  quick  and  effective  relief  of  pain.  Since  reflux 
of  gastric  contents  may  further  exacerbate  the  existing 
esophagitis,  H blocker  and  Metoclopramide  may  prove 
useful.  Occasionally,^  patients  are  unable  to  tolerate 
oral  feeding  and  intravenous  fluids  may  be  required. 

No  serious  sequela,  such  as  strictures,  have  been 
reported. 

This  diagnosis  should  be  strongly  suspected  with 
the  temporal  relationship  of  the  ingestion  of  tetracy- 
cline and  the  onset  of  esophageal  symptoms.  Being 
cognizant  of  this  condition  may  preclude  an  extensive 


diagnostic  evaluation.  However,  esophagoscopy  is 
recommended  if  hematemesis  occurs  and  if  symptoms 
persist  for  an  inordinate  length  of  time. 

Summary 

Clinical  features  and  proposed  mechanisms  of  in- 
duced esophagitis  by  tetracycline  have  been  discussed. 
The  following  recommendations  are  suggested  to  re- 
duce the  incidence  of  this  complication. 

1.  Tetracycline  should  be  avoided  in  patients  with 
prolonged  esophageal  transit  time.  If  no  alternative 
drug  can  be  used,  a liquid  form  of  tetracycline  should 
be  prescribed. 

2.  Patients  who  are  prescribed  this  drug  should  be 
instructed  to  ingest  the  drug  with  an  adequate  amount 
of  liquid,  preferably  not  cold. 

3.  The  drug  should  not  be  taken  while  in  the  supine 
position  and  preferably  not  immediately  before  retiring 
for  bed. 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance;  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 
The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 
With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Pleav:  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty  iPffiie  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


22%  Hendcrscin  Mill  Road 
Suite  402 

Atlanta,  Cjeorpia  30HS 


For  faster  claims  payment, 
count  on  the  card’s  computer. 

And  a terminal  in  your  office  that  com 
nects  you  to  Blue  Cross  and  Blue  Shield 
of  Alabama.  Your  claims  are  processed 
faster  and  more  efficiently  for  a better 
cash  flow.  There’s  nothing  to  sort,  sign 
or  mail.  Just  type  your  claims  into  the 
terminal.  Blue  Cross  and  Blue  Shield 
computer  claims  service  is  dependable, 
easy,  and  cost  effective.  Find  out  more 
about  Blue  Cross  and  Blue  Shield  daily 
computer  claims  service.  In  Birmingham, 
call  988'2588.  Or  write  us  at  Provider 
Services,  Blue  Cross  and  Blue  Shield 
of  Alabama,  450  Riverchase  Parkway 
East,  Birmingham,  Alabama  35298. 

CARRY  THE  CARING  CARDr 

Blue  Cross 

and 

Blue  Shield 

of  Alabama 


Registered  Marks  Blue  Cross  and  Blue  Shield  Association 


ALABAMA 

MEDICINE 

CLASSIFIED 

Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 

PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Birming- 
ham. Faculty  appointment  with  Family  Practice  Center  at  Universi- 
ty of  Alabama  if  qualified.  Join  established  practice  or  work  indi- 
vidually. Salary  of  $50,000  to  $65,000  guaranteed  until  practice  is 
self-sufficient.  Generous  fringe  benefits  include  life,  disability, 
health,  retirement,  and  malpractice  insurance,  two  weeks  con- 
tinuing education,  and  three  weeks  annual  leave.  All  equipment, 
including  X-ray  and  lab,  furniture,  and  supplies  provided.  Manage- 
ment services  including  personnel,  payroll,  tax  reports,  and  billing 
provided.  If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation,  P.O. 
Box  1486,  Tuscaloosa,  Alabama  35403,  or  telephone  Frank 
Cochran,  collect  at  758-7545  for  more  information. 


1986  CME  CRUISE/CONFERENCES  ON  SELECTED  MEDI- 
CAL TOPICS  — Caribbean,  Mexican,  Hawaiian,  Alaskan,  Med- 
iterranean. 7-12  days  year-round.  Approved  for  20-24  CME  Cat. 
1 credits  (AM  A/PR  A)  & A AFP  prescribed  credits.  Distinguished 
professors.  FLY  ROUNDTRIP  FREE  ON  CARIBBEAN,  MEX- 
ICAN, MEDITERRANEAN,  ALASKAN  CRUISES.  Excellent 
group  fares  on  finest  ships.  Registration  limited.  Pre-scheduled  in 
compliance  with  present  IRS  requirements.  Information:  Interna- 
tional Conferences,  189  Lodge  Ave.,  Huntington  Station,  N.Y. 
11746.  (516)  549-0869. 


EMERGENCY  PHYSICIAN  — ALABAMA,  Prattville  area.  New 
facility,  low  volume,  flexible  schedule,  GP  or  FP  with  ER  ex- 
perience, ACLS.  Income  higher  than  multiple  ER  groups,  CV  to 
S.E.  Jarrell,  M.D.,  Route  1,  Box  400,  Lowndesboro,  AL  36752, 
Call  (205)  278-4471  or  (205)  365-0651. 


Psychiatrist  needed  to  serve  as  medical  officer  of  10-bed  chemical 
dependency  unit  and  10-bed  acute  psychiatric  unit  opening  soon 
in  Tennessee.  Excellent  opportunity  for  physician  desiring  to  com- 
bine this  type  of  practice  with  consultancy  or  limited  office  prac- 
tice. Contact  Dr.  Tom  Williams,  2620  S.  Cleveland  Ave.,  St. 
Joseph,  MI  49085;  Phone:  (616)  428-2041. 


SIGMOIDOSCOPE,  flexible  Reichert.  35  cm.  with  light  source. 
Like  new.  $950.00.  (205)  288-4171. 


FAMILY  PRACTITIONERS.  Largest  multispccialty  clinic  in  SE 
is  seeking  Board  Qualified  Family  Practitioners  to  staff  urban, 
suburban,  and  rural  satellite  clinics.  Send  CV  to  Debra  Zocllcr, 
do  Norwood  Clinic,  Inc.,  PO  Box  C-230,  Birmingham,  AL  35283. 
Complete  details  on  first  inquiry. 


General  Internist  in  growing  multi-specialty  group  desires  partner. 
Medium  sized  city  in  Mississippi.  Excellent  practice  opportunity. 
Contact  Charles  D.  Cannon,  Jr.,  M.D.  at  1-601-649-2863. 


PEDIATRIC  — Immediate  opportunity  available  in  Birmingham 
with  major  multi-specialty  clinic.  Excellent  referral  base  and  growth 
potential.  Must  be  Board  Eligible  (Board  Certified  preferred). 
Competitive  salary,  liberal  benefits  and  opportunity  for  full  part- 
nership. Send  C.V.  to:  Pediatrics  Department,  P.O.  Box  C-230, 
Birmingham,  Alabama,  35283. 


Physicians  Signature  Loans  to  $50,000.  Up  to  7 years  to  repay  with 
no  prepayment  penalties.  Use  for  taxes,  consolidation,  investment 
or  any  other  purpose.  Prompt,  courteous  service.  Competitive  fixed 
rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians  Service 
Association,  Atlanta,  GA.  TOLL-FREE  (800)  241-6905.  Serving 
the  Medical  Community  for  over  10  years. 


For  Sale:  Used:  Ear,  Nose  and  Throat  equipment  audio  booth, 
audio  examining  equipment  2 (two)  chairs  and  treatment  unit. 
Office  furniture.  Excellent  condition,  reasonably  priced. 

Call  Dr.  William  H.  Taylor 
780-7522 
Birmingham,  Ala. 


Physicians 

rnKTOKBOKOeR? 

Save  Time,  Save  Money 
with  Wilmer®  Mecdical 
Management  Forms 

Wilmer  compatible  pegboard  forms  are 
interchangeable  with  the  most  popular 
health  care  systems  offered  by  Control- 
0-Fax,  Safeguardr  NBS,  and  McBee. . . . 

Including  the  popular  multi-part 
insurance  claim  form  called  SuperSlip® 

Call  us! 

MASA  Services  Corp. 

835  Adams  Avenue 
Montgomery,  Alabama  36104 

834-2013  or  1-800-392-5668 


wilmer  service  Ine 

rOMMS  YOU  CAN  COUNT  ON 

€ Wilmer  Service  Line  1964 

* Registered  Trademark  of  Sefeguerd  Butir>etft  Sy>lem»  inc 
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AUXILIARY 


Mrs.  Art  A.  Stamler 
A-MASA  President 


He’s  Only  a Doctor 


The  Auxiliary  has  been  celebrating  Doctor’s  Day 
since  1933.  It  began  in  a small  way  in  Barrow  County, 
Georgia  to  honor  Dr.  Crawford  Long  who  first  used 
anesthesia  in  general  surgery,  and  has  since  been  cel- 
ebrated to  honor  all  physicians,  living  and  dead,  with 
some  act  of  kindness,  a gift,  or  a tribute. 

The  Southern  Medical  Association  Auxiliary  adopted 
the  Doctor’s  Day  project  in  1935,  and  it  is  now  an 
annual  event  throughout  the  United  States,  and  part  of 
the  AM  A Auxiliary  programs.  Some  auxiliaries  have 
a service  project  to  honor  their  doctors;  some  have  a 
social  event;  almost  all  present  their  spouses  with  red 
carnations. 

Recently,  I came  across  this  little  essay,  written  by 
an  8-year-old  as  a school  assignment  on  the  topic.  “If 
my  father  was  president’’;  it  stimulated  a search  for 
more  essays,  written  by  other  doctors’  children,  and 
they  follow. 

The  8-year-old  wrote:  “If  my  daddy  was  president, 
I would  ask  for  a room  of  my  own  when  we’d  move 
into  the  White  House.  Maybe  we  could  have  a tele- 
vision in  each  room.  We’d  always  play  football  in  the 


backyard.  We  would  also  play  soccer  and  kickball. 
Our  bikes  would  be  bigger  and  better.  But  my  daddy 
is  only  a doctor.’’ 

A less  materialistic  teenager  wrote:  “I  like  it  when 
he  takes  me  with  him  to  the  hospital.  Sometimes  it’s 
scary  sitting  in  the  library,  but  when  I see  how  the 
nurses  treat  my  daddy.  I’m  proud  because  he’s  im- 
portant.’’ 

Another  wrote  “I  liked  when  he  takes  me  on  house 
calls  because  it’s  our  private  time  together.’’ 

Another  told  me  “I  resented  the  times  he  didn’t 
have  time  for  me  because  we  had  to  share  him  with 
his  patients.  When  we  took  a month-long  camping  trip, 
we  both  realized  what  we  had  been  missing.  It  has 
made  me  determined  to  spend  good,  valuable  time  with 
my  own  children  so  that  I won’t  miss  sharing  their 
growing-up  years.  Now  that  I’m  grown,  I understand 
how  difficult  it  is  to  make  time  available  for  our  chil- 
dren, and  I better  understand  and  love  my  father.’’ 

The  final  tribute  is  presented  exactly  as  written  by 
a physician  son  of  a physician,  as  a memorial  tribute. 
It  says  it  all  — with  love  and  tenderness.  We  cherish 
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and  honor  our  doctor  daddies  (and  mommies)  with  all 
their  warts  and  imperfections,  again  on  this  Doctor’s 
Day  1986. 

“As  I rapidly  approach  the  end  of  my  first  half- 
century  of  living,  there  are  two  observations  (among 
many)  that  can  be  made;  I’m  more  philosophical  and 
my  eyesight  is  failing  me.  Seated  at  my  desk  in  a 
comfortable  study,  on  the  wall  across  the  room  I see 
a picture  of  my  father,  and  one  of  the  home  that  was 
ours  during  my  most  formative  years.  From  where  I’m 
sitting,  I can’t  read  the  words  on  the  brass  plaques  on 
those  pictures,  but  I know  what  is  written  there.  On 
my  father’s  picture,  these  words:  ‘In  a very  real  sense. 
Daddy’s  life  was  a monument  to  himself.’  On  the 
picture  of  the  old  home  place  are  the  words  ‘It’s  the 
memory  of  a child  surrounded  by  love  in  a happy 
family.’ 

“During  those  ‘formative  years,’  Daddy’s  office  was 
in  our  house.  It  remained  thus  until  after  I had  left 
home  for  schooling,  had  gotten  married,  and  my  wife 
and  I had  begun  our  own  family.  Daddy  was  the  tra- 
ditional country  doctor  in  a rural  community  for  over 
thirty  years.  He  was  very  active  in  his  practice,  in  the 
community,  in  his  civic  club,  in  the  affairs  of  his 
family,  and  in  his  church.  I witnessed  the  beginning 


and  end  of  life.  I saw  daddy  use  his  God-given  senses 
to  make  astute  diagnoses  and  to  institute  therapy.  I 
saw  the  use  of  wonder  drugs  and  of  his  mechanical 
proficiency  in  setting  fractures,  delivering  babies,  and 
suturing  wounds.  More  importantly,  I witnessed  the 
effects  of  a compassionate  word  and  the  gentle  touch 
of  his  hand. 

“Small  wonder  I followed  him  into  medicine!  Even 
now  I’m  still  part  of  it  all,  although  I practice  in  a 
different  place  and  in  a different  time.  Because  of  his 
dedication  to  his  work  and  his  obvious  contentment 
with  life,  even  had  he  taken  a different  path,  I would 
have  followed  him  there,  also,  a lawyer,  a preacher. 
After  his  death,  I had  a growing  awareness  that  I might 
be  defying  my  father,  and  in  a letter  to  my  mother,  I 
wrote:  ‘Daddy  wasn’t  perfect,  but  he  was  an  incredibly 
good  man.’  That  he  was,  and  I miss  him.” 

We  love  you,  all  you  incredibly  good  men. 

X 


Is  Your  Office  Staff  Suffering 
From  PMD  Syndrome? 


* Does  it  take  you  forever  to  file  all  your  insurance? 

* Do  you  think  the  only  solution  is  to  own  a computer,  or  hire 
more  people? 

If  you  would  like  to  talk  about  a low  cost,  logical  solution  to  all 
this....  Call  Us!  We  can  help. 


Application  Software,  Inc. 
500  Century  Park  South 
Birmingham,  Alabama  35226 
(205)  823-1363 
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PHTSICIAN'S 

RECOGNITION 

AWARD 


The  American  Medical 
Association  understands  how 
valuable  vour  time  is.  We  know 
there  aren’t  enough  hours  in 
the  day  for  doctors  to  do  every- 
thing they  want  to  do  for  their 
patients,  communiUs  family, 
friends,  and  themselves. 

That’s  why  we  appreciate  the 
efforts  of  many  physicians 
to  continue  their  medical 
education.  These  dedicated 
physicians  find  the  time  to 
expand  their  knowledge  and 


improve  their  skills  through 
continuing  medical  education. 

In  recognition  of  this  contin- 
ued achievement,  the  AMA  is 
pleased  to  offer  the  Physician’s 
Recognition  Award.  Displayed 
on  the  walls  of  vour  office  or 
home,  it  is  a s\’mbol  of  your 
commitment  to  pro\ading  the 
best  medical  care  possible. 

You  will  be  receiving  an 
application  for  the  Physician’s 
Recognition  Award  in  the  mail 
shortly.  We  encourage  v'ou  to 
participate  in  this  program. 


EXCERPTS  FROM  A SYMPOSIUM 
“THE  TREATMENT  OF  SLEEP  DISORDERS"® 


ii 


highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day 


Psychiatrist 

Calitornia 


ii  . . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines 


Psychiatrist 

Calitornia 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 


DALMANE 
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Before  prescribing,  please  consult  complete  product 
information,  o summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  tor  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  potients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  doy  following  use  tor 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g . operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawol  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosoge 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosoge  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  ond/or  ataxio  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres 
sants  Employ  usual  precoutions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness  drowsiness  lightheadedness 
staggering  ataxia  and  tolling  hove  occurred  particularly  in 
elderly  or  debilitated  patients  Severe  sedation  lethorgy  dis- 
orientation ond  coma,  probobly  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headoche 
heartburn  upset  stomach,  nausea  vomiting  diarrheo  con 
stipotion,  Gl  pain  nervousness,  lolkotiveness.  apprehension 
irritability  weakness  palpilotions  chest  poms  body  and  joint 
poms  and  GU  complaints  There  have  also  been  rare  occur 
rences  of  leukopenia  granulocytopenia  sweoting  flushes, 
ditliculty  in  focusing  blurred  vision  burning  eyes  lointness 
hypotension  shortness  of  breath  pruritus  skin  rash  dry 
mouth,  bitter  toste  excessive  salivotion  onorexio  euphono 
depression,  slurred  speech  contusion,  restlessness  halluci 
nations,  and  elevated  SGOT  SGPT  total  ond  direct  bilirubins 
ond  olkaline  phosphotase  ond  porodoxicol  reoctions  e g 
excitement  stimulotion  and  hyperactivity 
Dosage:  Individualize  lor  moximum  beneficial  elfect  Adults 
30  mg  usuol  dosoge  15  mg  moy  suffice  in  some  potients 
Elderly  or  debilitated  patients  1 5 mg  recommended  initially 
until  response  is  determined 

Supplied:  Copsules  containing  15  mg  or  30  mg  llurazepam 
HCI 


Roche  Products  Inc 
Manoti.  Puerto  Rico  00701 


*i  FOR  SLEEP 

After  more  than  1 5 years  ot  use,  ifs  # 1 tor  sleep  that  satisfies. 

Patients  are  satisfied  because  they  tall  asleep  fast  and  stay 
asleep  till  morning.  ^ ^ And  you're  satisfied  by  the  exceptionally 
wide  margin  ot  safety  As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  product  information  on  reverse  side 
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Malpractice: 

Dcn^t  Ce  /k  Taraet... 


Your  office  staff  may  be  working  against 
you  in  avoiding  a malpractice  lawsuit. 

Patients  often  get  an  impression  of  you  as 
a physician  by  the  way  they  are  treated  in 
your  office  — even  before  they  see  you.  Yet 
office  staff  generally  get  little  guidance  in 
this  important  area. 

To  help  the  members  of  your  office  staff, 
Mutual  Assurance  offers  a comprehensive 
loss  prevention  program  for  them. 

Using  audio  tapes  and  detailed  workbooks, 
the  program  delivers  custom  instruction  to 
your  receptionist,  your  office  manager,  your 


billing  clerk  and  your  nurses.  And  unlike  cost- 
ly seminars,  the  program  can  be  reused  time 
and  time  again  for  refresher  courses  and  for 
new  employees. 

The  program  includes  written  examinations 
for  each  member  of  your  staff.  The  examina- 
tion is  graded  by  an  educational  testing  ser- 
vice and  returned  for  your  review  and 
follow-up. 

The  cost  — $85.  To  order  your  set  of  five 
tapes  and  workbooks,  call  1-800-272-6401 
(Toll  Free)  or  933-7280  in  Birmingham. 
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Out  Patient 
Diagnostic  Radiology  Center 


Alabama's  Most  Modem  Facilities  Available 

CAT.  Scan 

Head  and  total  body  scan 

Ultrasonography 

Studies  during  pregnancy,  gallbladder,  etc. 

Mammography 

Low  level  radiation  cancer  survey 

General  Diagnostic  Radiology 

Certified  black  lung  survey,  G.l.  studies,  I.V.R,  tomography,  etc. 

Diagnostic  testing  and  report  within  24  hours 


Norwood  Clinic 

1 625  25th  Street  North 
Birmingham,  Alabama 

Appointments  call  (205)252-0261 

250-6837 
WATSUne  1-800-272-6481 


Information  for  Authors 
Concerning  Manuscripts 


Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  8'/2xl  1 inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brieO, 
the  author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given:  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

Tke  Sty lebooki Editorial  Manual,  published  by  the 
AM  A,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
When  conflicts  occur  between  usage,  etc.,  by  an  author 
and  the  stylebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Final  authority  on  grammar  is  Webster’s  New  Inter- 
national, Unabridged.  Second  Edition. 

Length  of  Articles:  Articles  should  not  exceed 
3,000  words  (approximately  3-4  printed  pages).  Under 
exceptional  circumstances  only  will  articles  of  more 
than  4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top,  and  the  author's  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  For  photo- 
graphs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request  by  MASA  Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
cine, The  Medical  Association  of  the  State  of  Alabama. 
P.  O.  Box  1900-C,  Montgomery.  Alabama  36197. 
Telephone  (205)  263-6441.  or  (toll-free  in  Alabama) 
1-800-392-5668. 


AFFORDABLE  TERM  LIFE  INSURANCE  — 
FROM  COOK  & ASSOCIATES 

Compare  these  low  non-smoker  annual  rates  for  non-decreasing  graded 
premium  life: 


MALE  AGES 

$250,000 

$500,000 

$1,000,000 

25 

250.00 

455.00 

670.00 

30 

252.50 

460.00 

677.50 

35 

255.00 

465.00 

685.00 

40 

330.00 

595.00 

880.00 

45 

412.50 

760.00 

1,127.50 

50 

542.50 

1,015.00 

1,510.00 

55 

810.00 

1,520.00 

2,267.50 

60 

1,355.00 

2,535.00 

3,790.00 

65 

2,372.50  4,385.00 
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Renewable  to  age  100.  Female  rates  same  as  males  four  years  younger.  All  coverage 
provided  by  companies  rated  “A  Excellent”  by  A.M.  Best  Co. 

For  a written  quotation  and  policy  description  send  your  date  of  birth  and  amount 
of  coverage  desired  to: 

COOK  & ASSOCIATES 

2970  Cottage  Hill  Road  • Suite  201  • Mobile,  Al  36606  • (205)  476-1737 
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Give  The  Job  To  A 
Busy  Man 


Last  August  in  this  space  I reviewed  some  of  the 
comments  of  Clarence  S.  Avery,  M.D.,  in  his  inau- 
gural address  as  President  of  the  California  Medical 
Association. 

Dr.  Avery  had  said  that  physicians  who  want  to 
change  their  public  image  were  standing  the  problem 
on  its  head,  by  hiring  a glossy  PR  firm  to  refurbish 
the  public’s  perception  of  the  American  doctor. 

It  can’t  be  done  from  the  top  down.  Dr.  Avery 
warned  his  fellow  physicians.  Doctors  can  only  win 
the  allies  they  will  need  in  all  the  battles  ahead  by 
changing  their  image  from  the  bottom  up.  That  is, 
physicians  must  re-enter  the  lives  of  their  community. 
Agreeing  with  Dr.  Avery,  I commented  at  the  time: 

“The  unpleasant  truth  is  that  the  American  physi- 
cian has,  in  the  main,  removed  himself  from  the  com- 


munity life  of  which  he  was  once  such  an  important 
part.  There  are  many  notable  exceptions,  of  course, 
but  as  a general  rule  the  mass  attitude  toward  the  Amer- 
ican physician  as  a non-functioning  part  of  community 
leadership  is  based  on  harsh  reality.’’ 

Which  brings  me  to  just  such  a notable  exception. 
He  is  William  D.  Lazenby,  M.D.,  a busy  Opelika 
surgeon  serving  on  MASA’s  Board  of  Censors.  Just 
the  other  day.  Dr.  Lazenby  received  the  Opelika  Jay- 
cees  Distinguished  Service  Award. 

Behind  that  award  were  20  years  of  hard  work  for 
Dr.  Lazenby.  Here  are  a few  of  his  endeavors: 

He  was  instrumental  in  conceiving  and  bringing  into 
being  the  Medical  Arts  Center  in  Opelika.  In  March 
1966,  Dr.  Lazenby  and  others  bought  the  land  for  the 
center  from  West-Point  Pepperel,  with  construction 
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completed  two  years  later. 

He  and  three  other  doctors  were  the  first  occupants. 
But  Dr.  Lazenby  was  determined  to  get  the  kind  and 
variety  of  medical  practice  East  Alabama  needed.  He 
devoted  many  years  to  recruiting  new  doctors  for  the 
area.  Today  that  original  number  of  four  doctors  has 
grown  to  47,  representing  20  specialties. 

He  has  served  for  the  past  17  years  on  the  Lee 
County  Hospital  Board,  and  is  currently  serving  his 
second  six-year  term  as  chairman,  while  the  hospital 
has  grown  from  80  beds  to  334. 

Impressive,  you  say,  but  still  limited  to  his  own 
sphere  of  influence?  No.  Dr.  Lazenby  has  also  served 
as  President  of  the  Opelika  Chamber  of  Commerce; 
as  a member  of  the  Library  Board;  as  director  of  the 
Lee  County  Mental  Health  Committee;  on  the  board 
of  the  Alabama  Cancer  Society;  as  chairman  of  the 
Opelika  Traffic  Study  Committee;  and  on  the  Board 
of  his  civic  club.  Rotary. 

In  1978,  the  Lions  Club  designated  Dr.  Lazenby 
outstanding  Professional  Citizen  of  the  Year.  A similar 
citation  came  from  the  Civitans  two  years  later. 

Dr.  Lazenby  is  on  the  Board  of  Directors  of  Farmers 
National  Bank.  He  is  a deacon  in  the  First  Baptist 
Church,  and  a registered  Angus  cattle  breeder.  He  has 
two  sons  now  doing  their  medical  residencies,  and  a 
third  in  medical  school  in  Emory. 

He  serves  as  vice-chairman  of  the  Board  of  Censors, 
the  State  Committee  of  Public  Health,  and  the  Board 
of  Medical  Examiners.  And  on  and  on. 

The  conditioned  response  of  most  physicians  when 
approached  to  pay  their  civic  rent  is  that  they  don’t 
have  time.  Dr.  Lazenby  has  pretty  well  demonstrated 
that  time  can  be  found. 

One  thing  I have  observed  about  Dr.  Lazenby  may 
be  a key  to  his  efficient  use  of  the  limited  minutes  he 
has  in  a given  week.  He  always  cuts  through  the  rhet- 
oric and  extraneous  matter  to  get  to  the  heart  of  an 
issue.  If  a proposition  is  fuzzy,  he  says  so.  “That 


doesn’t  make  sense,’’  is  Dr.  Lazenby ’s  way  of  forcing 
the  issue  into  rational  terms.  He  is  not  given  to  long 
speeches  or  dwelling  on  minutiae  that  can  be  taken 
care  of  later. 

He  is,  in  short,  a bom  decision-maker  and  leader. 
If  you  want  only  to  make  a lot  of  noise,  accomplishing 
nothing,  do  Dr.  Lazenby  and  yourself  a big  favor  — 
don’t  ask  him  to  serve  on  your  committee. 

If  there  were  a few  thousand  clones  of  Dr.  William 
Lazenby  in  Alabama,  The  Medical  Association  would 
never  lack  for  influence  to  accomplish  anything  it 
wanted  to. 

And  what  do  you  think  the  image  of  the  Alabama 
physician  would  be  today  if  that  were  so?  A state  is 
nothing  but  an  aggregation  of  communities.  If  every 
city  and  town  in  the  state  had  a Dr.  Lazenby  looking 
after  the  welfare  of  townspeople,  caring  for  them  far 
beyond  his  medical  reach,  the  image  of  the  Alabama 
doctor  wouldn’t  need  any  PR  glitz:  it  would  arise  nat- 
urally from  the  respect,  admiration  and  gratitude  of 
4,000,000  people. 

Look  around  you,  wherever  you  are.  If  there  is  work 
to  be  done,  let  it  be  known  that  you  can  be  counted 
on  to  lift  barges  and  tote  bales.  A leadership  role,  of 
the  kind  Dr.  Lazenby  has  earned  many  times  over, 
will  flow  from  that. 

To  repeat  what  Dr.  Avery  of  the  California  Medical 
Association  said:  Doctors  have  been  separate  from 
community  life  too  long.  Get  involved.  It  may  even 
make  you  a better  doctor  to  share  first-hand  your 
townspeople’s  hopes,  dreams  and  anxieties. 

If  you  still  have  doubts,  call  Dr.  Lazenby.  He’s  been 
there.  A word  of  warning:  don’t  tell  him  you  can’t 
find  time. 


April  1986  / 5 


Caidiovascula: 


MIST  brings  our 


The  Division  of  Cardiovascular  Disease 
provides  clinical  services  in  all  aspects 
of  disease  involving  the  heart  and  blood 
vessels.  Faculty  members  within  the 
division  present  a broad  range  of  special  interests  and 
expertise,  including; 

Cardiac  Arrhythmias  • Cardiac  Angiography  • 
VaKmlar  and  Congenital  Heart  Disease  • Coronary 
Alter)'  Angiography  • Ischemic  Heart  Disease  • 
HemodvTiamics  • Radionuclide  Imaging  of  the 


Heart  • Holter  Monitoring  • Electrocardiography 
• Cardiac  NMR  • Digital  Subtraction  Cardiac 
Angiography  • Echocardiography  • Coronary^ 
Angioplasty  • Hypertension  • Coronary  Artery' 
Thrombolytic  Therapy. 

The  diHsion  performs  all  the  traditional  as  well  as 
the  newest  diagnostic  and  therapeutic  procedures. 

Inpatient  services  are  provided  in  fifty  beds 
maintained  in  tlte  University  of  Alabama  Hospitals, 
including  seven  in  a specifically  maintained  and 


sease  Specialists 

equipped  Intensive  Evaluation  Unit, 

The  Division  of  Cardiovascular  Disease  is  one  of 
41  departments  and  divisions  of  the  University  of 
Alabama  Medical  Center  accessible  to  you  through 
Medical  Information  Service  via  Telephone  (MIST). 

By  dialing  the  MIST  number  you  have  access  to 
faculty  specialists  sev'en  days  a w'eek.  24  hours  a day 
Consultation,  referrals,  and  transfers  via  the  Critical 
Care  Transport  Service  are  as  dose  as  your  phone 


into  your  office. 


Consult  With  A Specialist,  Call 


MIST: 


1 800  292-6508 

IN  Al  \B  AM  A 


1 800  452-9860 
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Julius  Michaelson,  M.D. 
President,  MASA 


Thanks  For  The  Memories 


This  is  my  last  column  as  your  President,  a bitter- 
sweet occasion  unlike  any  in  my  life. 

I have  come  to  know  so  many  of  you  during  the 
past  12  months  that  I count  it  a blessing  that  the  trou- 
bles we  have  seen  at  least  had  this  effect  — bringing 
Alabama  physicians  closer  together  than  at  any  time 
perhaps  since  the  dreadful  contagions  of  the  last  cen- 
tury. 

When  I took  the  oath  of  office  in  Mobile  last  April, 
I thought  we  had  problems  aplenty  with  rumblings  of 
more  repressive  government  strictures,  the  coming  of 
corporate  medicine,  and  the  sudden  splintering  of  the 
medical  marketplace  into  all  manner  of  new  shapes 
and  outcroppings.  Even  then,  a more  sinister  threat 
was  breaking  through  the  earth’s  crust  around  us  — 
the  second  medical  malpractice  litigation  crisis  in  a 
decade. 

8 / Alabama  Medicine,  The  Journal  of  MASA 


Could  it  only  have  been  a year  ago  that  I saw  my 
principal  function  as  your  President  to  provide  some 
guidance  and  perhaps  a little  encouragement  through 
the  new  order  of  alternative  systems? 

In  a couple  of  months  all  these  concerns  were  eclipsed 
by  the  full-blown  monster  of  medical  malpractice  again, 
dramatized  for  us  by  three  massive  judgments  in  Mo- 
bile totaling  more  than  $22  million. 

Of  a sudden  the  Board  of  Censors  saw  this  as  a far 
more  pernicious  threat  to  private  practice  than  cor- 
porations and  bureaucrats  could  ever  be.  If  clever 
plaintiffs’  attorneys  could  convince  12  citizens  of  var- 
ious callings  that  the  defendant  doctor  erred  in  one  of 
his  judgment  calls  years  before;  if  the  hindsight  of 
laymen  would  be  all  that  the  art  and  science  of  med-  | 
icine  came  down  to  in  the  final  analysis  — did  the 

Continued  on  page  25  | 


INDERALLAand 


Blood  pressure  controlled. 


Smooth  blood  pressure 
control  and  well  tolerated 

Once-daily  INDER  AL  LA  (propranolol  HCl)  keeps 
life  simple  for  the  patient.  A single  dose  provides 
24 -hour  blood  pressure  control.  Convenient  and  well 
tolerated,  INDERAL  LA  rarely  interferes  with 
everyday  living.  In  fact,  a recent  study  of  138  patients 
found  a low  incidence  of  side  effects  with  INDERAL 
LA,  which  was  not  significantly  different  from  that 
reported  with  metoprolol  and  atenolol. 

INDERAL  LA  should  not  be  used  in  the  presence  of 
congestive  heart  failure,  sinus  bradycardia,  cardiogenic 
/nnnnn  a a ini  ni  ur^l  \ Actmg  shock,  heart  block  greater  than  first  degree,  and 
\rl\UfrWiyULUL  nu//  capsules  bronchial  asthma. 


Once-daily  . . 

MERALLA 


Please  turn  page  for  brief  summary  of  prescribing  information. 


atenolol  over  24  hours*^ 


50  mg  atenolol 


1 1— 

16  20  24 
♦Plasma  concentrations  in  relation  to  the  mean . 


■ Smooth,  consistent 
plasma  drug  levels 
over  24  hours 

■ Full,  24-hour  blood 
pressure  control 
with  INDERAL  LA 


and  feeling  good. 


Added  blood  pressure 
control  with  the  preferred 
diuretic 


When  more  than  one  antihypertensive  agent  is  needed, 
once-daily  IN  DERIDE  LA  enhances  patient  compliance 
to  improve  long-term  control.  Patients  receive  all  the 
benefits  of controlled-release  INDERAL  LA  and 
standard -release  hydrochlorothiazide  ( HCTZ),  for 
comfortable  morning  diuresis.  Not  only  docs  this 
regimen  permit  patients  to  follow  norrnal  daily 
routines,  but  HCTZ  also  produces  less  potassium 
wastage  on  a mg-for-mg  basis  than  chlorthalidone. 


Once-daily 

IM)ERIDE  LA 

i propranolol  hCI  iinderal*  la, 

hYDROCHLOROTimZIDE: 


As  with  all  fixed  combination  antihypertensives,  INDERIDE  LA 
IS  not  indicated  for  the  initial  treatment  of  hypertension 

Please  turn  page  lor  brief  summary  of  prescribing  information 


Once-daily 

tmBtALLA 

(TOfRANOiaHO) 


LONG  ACTING 
CAPSULES 


t 

* 80  mg 


J 


120  mg 


a 

SAL  L* 


160  mg 


The  appearance  of  these  capsules 
IS  a registered  trademark 
of  Ayerst  Laboratories 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULARS.) 
INDERAL®  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE®LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and  HYDRO- 
CHLOROTHIAZIDE (Long  Acting  Capsules) 

INDERAL  LA  AND  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg  substi- 
tutes for  INDERAL  and  INDERIDE  Tablets  Please  see  package  circulars 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  is  contraindicated  in:  1)  car- 
diogenic shock.  2)  sinus  bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma, 
4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia 
treatable  with  propranolol 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or 
hypersensitivity  to  this  or  other  sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE  Sympathetic  stimu- 
lation may  be  a vital  component  supporting  circulatory  function  in  patients  with  congestive  heart 
failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  failure.  Although  beta 
blockers  should  be  avoided  in  overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with 
close  follow-up  in  patients  with  a history  of  failure  who  are  well  compensated,  and  are  receiving 
digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of 
digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can.  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  af  fhe  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or 
propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and.  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of  propranolol 
fherapy  Therefore,  when  discontinuance  of  propranolol  is  planned  fhe  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monifored  In  addition,  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  propranolol  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy  and 
take  other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since 
coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in 
patients  considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given 
propranolol  for  other  indications. 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  There- 
fore, abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of 
hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  re- 
ported in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a 
demand  pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)— PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE  BETA  BLOCKERS. 
INDERAL  should  be  administered  with  caution,  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appearance  of 
certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute  hypo- 
glycemia in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be  more  difficult  to  adjust 
the  dosage  of  insulin.  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous  elevation  of 
blood  pressure 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease.  In 
patients  with  renal  disease,  thiazides  may  precipitate  azotemia.  In  patients  with  impaired  renal 
function,  cumulative  effects  of  the  drug  may  develop. 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  tunction  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate 
hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs. 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL  Propranolol  should  be  used  with 
caution  in  patients  with  impaired  hepatic  or  renal  tunction  Propranolol  is  not  indicated  for  the 
treatment  of  hypertensive  emergencies 

Beta -adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be 
told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as  reserpine 
should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamine-blocking 
action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity,  which  may 
result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic  hypotension. 

CARCINOGENESIS.  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  IS-month  studies,  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant 
drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels 
Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the 
drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 


Each  capsule  contains  propranolol HCI  (INDERAL^  LA). 

80  mg,  120  mg.  or  160  mg,  and  hydrochlorothiazide,  50  mg 


The  appearance  of  these  capsules 
IS  a registered  trademark 
of  Ayerst  Laboratories, 


NURSING  MOTHERS,  Propranolol  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
propranolol  is  administered  to  a nursing  mother 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established. 
Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals. 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or  electrolyte 
imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokalemia.  Serum  and  urine 
electrolyte  determinations  are  particularly  important  when  the  patient  is  vomiting  excessively  or 
receiving  parenteral  fluids  Medication  such  as  digitalis  may  also  influence  serum  electrolytes 
Warning  signs  irrespective  of  cause  are:  Dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and 
gastrointestinal  disturbances  such  as  nausea  and  vomiting. 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present,  or 
during  concomitant  use  of  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia.  Hypo- 
kalemia can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of  digitalis 
(eg,  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use  of  potassium 
supplements,  such  as  foods  with  a high  potassium  content. 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment,  except 
under  extraordinary  circumstances  (as  in  liver  or  renal  disease).  Dilutional  hyponatremia  may  occur 
in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water  restriction,  rather  than  adminis- 
tration of  salt,  except  in  rare  instances  when  the  hyponatremia  is  life-threatening.  In  actual  salt 
depletion,  appropriate  replacement  is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving  thiazide 
therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged  Diabetes 
mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration 
If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing  diuretic 
therapy. 

Thiazides  may  decrease  serum  RBI  levels  without  signs  of  thyroid  disturbance. 

Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid  gland  with 
hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  prolonged 
thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such  as  renal  lithiasis,  bone 
resorption,  and  peptic  ulceration,  have  not  been  seen.  Thiazides  should  be  discontinued  before 
carrying  out  tests  for  parathyroid  function 

DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine. 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy  patient 
Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is  not  sufficient 
to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 
PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  in  cord 
blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed  agaihst 
possible  hazards  to  the  fetus.  These  hazards  include  fetal  or  neonatal  jaundice,  thrombocytopenia, 
and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult, 

NURSING  MCTHERS  Thiazides  appear  in  human  milk.  If  use  of  the  drug  is  deemed  essential, 
the  patient  should  stop  nursing 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established, 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild  and 
transient  and  have  rarely  required  the  withdrawal  of  therapy. 

Cardiovascular  Bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypotension; 
paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the  Raynaud 
type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual 
disturbances;  hallucinations;  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss,  emotional  lability;  slightly  clouded  sensorium;  and 
decreased  performance  on  neuropsychometrics 
Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  consti- 
pation; mesenteric  arterial  thrombosis,  ischemic  colitis 
Allergic:  Pharyngitis  and  agranulocytosis;  erythematous  rash,  fever  combined  with  aching  and 
sore  throat;  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 
Miscellaneous.  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes;  male  impotence;  and 
Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (praclolol)  have  not  been 
associated  with  propranolol. 

Hydrochlorothiazide: 

Gastrointestinal:  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipation, 
jaundice  (intrahepatic  cholestatic  jauhdice);  pancreatitis;  sialadenitis 
Central  Nervous  System:  Dizziness,  vertigo,  paresthesias;  headache;  xanthopsia 
Hematologic  Leukopenia;  agranulocytosis,  thrombocytopenia;  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or 
narcotics). 

Hypersensitivity:  Purpura,  photosensitivity;  rash;  urticaria;  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis),  fever;  respiratory  distress,  including  pneumonitis,  anaphylactic  reactions. 

Other  Hyperglycemia;  glycosuria,  hyperuricemia;  muscle  spasm;  weakness;  restlessness, 
transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced  or 
therapy  withdrawn 

•The  appearance  of  fhese  capsules  is  a regisfered  trademark  of  Ayerst  Laboratories 
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1.  Data  on  file,  AyersI  Laboratories.  2.  Ravid  M,  Lang  R,  Jutrin  I:  The  relative  antihypertensive 
potency  of  propranolol,  oxprenolol,  atenolol,  and  metoprolol  given  once  daily.  Arch  Intern  Med 
1985,145:1321-1323  3.  Sumiye  L,  Vivian  AS.  Frisof  KB,  et  al  Potassium  toss  associated  with 
hydrochlorothiazide  versus  chlorthalidone.  Clin  Ther  1981.4  308-320  4.  Ram  CVS,  Garrett  BN. 
Kaplan  NM  Moderate  sodium  restriction  and  various  diuretics  in  the  treatment  of  hyperfension. 
Arch  fnfem  Med  1981, 14f  1015-1019 
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Ayerst 


AYERST  LABORATORIES 
New  York,  NY  10017 


© 1986  Ayerst  Laboratories 


Some  500  physicians  from  all  parts  of 
Alabama  converged  on  the  Alabama  State- 
house  in  Montgomery  March  5 in  support 
of  MAS  A’ s tort  reform  package.  On  this 
page  and  the  following  five  pages  are  scenes 


of  proponents  and  opponents  at  that  hear- 
ing before  the  House  Ways  & Means  Com- 
mittee. HB  213  was  finally  reported  out 
March  19,  in  an  amended  form. 
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For  faster  claims  payment, 
count  on  the  card^s  computer. 

And  a terminal  in  your  office  that  con- 
nects  you  to  Blue  Cross  and  Blue  Shield 
of  Alabama.  Your  claims  are  processed 
faster  and  more  efficiently  for  a better 
cash  flow.  There’s  nothing  to  sort,  sign 
or  mail.  Just  type  your  claims  into  the 
terminal.  Blue  Cross  and  Blue  Shield 
computer  claims  service  is  dependable, 
easy,  and  cost  effective.  Find  out  more 
about  Blue  Cross  and  Blue  Shield  daily 
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OUR  SIMPUFIED 
EMPLOYEE  PENSION  PLAN 
IS  SIMPLY  BETTER 
THAN  KEOGH. 


First  Alabama’s  Simplified  Employee  Pension  (SEP)  is  simply  a better  way  for  you  to 
provide  retirement  benefits  and  shelter  income  at  the  same  time- whether  you  are  self- 
employed  or  your  business  is  a sole  proprietorship,  a partnership,  or  a corporation. 
SEP  combines  the  tax  advantages  of  a Keogh  with  the  simplicity  of  an  IRA. 

Employers  and  employees  benefit. 

SEP  allows  you  to  build  a generous  retirement  fund  for  yourself  and  your  employees. 
You  can  contribute  up  to  15%  of  each  employee’s  earnings  with  a maximum  of 
$30,000  for  each  employee  through  a SEP  plan.  In  addition,  you  and  your  employees 
can  contribute  an  additional  $2,000  each  to  an  IRA. 


Bxxsiness  tax 
advantage. 

SEP  gives  you  more  than 
retirement  benefits.  It  gives 
a self-employed  person  or 
your  business  a big  tax 
advantage.  All  SEP 
contributions  to  your 
own  account  and  to 
your  employees  are 
fully  deductible  with 
tax  deferred  earn- 
ings. 


No  IRS 
Reporting. 


SEP  requires  no 
IRS  reports, 
minimum  docu- 
mentation, and  it’s  ec 
administer.  You  have  until  April  15 
to  set  up  a SEP.  But  don’t  wait  that  long. 

SEP  can  start  making  your  retirement  plans  simpler 
and  better  right  now. 
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Motrin  dOOff^ 

ibuprofen 
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Upfohn 
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of  Caring 
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Before  prescnbing.  see  complete  prescribing  Information  In  SK&F  CO. 
literature  or  PDR.  The  following  Is  a brief  summary 


♦ 


WARNING 

This  drug  is  not  indicated  lor  Initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  determined,  its  use  may  be 
more  convenient  In  patient  management.  Treatment  of  hypertension 
and  edema  Is  not  static,  but  must  be  reevaluated  as  conditions  In 
each  patient  warrant. 


In  Hypertension*... 
When  Need  to 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride  Further  use  In  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise,  unless 
hypokalemia  develops  or  dietary  Intake  of  potassium  Is  markedly  Impaired. 
If  supplementary  potassium  Is  needed,  potassium  tablets  should  not  be 
used.  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  irregu- 
larities. It  Is  more  likely  In  the  severely  III.  with  urine  volume  less  than 
one  liter/day.  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  K"*”  levels  should  be  determined.  It  hyper- 
kalemia develops,  substitute  a thiazide  alone,  restrict  intake.  Asso- 
ciated widened  QRS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood. 
Use  in  pregnancy  requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available.  Sensitivity 
reactions  may  occur  In  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  repotted  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
Oyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity.  Theoreti- 
cally, a patient  transferred  from  the  single  entities  of  Dyrenium  (triamterene. 
SKSF  CO.)  and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure 
or  fluid  retention.  Similarly,  it  is  also  possible  that  the  lesser  hydro- 
chlorothiazide bioavailability  could  lead  to  Increased  serum  potassium  levels. 
However,  extensive  clinical  experience  with  'Oyazide'  suggests  that  these 
conditions  have  not  been  commonly  observed  in  clinical  practice.  Do 
periodic  serum  electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
use  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]). 
Periodic  BUN  and  serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 
with  impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
patients  with  severe  liver  disease.  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions.  Blood  dyscrasias 
have  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  and  hemolytic  anemia 
have  been  reported  with  thiazides.  Thiazides  may  cause  manifestation  of 
latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
decreased  when  used  concurrently  with  hydrochlorothiazide;  dosage  adjust- 
ments may  be  necessary.  Clinically  insignificant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported.  Thiazides  have  also 
been  shown  to  increase  the  paralyzing  effect  of  nondepolarizing  muscle 
relaxants  such  as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously 
in  surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
ciation with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is  advised  in 
administering  nonsteroidal  anti-inflammatory  agents  with  Dyazide'.  The 
following  may  occur:  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements  may  be  altered), 
hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia),  decreasing 
alkali  resenre  with  possibie  metabolic  acidosis.  'Dyazide'  Interferes  with 
fluorescent  measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
Dyazide',  but  should  it  develop,  corrective  measures  should  be  taken  such 
as  potassium  supplementation  or  Increased  dietary  intake  of  potassium- 
rich  foods.  Corrective  measures  should  be  instituted  cautiously  and  serum 
potassium  levels  determined.  Discontinue  corrective  measures  and 
'Dyazide'  should  laboratory  values  reveal  elevated  serum  potassium. 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia.  Concurrent 
use  with  chlorpropamide  may  increase  the  risk  of  severe  hyponatremia. 
Serum  FBI  levels  may  decrease  without  signs  of  thyroid  disturbance.  Cal- 
cium excretion  is  decreased  by  thiazides.  'Dyazidte'  should  be  withdrawn 
before  conducting  tests  for  parathyroid  function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive 
drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
mouth:  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions;  nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances;  postural  hypotension  (may  be  aggravated  by 
alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialadenitis,  and 
vertigo  have  occurred  with  thiazides  alone.  Triamterene  has  been  found  in 
renal  stones  In  association  with  other  usual  calculus  components.  Rare 
incidents  of  acute  interstitial  nephritis  have  been  reported.  Impotence  has 
been  reported  in  a few  patients  on  'Dyazide',  although  a causal  relationship 
has  not  been  established. 

Supplied:  'Dyazide'  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules:  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100. 
BRS-DZ:L39 


Conserve  K+ 

Remember  the  Unique 
Red  and  White  Capsule: 
¥)ur  Assurance  of 


Potassium-Sparing 

BXAZIDF 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Over  19  Years  of  Confidence 


H 


The  unique 
red  and  white 
Dyazide*  capsule: 
■feur  assurance  of 
SK&F  quality. 


a product  of 

SK&F  CO. 

Carolina,  P.R.  00630 


©SK&F  Co.,  1983 


To 

dull  the 
point 
of 

moderate 
to 

moderately 
severe 
pain... 


~i/icodmL. 


hydrocodone  bitartrate  5 mg  (Warning:  May  be  habit  forming.) 
with  acetaminophen  500  mg 


Bhef  Summary 

INDICATIONS  AND  USAGE:  For  lf)e  relief  o(  rrxxlerote  to  moderately  severe  pom 
CONTRAINDICATIONS:  Hypersensitivity  to  ocetominophen  or  hydtocodone 

WARNINGS 

Drug  Abuse  and  Dependence:  VtCOOIN  is  subject  to  the  federol  Controlled  Substonces  Act  (Schedule  III) 
Psychic  dependence,  physicol  dependence  ond  loleronce  tnoy  develop  upon  repealed  odministrotion  ol  ndrcot- 
ICS,  therefore,  VKXXtIN  should  be  prescribed  and  odminislered  with  the  some  coulion  appropriate  to  Ihe  use  of 
other  orol-norcohc-contoining  medicotions 

Rasptratory  Depression:  At  high  doses  or  in  sensitive  potients,  hydrocodone  may  produce  dose-related  respiro- 
lory  depressioo  by  ocling  directly  on  broin  stem  respirotory  centers  Hydrocodone  olso  otlects  centers  that  control 
respirolory  rhythm,  ond  rrxjy  produce  irregulor  ond  periodic  breathing 

Head  Injury  and  Increased  Intracranial  Nessure:  The  respirotory  depressant  eftects  o(  narcotics  and  their  co- 
pocity  to  elevate  cerebrospmol  fluid  pressure  may  be  mork^ly  exoggeroted  in  Ihe  presence  ol  head  injury,  other 
mtroaomol  lesions  or  o preexisting  increose  in  introcroniol  pressure  Furthermore,  narcotics  produce  odverse 
reoctions  which  moy  obscure  Ihe  clmicol  course  ol  potients  with  heod  injuries 

Acute  Abdominal  CandHlons:  The  administration  in  narcotics  moy  obscure  the  diagnosis  or  clinical  course  ol 

potients  with  ocute  obdommol  conditions 

PRECAUTIONS 

Special  Risk  Potlenls  VICOOIN  should  be  used  with  coution  in  elderly  or  debilitated  patents  ond  those  with 
severe  impoirment  ol  hepatic  or  renol  function,  hypottiyroidism.  Addison  s diseose.  prostotic  hypertrophy  or 
urethral  stricture 

tnfornialion  For  Potients  VKXXXN,  like  oil  narcotics,  moy  impoK  the  mental  ondtor  physicol  abilities  required  for 
the  pertormonce  ol  polenliolly  hojordous  tasks  such  os  driving  o cor  or  operating  n^inery.  patents  should  be 
couliored  accordingly 

Cough  Reflex  Hydrocodone  suppresses  the  cough  reflex  coution  should  be  exercised  when  VICOOIN  is  used 
postoperotiveiy  and  in  potents  with  pulmonary  disease 

Drag  Interactions:  The  CNS-depressoni  effects  of  VKOOIN  moy  be  additive  with  that  of  other  CNS  depressonts 
When  combined  therapy  is  conlempioled.  the  dose  of  one  or  both  ogenfs  should  be  reduced  The  use  of  MAO 
mhibifors  of  ihcyclic  antid«xe$sonts  with  hydrocodone  preparations  may  increose  the  effect  of  either  the  anhOe- 
pressant  or  hydrocodone  the  concurrent  use  of  onticfiolinergics  with  hyAocodone  may  produce  porolylic  ileus 
Usoge  In  Pragnoncy:  Pregnoncy  Category  C Hydrocodone  rios  been  shown  to  be  terotog^  m homsiers  when 
5725 


given  in  doses  700  times  Ihe  human  dose  There  ore  no  adequate  and  well-controlled  sludies  in  pregnant 
women  VICOOIN  should  be  used  dutitig  pregnoncy  only  if  the  potential  benefit  justifies  Ihe  potential  nsk  lo  the 
tetus 

Nonteratogenlc  Effects:  Bobies  born  to  mothers  who  hove  been  taking  opioids  regularly  prior  lo  delivery  will  be 
physicolly  dependeni  The  intensity  ol  the  syndrome  does  not  alwoys  correlate  with  the  dutalion  of  motemol 
opioid  use  or  dose 

Labor  ond  Delivery:  Adminislrotion  ol  VICOOIN  to  the  molhet  shortly  before  delivery  may  result  in  some  degree  of 
respiratory  depression  in  the  newborn,  especially  if  higher  doses  ore  used 

Nursing  Moffiers:  It  is  not  known  whether  this  drug  is  excreted  in  humon  milk.  Iheretore.  o decision  should  be 
mode  whether  to  discontinue  nutsitig  or  to  discontinue  the  drug,  toking  into  occount  the  importance  ol  the  drug  to 
Ihe  mother 

Pedlotric  Use:  Solely  ond  effectiveness  in  childten  hove  not  been  estoblisfied 
ADVERSE  REACTIONS 

Central  Nervous  System:  Sedation,  drowsiness,  mentol  clouding,  lethorgy.  impoirment  of  mentol  ond  physicol 
performance,  anxiety,  leor,  dysphoria,  dizziness,  psychic  dependence,  mood  chonges 
Gostraintestlnol  System:  Nouseo  and  vomitinq  rnoy  occur,  they  ore  more  frequent  in  ambulatory  than  in  recum- 
bent patients  Prolonged  administration  of  VICOOIN  may  produce  constipation 
GenltDvilnaiy  System:  Ureteral  sposm.  sposm  of  vescal  sj^mcfers  ond  unnory  retention  hove  been  reported 
Respiratory  Depression.  (See  WARNING ) 

DOSAGE  AND  ADMINISTRATION  Oosoge  Should  be  adjusted  occording  lo  the  severity  of  the  pom  ond  the 
response  of  the  patient  HcxMver.  loleronce  to  hydrocodone  con  develop  with  continued  use.  and  Ihe  incidence  of 
unkMord  eftects  is  dose  reloted 

The  usuol  dose  is  one  foblel  every  six  hours  os  needed  tor  pom  (If  necessary,  mis  dose  may  be  repeoled  ol  tour- 
hour  infervols ) In  coses  of  more  severe  pom  two  tobiels  every  six  hours  (up  to  eight  lobiefs  m 24  hours)  may  be 
required  Revised  Aixil  1982 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
1 am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


President’s  Page  continued  from  page  8 

passion  for  excellence  that  has  driven  our  profession 
have  any  tangible  value  in  that  forum  in  which  our 
republic  searches  for  truth,  a court  of  law? 

Knowing  as  we  all  do  the  American’s  penchant  for 
lawsuit;  knowing  as  we  do  the  similar  national  pro- 
clivity to  pass  simple  judgments  on  complexities  be- 
yond normal  range,  were  the  civil  codes  in  the  process 
of  establishing  street  ignorance  as  the  standard  of  care? 

What  troubles  many  of  you,  I have  discovered  in 
my  year,  is  a hurt  that  lies  deeper  than  anger,  a mel- 
ancholia that  goes  far  beyond  worry  about  the  in- 
creased liability  premiums,  challenging  your  beliefs  in 
the  democratic  processes.  If  our  profession  is  such 
devalued  currency  in  the  civil  justice  system,  where 
the  smallest  doubt  is  elevated  to  the  level  of  indict- 
ment, of  what  use  is  knowledge  and  skill? 

If  a man’s  life’s  work  can  be  taken  from  him  in  a 
trice,  his  reputation  sullied  and  his  character  be- 
smirched by  distortions  and  half-truths,  what  is  left? 
As  physicians  we  know  that  there  are  few  absolutes 
in  medicine;  that  with  all  the  skill  and  dedication  of 
the  very  best  of  our  number,  there  will  be  failures. 
But  we  also  know  Americans  have  an  inordinate  crav- 
ing for  fixing  blame.  After  Pearl  Harbor  we  demanded 
to  know  whose  fault  it  was,  a debate  that,  by  the  way, 
continues  after  44  years. 

This  country  didn’t  invent  scapegoats  and  whipping 
boys,  of  course,  but  we  have  certainly  refined  the 
prototypes.  If  misfortune  comes,  the  American  is  no 
longer  willing  to  accept  that  as  fate,  or  the  will  of  God 
— he  wants  to  hang  it  on  somebody  and  make  him 
pay. 

It  is  as  an  occupational  hazard  of  medical  practice 
that  we  are  very  close  to  the  scene  of  much  of  the  grief 
and  tragedy  that  the  new  philosophy  of  our  acquisitive 
society  says  can  only  be  assuaged  by  money.  It  bothers 
you,  I know,  to  be  relegated  to  ordinary  commerce, 
but  with  an  absurd  switch:  the  physician  is  forced  to 
assume  liability  for  a product  (human  life)  that  he  did 
not  make  and  which,  in  any  case,  will  ultimately  fail 
100%  of  the  time. 

If  we  indulge  our  bitterness  and  self-pity,  however, 
and  pull  the  hole  in  behind  us,  we  can  no  longer  func- 
tion as  physicians. 

We  must  believe  that  this  is  a time  of  transient 
darkness  out  of  which  — somewhere,  sometime  — 
we  will  emerge  into  a new  dawn.  We  must  believe 
that  medicine’s  future  is  as  radiant  as  its  past,  that 
sanity  will  return  to  the  land. 

Our  professional  antecedents  in  the  last  century  lived 
in  what  must  have  been  an  even  darker  time,  a time 
of  rampant  contagion  when  all  their  herculean  efforts 
were  to  no  avail.  It  was  in  this  midnight  of  the  soul 
of  Alabama  doctors  that  they  struck  the  medal  of  MASA 
and  proclaimed  in  Latin  what  must  he  the  oldest  prayer 


of  man  — we  dare  to  hope  for  better  times. 

For  me,  optimism  being  a congenital  affliction,  I 
dare  to  hope,  as  they  did.  I dare  to  hope  the  clouds 
will  pass,  medicine  will  be  restored  to  its  proper  altar 
of  respect  (I  didn’t  say  blind  worship,  for  doctors  don’t 
want  idolatry).  I dare  to  hope  there  will  be  a medical 
historian  down  the  years  who  will  look  back  on  the 
last  decades  of  this  century  and  record: 

“Giants  walked  the  earth  in  those  days.  Here  were 
men  and  women  held  up  to  contumely  and  harshly 
punished  for  no  transgression  save  those  that  attach  to 
human  fallibility;  men  and  women  who  would  not 
truckle  to  the  harassment  and  would  not  bend  the  knee 
to  a tyranny  masquerading,  as  tyrannies  usually  do, 
as  justice.’’ 

I dare  to  hope  that  will  be  history’s  summation  of 
this  period.  And  I honored  beyond  my  capacity  to 
convey  to  you  the  gratitude  I feel  for  having  walked 
among  you  and  touched  your  hands  in  1985-86. 
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Final  Report:  A Survey  of  Family 
Physicians  Providing  OB  Care 

William  J.  Crump,  M.D.* 

Diane  Butler  Redmondt 


The  preliminary  results  of  “A  Survey  of 
Family  Physicians  Providing  Obstetrical  Care” 
in  Alabama  were  published  in  the  March  issue 
of  Alabama  Medicine.  Since  that  time,  we  have 
completed  the  analysis  of  the  second  mailing 
and  the  full  report  follows. 


A survey  was  mailed  to  all  528  members  of  the 
Alabama  Chapter  of  the  American  Academy  of 
Family  Physicians  in  October,  1985,  and  again  in  Jan- 
uary, 1986,  concerning  their  current  obstetrical  care. 
Four  hundred  and  forty-one  questionnaires  were  re- 
turned, for  a 84%  return  rate. 


* Assistant  Professor  of  Family  Medicine. 

+ Research  Assistant,  School  of  Primary  Care,  University  of  Alabama,  Huntsville. 


Seventy-one  family  physicians  reported  that  they 
never  delivered  babies  in  their  careers.  Eighty-nine  still 
deliver  babies,  with  19  of  those  to  stop  within  six 
months.  Two  hundred  and  eighty-one  have  stopped 
delivering  babies  since  they  began  practice. 

Table  1 shows  why  these  two  hundred  and  eighty- 
one  practitioners  stopped  delivering  babies  as  well  as 
the  19  who  plan  to  stop.  Each  physician  could  have 
given  more  than  one  reason,  and  the  table  shows  how 
often  each  reason  was  cited. 

If  we  restrict  our  study  only  to  the  142  family  phy- 
sicians who  stopped  delivering  babies  within  the  last 
five  years,  the  impact  of  the  malpractice  crisis  is  even 
greater,  as  shown  in  Table  2. 

When  asked  what  would  have  to  happen  to  make 
them  begin  obstetrics  again,  the  physicians  responded 
as  shown  in  Table  3. 
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TABLE  1 (N  = 300) 


% 

Too  much  night-time  work 

124 

41.3% 

Lack  of  someone  to  share  call 

107 

35.7% 

Malpractice  insurance  premium  cost 

119 

39.7% 

Malpractice  risk/fear 

134 

45.0% 

Discomfort  with  modern  obstetric  prac- 
tices 

31 

10.3% 

Greater  interest  in  other  medical  areas 

19 

6.3% 

Age  or  health  issues 

15 

5.0% 

Inadequate  facilities/consultants 

14 

4.7% 

Obstetrics  too  time  consuming 

9 

3.0% 

TABLE  2 (N  = 142) 


Too  much  night-time  work 

41 

28.9% 

Lack  of  someone  to  share  call 

34 

23.9% 

Malpractice  insurance  premium  cost 

100 

70.4% 

Malpractice  risk/fear 

112 

78.9% 

Discomfort  with  modern  obstetric  prac- 
tices 

18 

12.7% 

Greater  interest  in  other  medical  areas 

5 

3.5% 

Inadequate  facilities/consultants 

5 

3.5% 

Age 

5 

3.5% 

Obstetrics  too  time  consuming 

4 

2.8% 

In  summary,  this  84%  sample  has  identified  only 
70  family  physicians  who  will  continue  to  deliver  ba- 
bies. Approximately  70%  of  those  who  have  stopped 
in  the  last  five  years  attributed  this  to  the  malpractice 
climate.  It  is  estimated  from  this  information  that  the 
number  of  family  physicians  providing  obstetrical  care 
can  be  increased  by  63  (90%)  by  changes  in  the  current 
malpractice  situation.  The  effect  that  these  changes 
may  have  on  family  practice  residents  in  training  was 
not  measured  in  this  survey,  but  is  another  important 
consideration  in  our  state’s  health  manpower. 

TABLE  3 


(N  = 153) 
Stopped 
Deliveries 

Prior  to  1981 

(N  = 142) 
Stopped 
Deliveries 
1981-1985 

Decrease  in  malprac- 

7 (4.6%) 

22  (15.5%) 

tice  premium 

Solve  the  malpractice 

15  (9.8%) 

47  (33.1%) 

problem 

Change  in  call  system 

3 (2.0%) 

11  ( 7.7%) 

Retraining 

4 (2.6%) 

3 ( 2.1%) 

Would  not  reconsider 

106  (69.3%) 

65  (45.8%) 

The  cooperation  of  the  Alabama  Chapter  of  the  American  Academy  of  Family  Physicians,  and 
especially  Ms.  Joyce  Fisher  is  sincerely  appreciated. 


If  there  are  problems 
and  there  is  drinking, 
drinking  may  be  the  problem 


Specializing  in  the  treatment  of  alcoholism  and  drug  dependency  conditions 
31 1 Jones  Mill  • Statesboro,  Georgia  30458  • 912-764-6236  • JCAH  Accredited 


Heat  Illness  In  the  Athlete: 
Siriasis  Is  Serious 

Richard  T,  Herrick,  M.D.* 


The  “dog  days,”  when  the  dog  star,  Sirius,  rises 
before  the  sun,  usually  in  early  July,  marks  the 
time  at  which  the  stressful  days  of  heat  and  humidity 
producing  heat  injury  among  athletes,  reaches  its  peak. 

Heat  stress  effects  both  young  and  old,  in  all  modes 
of  athletic  endeavors,  but  is  especially  dangerous  to 
those  who  are  required  to  wear  a lot  of  clothing,  pro- 
tective or  otherwise,  while  participating  in  athletics, 
in  an  unprotected  environment. 

The  body’s  “radiator”  includes  primarily  the  skin, 
with  its  subcutaneous  fat,  venous  plexuses  located  un- 
der the  skin  and  the  sweat  glands,  and  the  core  body 
temperature  is  the  critical  internal  thermal  environment 
in  which  vital  functions  occur. 

There  are  at  least  five  basic  mechanisms  of  body 
heat  regulation  indicated  by  the  hypothalamic  tem- 
perature regulatory  center  in  the  brain,  and  they  are: 
1)  increased  sweating,  2)  skin  vasodilation,  3)  reduced 
internal  heat  production,  4)  decreased  sweating  and  5) 
increased  metabolic  rate. 

* P.O.  Box  4160,  Opelika,  Alabama  36801,  (205)  749-6222. 


Even  a well-conditioned  runner  may  lose  up  to  8% 
body  weight  during  a marathon,  or  approximately  IV2 
liters  of  fluid  per  hour,  and  this  includes  10  percent 
of  the  total  body  sodium  and  chloride  and  3%  of  the 
total  body  potassium,  all  of  which  can  be  potentially 
deadly. 

The  physiologic  factors  involved  in  temperature  reg- 
ulation are  summarized  in  the  heat  balance  equation: 
core  body  temperature  is  equal  to  heat  produced  through 
metabolism,  plus  or  minus  heat  gain  through  environ- 
mental radiation,  conduction  and  convection,  and  work 
or  exercise,  minus  heat  loss  through  evaporation. 

After  2 or  3 hours  of  heavy  work,  the  body  reaches 
a threshhold  of  sweat  production  which  is  usually  higher 
in  males  than  in  females,  at  which  sweat  production 
slows  and  the  evaporative  cooling  decreases,  produc- 
ing the  possibility  of  heat  illness. 

The  effect  of  high  ambient  temperatures  on  exercise 
performance  is  most  evident  in  prolonged  submaximal 
exercise,  not  when  someone  is  actually  doing  exercises 

Continued  on  page  33 
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Affeera  mtrate, 
add  ISOPTIM 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasnn  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


isoPTirf 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored,film-coated  tablets 


Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e.g.,  election  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker.  (See 
Precautions ) Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used,  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D.C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN. 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%),  AV  block: 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (1.1%),  constipa- 
tion (6,3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported. 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness, claudication,  hair  loss,  macules,  spotty  menstruation.  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL”  on  the  reverse 
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EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 

JUST  ASK  THE 
PEOPLE  AT  THE 
BOEING  COMPANY. 

“My  folks  gave  me  a Bond  for 
my  birthday  every  year.  Now  I 
can  do  the  same  for  my  kids.” 

— Vaughn  Hale 


“It’s  certainly  a painless  way  to 
save.  The  money  comes  directly 
out  of  my  paycheck  every  two 
weeks.” 

— Florence  Perry 


“This  is  one  way  I can  support 
my  government  and  save  at  the 
same  time.” 

— Douglas  Scribner 


U.S.  Savings  Bonds  now 
offer  higher  variable  interest 
rates  and  a guaranteed  return. 
Your  employees  will  appreciate 
that.  They’ll  also  appreciate 
your  giving  them  the  easiest, 
surest  way  to  save. 

For  more  information, 
write  to:  Steven  R.  Mead, 
Executive  Director,  U.S.  Savings 
Bonds  Division,  Department  of 
the  Treasury,  Washington,  DC 
20226. 


US.  SAVINGS  BONDsSl. 

Paying  Better  Than  Ever ' ^ 

A public  service  of  this  publication 


Heat  Illness  continued  from  page  28 

very  easily  or  even  working  very  hard,  for  a short 
period  of  time.  Both  training  and  heat  acclimatization 
significantly  modify  the  control  mechanisms  which 
regulate  skin  blood  flow  and  sweating  and  during  these 
times,  all  diuretics  should  be  discontinued. 

All  detrimental  effects  of  heat  on  submaximal  ex- 
ercise performance  are  even  more  pronounced  in  sub- 
jects who  begin  exercising  in  a hypohydrated  state.  It 
takes  at  least  4-5  hours  of  rehydration,  following  as 
little  as  4%  dehydration,  to  return  to  a normal  phys- 
iologic state.  Athletes  who  maintain  a high  salt  intake 
during  acclimatization  will  not  undergo  the  physio- 
logic changes  necessary  for  salt  conservation,  and  at 
least  during  the  acclimatization  period,  workouts  should 
never  allow  more  than  2%  body  weight  loss. 

One  cannot  depend  upon  thirst  to  show  you  when 
there  is  a water  deficit,  although  it  usually  begins  when 
the  body  deficit  is  about  2%,  or  the  equivalent  of  about 
Wi  liters  of  sweat  loss,  with  a 3-5%  loss  producing 
symptoms  of  vague  discomfort,  lassitude,  weariness, 
apathy,  and  increased  rectal  temperature. 

All  the  hypovolemic  abnormalities  (loss  of  volume 
of  the  blood)  lead  to  heat  cramps  and  heat  exhaustion, 
which  can  then  get  much  more  severe,  producing  heat 
stroke.  Heat  exhaustion  can  occur  without  heat  cramps 
appearing  earlier,  although  heat  cramps  are  the  most 
common  sign  of  heat  illness. 

Heat  Cramps 

Pain  usually  begins  in  the  legs,  progresses  to  the 
abdominal  muscles,  and  occasionally  involves  the  up- 
per limbs.  There  are  usually  no  problems  with  regard 
to  the  thought  processes  or  orientation,  and  treatment 
is  usually  just  cessation  of  activity,  rest  in  a cool  en- 
vironment, and  replacement  of  fluids  and  electrolytes, 
while  the  cramps  themselves  may  be  at  least  partially 
relieved  with  massage  and  stretching. 

Heat  Exhaustion 

Heat  exhaustion  is  caused  by  excessive  loss  of  fluids 
and  electrolytes,  and  which  symptoms  are  orthostatic 
hypotension  (loss  of  balance  or  ability  to  keep  your 
body  going  in  a straight  line,  at  least  when  you  first 
stand  or  sit  up  quickly),  irritability,  headache,  nausea, 
extreme  fatigue  in  spite  of  mental  alertness  and  cramp- 
ing. The  skin  is  usually  cool,  sweating  is  excessive, 
urine  output  is  decreased  and  has  a higher  specific 
gravity,  and  there  is  often  a moderate  hypoglycemia 
(drop  in  blood  sugar). 

The  skin  is  usually  cool  and  rectal  temperature  is 
usually  less  than  105  degrees  F or  40.6  degrees  C. 

Treatment  is  immediate  cessation  of  physical  activ- 
ity, placing  in  a cool  environment  in  a supine  (lying 
on  one’s  back)  position  and  removing  restrictive  cloth- 
ing. The  athlete  should  be  cooled  by  means  of  ice  or 


cold  water  sponging  until  the  rectal  temperature  is 
down  to  0 101  or  102  degrees  F (38.3  or  38.9  degrees 
C),  and  should  be  given  an  oral  electrolyte  mixture, 
or  cold  water  containing  salt. 

Prompt  hospitalization  is  necessary,  since  rapid 
administration  of  intravenous  fluids  is  indicated. 

Recipe  for  Electrolyte  Replacement  Fluid 


1 pkg  of  unsugared  Kool-aid  mix  or  Wyler’s  soft  drink  or 
similar  powdered  mix  and  dilute  to  twice  what  it  says  on 
the  package 

Add  maximum  of  25  grams  of  sugar  or  approximately  Va  of 
what  the  suggested  addition  should  be  or  this  may  be  re- 
placed with  artificial  sweetener. 

Add  I’/z  grams  of  table  salt;  approximately  ‘/s  of  a teaspoon. 

Add  190  mgs  of  salt  substitute  or  potassium  chloride  for  every 
liter  of  fluid,  and  this  is  only  one  small  “pinch” 

For  heavy  sweaters,  for  those  who  are  sweating  heavily  for 
any  period  of  time,  intake  should  be  6-8  ozs.  every  15-30 
minutes,  and  although  the  drink  should  be  cool  or  cold, 
should  not  be  ice  cold. 

Most  people  find  that  lemonade,  lemon-lime,  or  orange  flavor 
is  easier  to  drink  under  these  situations. 

Another  good  preparation  available  is  “Joggers  Juice,”  which 
is  very  palatable,  fairly  inexpensive,  may  be  purchased  in 
small  packets  for  individual  use  and  for  ease  in  transpor- 
tation and  may  be  diluted  variously  as  per  easily  understood 
directions  on  the  container. 


Heat  Stroke 

This  is  life  threatening  and  requires  treatment  within 
minutes  to  prevent  severe  permanent  injury  or  even 
death. 

In  this  condition,  the  thermal  regulatory  center  in 
the  brain  is  overwhelmed,  and  especially  the  central 
nervous  system,  which  is  most  sensitive  to  adverse 
thermal  conditions,  is  affected. 

These  athletes  usually  have  dramatic  alteration  of 
the  thought  processes,  resembling  psychosis,  with 
tremors,  fixed,  dilated  pupils,  occasionally  even  de- 
cerebrate posture,  with  stupor,  unconsciousness,  and 
coma.  Rectal  temperature  exceeds  105.5  degrees  F, 
40.8  degrees  C,  pulse  is  usually  greater  than  160  beats 
per  minute,  diastolic  blood  pressure  is  low,  and  the 
skin  is  flushed,  hot  and  dry. 

Treatment  involves  promptly  sponge  bathing  with 
cold  water  or  placing  wet,  ice-covered  towels  over  the 
neck,  chest,  arm  pits,  and  groin.  Submerging  in  a tub 
full  of  ice  water  may  be  lifesaving.  Intravenous  admin- 
istration of  saline  and  glucose  should  be  begun  im- 
mediately, therefore,  hospitalization  is  an  absolute 
necessity,  to  prevent  death. 

Any  athlete  is  suspected  of  a heat  stroke  if  he/she 
displays  irritability  or  a change  in  aggressiveness,  es- 
pecially if  that  includes  alternating  aggressiveness  and 
apathy,  an  unsteady  gait,  glassy  stare,  hot  and  dry 
skin,  and  inability  to  follow  easy  instructions.  There 
is  no  significant  difference  between  male  and  female 
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athletes,  with  regard  to  the  incidence  of  heat  disease, 
so  long  as  they  start  out  at  equal  levels  of  training  and 
acclimatization.  Fitness  and  heat  acclimatization  are 
closely  intertwined  and  although  it  appears  sometimes 
that  it  takes  young  women  longer  to  acclimate,  this 
usually  is  related  to  their  initial  condition,  rather  than 
their  gender. 

People  who  are  especially  susceptible  to  heat  injury 
include  eager  athletes,  anxious  to  impress  the  coach 
favorably,  athletes  who  are  ill,  who  have  recently  re- 
ceived immunizations,  those  taking  different  types  of 
medications,  those  who  have  not  become  acclimatized, 
and  those  who  are  not  in  as  good  condition  as  the 
others  in  the  same  practice  group. 

Rest  should  always  be  in  cool,  shaded  areas,  with 
a breeze  whether  natural  or  by  means  of  a fan,  etc. 

The  more  highly  trained  an  athlete  is,  the  more  or 
higher  percentage  of  bodyweight  he  can  lose  imme- 
diately prior  to  competition,  but  may  still  maintain  a 
level  of  fitness,  but  this  takes  a long  period  of  accli- 
matization, and  being  in  good  condition,  prior  to  com- 
petition. 

Common  Clinical  Findings  on  Initial  Examination  of  Patient 
With  Heat  Exhaustion  or  Heat  Stroke 


Finding 

Heat  Exhaustion 

Rectal  temper- 
ature 

<105°F  (40.6°C) 

State  of 
consciousness 

Conscious  (usually); 
possible  syncope  if  not 
kept  supine  (because 
of  orthostatic  hypo- 
tension) 

Orientation 

Fatigue,  nausea,  irrit- 
ability, headache, 
mild  confusion  but 
usually  oriented 

Blood  pressure 

Narrowed  pulse  pres- 
sure, marked  ortho- 
static drop 

Pulse 

<150  beats/min 

Skin  and 
sweating 

Pain  and  cool;  pro- 
nounced sweating 

Heat  Stroke 


>105.5°F  (40.8°C) 

Mental  depression, 
stupor,  or  uncon- 
sciousness 


Severe  headache; 
marked  confusion  and 
disorientation 


Widened  pulse  pres- 
sure, low  diastolic 
reading 

>160  beats/min 

Hot  and  flushed;  usu- 
ally little  or  no  sweat- 
ing 


The  most  important  thing  to  remember  about  heat 
injury  is  to  prevent  it. 

Five  to  six  weeks  of  acclimatization  are  usually  nec- 
essary before  taking  part  in  strenuous  exercise  in  high 
heat  and  humidity.  Even  passive  heat  acclimatization, 
simply  being  exposed  to  heat  for  several  days  prior  to 
the  onset  of  excessive  athletic  endeavors,  can  be  of 
assistance,  and  should  include  a flexibility  program. 

Thick-muscled  stocky  athletes  with  heavy  muscle- 
mass  generate  more  metabolic  calories  than  thinner 
athletes,  therefore  require  more  cooling  to  reduce  the 


core  temperature  and  heavier  athletes  should  be  ad- 
vised to  keep  body  fat  to  a minimum  in  this  regard. 

Weight  loss  during  exercise  should  never  exceed 
more  than  5%  of  the  normal  bodyweight  and  if  the 
weight  loss  approaches  7%  of  body  weight,  activities 
must  be  changed  drastically. 

Remember  that  for  every  calorie  expended,  1 ml  of 
water  is  needed,  and  that  the  very  young  and  very  old 
require  more  concerted  watching. 

On  days  of  extreme  heat  and  humidity,  electrolytes 
can  be  added  to  water  or  electrolyte  replacement  prod- 
ucts can  be  used,  although  for  most  athletes,  eating 
well-rounded  meals  and  salting  foods  at  the  table  pro- 
vide adequate  salt  replacement. 

During  prolonged  heat  and  humidity , unlimited  vol- 
umes of  water  during  several  breaks  during  the  exercise 
may  be  needed. 

As  a rule,  older  athletes  require  a longer  acclima- 
tization period,  are  apt  to  have  a less  resilient  cardi- 
ovascular system,  and  show  more  lability  in  body 
temperature. 

All  athletes  with  a febrile  illness  should  be  excused 
from  activity  during  high  heat  and  humidity. 

Since  diuretics  may  speed  fluid  loss  and  cause  elec- 
trolyte imbalance,  patients  and  athletes  taking  these 
must  be  watched  very  closely,  as  are  those  who  take 
beta  adrenergic-blocking  agents,  and  vasodilators, 
which  can  affect  cardiac  output  and  therefore  periph- 
eral circulation. 

If  an  athlete  must  take  some  sort  of  beta  blocker  for 
high  blood  pressure  or  other  medical  problems,  there 
is  some  evidence  that  the  use  of  beta-selective  adre- 
nergic blockers  during  prolonged  exercises  are  a prob- 
able advantage,  for  them. 

Antihistamines,  anti-Parkinson  drugs,  and  anti- 
cholingeric  agents  for  treatment  of  ulcer  disease  can 
also  increase  the  possibility  of  heat  injury. 

The  easiest  way  of  determining  safe  athletic  en- 
deavors in  a hot,  humid  environment  include  the  use 
of  a sling  psychrometer,  which  consists  of  a wet  bulb 
and  a dry  bulb  thermometer,  attached  to  swivel  and 
handle.  These  are  inexpensive,  easy  to  use,  and  are 
the  best  methods  of  determining  the  “heat  index, 
and  are  used  by  the  Armed  Services,  and  most  athletic 

teams. 

If  the  thermometer  registers  61  to  65  on  the  wet 
bulb  reading,  heavy,  thick-muscled  athletes  and  tho^ 
who  show  unusual  weight  loss  or  greater  than  6% 
bodyweight  should  be  observed  very  closely.  If  the 
temperature  is  66  to  70  degrees  F,  frequent  water  breaks 
should  be  taken,  and  during  longer  practice  sessions, 
electrolyte  solution  should  be  supplied.  When  the  tem- 
perature is  76  degrees  F,  (24.4  degrees  C)  or  above, 
athletes  should  wear  shorts,  t-shirts  and  helmets,  and 
the  practices  should  be  shortened  or  even  cancelled. 

If  one  is  utilizing  the  heat  index,  if  it  is  below  80 
degrees  F,  no  special  precautions  are  needed,  and  if 
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it  is  between  80-85  degrees,  athletes  should  wear  cool 
clothing  during  the  first  7 days  or  so  of  practice,  and 
uniforms  thereafter  if  adequate  rest  periods  and  fluid 
breaks  are  provided.  When  the  index  is  above  85  de- 
grees, practice  in  full  uniform  should  be  cancelled  and 
the  athletes  should  receive  copious  amounts  of  fluid, 
be  carefully  observed,  while  wearing  only  cool  cloth- 
ing. 

Fish-net  jerseys  should  be  utilized,  the  jerseys  and 
practice  uniforms  should  be  light  colored  to  reflect  the 
sun  rays,  and  wet  t-shirts  should  be  changed  often. 

Artificial  turf  can  be  several  degrees  hotter  than 
normal  turf,  and  watering  down  of  the  synthetic  turf 
twice  during  practice  is  often  extremely  helpful. 

Children’s  energy  requirements  per  pound  of  body 
weight  are  generally  higher  than  those  of  adults,  and 
with  children  the  best  drink  is  pure  cold  water.  Salt 
tablets  really  have  no  place  in  children’s  sports. 

Children  are  more  prone  to  heat-related  illneses  be- 
cause of  their  physiologic  make-up.  They  have  a greater 
surface  area-mass  ratio,  and  tend  to  produce  more  met- 
abolic heat  and  are  less  able  to  dissipate  it. 

With  children,  it  is  even  more  important  to  notice 
if  they  are  developing  heat  fatigue,  which  is  a weak 
or  tired  feeling,  which  improved  promptly  with  rest 
and  fluid  replenishment.  Heat  syncope  is  another  early 
sign  with  children,  and  they  usually  get  better  when 
they  are  supine  on  the  ground  with  their  legs  elevated. 
Among  children  and  teenagers,  heat  cramps  can  often 
be  prevented  by  taking  a calcium  supplement,  prior  to 
the  activities. 


Effects  of  Dehydration 


% Plasma 
Volume 
Loss 

% Body 
Wt. 

Lost  as 
Water 

0 

0 

Thirst 

4 

2 

Stronger  thirst,  vague  discomfort  and 
sense  of  oppression,  loss  of  appetite 

6 

3 

Increasing  hemoconcentration,  reduc- 
tion in  urinary  output,  dry  mouth 

8 

4 

Increased  effort  for  physical  work, 
flushed  skin,  impatience,  sleepiness, 
apathy,  nausea,  emotional  instability 

10 

5 

Difficulty  in  concentrating 

12 

6 

Impairment  in  exercise  temperature 
regulation,  increa.sed  pulse  rate  and 
respiratory  rate. 

16 

8 

Dizziness,  cyanosis  and  labored  breath- 
ing with  exercise,  indistinct  speech,  in- 
creased weakness,  mental  confusion 

20 

10 

Spastic  muscles,  inability  to  balance 
with  eyes  closed,  general  incapacity, 
delirium  and  wakefulness,  swollen 
tongue 

22 

11 

Circulatory  insufficiency,  marked 
hem(Koncentration  and  decreased  blwHl 
volume;  failing  renal  function 

As  opposed  to  adults,  if  children  lose  more  than  3% 
of  their  body  weight  during  practice  session,  they  are 
definitely  potential  candidates  for  heat  stroke  and  if 
their  weight  loss  is  5%,  they  should  be  restricted  to 
light  workouts,  and  should  be  encouraged  to  try  less 
strenuous  sports  if  they  lose  7%  of  body  weight,  since 
they  are  very  high  risks.  Avoid  any  solutions  that  have 
a lot  of  glucose  in  them,  since  they  seem  to  make  the 
problem  even  more  difficult  in  children. 

All  athletes  who  have  an  illness  associated  with 
fever,  vomiting,  or  diarrhea,  or  who  have  received 
immunizations  within  the  previous  48  hours  associated 
with  febrile  reaction  or  fever,  should  be  immediately 
discontinued  from  the  program  until  they  have  resolved 
all  their  symptoms. 

Each  athlete  should  be  weighed  daily  before  and 
after  each  practice  session,  and  no  athlete  should  ever 
be  placed  on  a weight-reduction  diet  during  periods  of 
acclimatization. 

Guidelines  for  Prevention  of  Heat  Injury  in  Athletes 


1.  Require  of  all  athletes  six  weeks  of  acclimatization  before 
practice  sessions  begin. 

2.  Hold  practice  in  early  morning  and  late  afternoons  to  avoid 
midday  heat. 

3.  Make  practice  sessions  shorter  and  more  frequent  during 
first  seven  days  of  practice. 

4.  Restrict  activity,  depending  on  measurement  of  heat  index 
and  relative  humidity. 

5.  Record  weight  of  each  athlete  at  beginning  and  end  of  each 
practice.  Athletes  who  lose  more  than  5%  of  body  weight 
should  be  followed  carefully  and  stabilized  with  replace- 
ment fluids  and  electrolytes. 

6.  Make  available  unlimited  amounts  of  water  at  reasonable 
amounts  per  time  at  all  practice  sessions.  On  particularly 
stressful  days,  supplement  water  with  electrolytes. 

7.  Provide  light-colored,  loose-weave  uniforms. 

8.  Observe  carefully  athletes  who  are  taking  medications  and 
alter  their  participation  as  needed. 

9.  Encourage  athletes  to  eat  a well-balanced  diet  with  some 
fat  restriction  and  to  use  table  salt  liberally. 

10.  Observe  athletes  for  early  signs  of  heat  injury,  and  take 
prompt,  decisive  action  if  needed. 


Remember  that  any  athlete  who  has  at  one  time  in 
the  past  suffered  a prior  episode  of  heat  stroke  or  severe 
heat  injury  has  a much  greater  heat  intolerance,  and 
therefore,  has  evidence  of  inefficient  thermal  regula- 
tion that  can  persist  for  several  years. 

Sunscreens  can  cause  problems  with  regard  to  in- 
crease in  the  incidence  of  heat  illness.  Some  studies 
have  shown  that  mean  skin  temperature  is  significantly 
increased  due  to  the  use  of  sunscreen  during  hot,  dry 
exposure,  but  this  doesn’t  seem  to  occur  during  hot, 
humid  exposure  and  is  probably  related  to  the  use  of 
sunscreen  while  exercising  in  low  humidity,  retarding 
sweat  evaporation. 

Among  the  various  electrolyte  solutions  available, 
tho.se  that  include  a lot  of  glucose,  if  they  must  be 
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Athlete 

Normal  temperature 
Normal  blood  volume 


Exercise  (work) 


i 

Environmental  (exogenous)  factors 

Temperature 

Humidity 

Cloud  cover 

Wind  velocity 

Clothing 

Activity  surface 

Peer  pressure  & stress 


Internal  (endogenous)  factors 
Degree  of  acclimatization 
Body  build 

Cardiopulmonary  status 
Age 

State  of  Health 
Medications 
Psychological  state 
Sex 

Heat-producing  foods 


Sweat  (water)  and 
electrolyte  loss 


Hypovolemia  (decreased  blood 
volume)  Electrolyte  imbalances 


Heat  cramps 


Heat  exhaustion 
Fluid  & Electro- 
lyte problems 


Mixed  heat 
injury 

Varying  combinations  of  fluid 
depletion  and  hyperthermia 


Radiant  heat  and 
metabolic  calories 


Hyperthermia  (increased  core 
body  temperature) 


radiation  heat 
problems 


Evolution  of  heat  injury  in  the  athlete 


used,  need  to  be  diluted  by  at  least  as  much  cold  water 
as  in  the  fluids  that  are  available,  off  the  shelf.  Un- 
fortunately, beer  is  not  good  for  fluid  replacement, 
since  it  doesn’t  contain  enough  electrolytes  to  be 
worthwhile.  To  replace  the  potassium  losses  incurred 
during  a marathon  would  require  about  a 6-pack  of 
beer,  to  replace  the  loss  of  sodium  would  require  24 
cans  of  beer  and  this  can  be  replenished  easily  with  a 
12  oz  glass  of  orange  juice  with  a little  judicious  use 
of  the  salt  shaker. 

One  of  the  primary  problems  that  we  run  into  with 
regard  to  the  use  of  ready-made  electrolyte  solutions, 
is  that  there  is  so  much  glucose  involved,  delaying 
gastric  emptying,  and  the  fluids  do  not  go  into  the 
system  very  quickly.  Those  that  contain  5-7%  solution, 
and  especially  those  that  have  3%  polycose  glucose 
polymers,  empty  quickly  from  the  stomach,  in  fact  as 


quickly  as  plain  water  and  this  probably  could  improve 
athletic  effort  and,  hopefully,  prevent  the  onset  of  heat 
illness. 

If  one  must  replenish  salt,  it’s  recommended,  rather 
than  taking  salt  tablets,  to  dissolve  approximately  ‘/s 
of  a teaspoon  into  1 liter  or  1 quart  of  water,  and  in 
addition  to  have  1 glass  of  orange  or  tomato  juice, 
which  thereby  replaces  all  the  potassium,  calcium, 
magnesium,  and  sodium  loss  in  2-3  liters  of  sweat. 

It  may  also  be  of  some  interest  to  many  athletes  to 
know  that  one  of  the  side  effects  of  anabolic  steroids 
is  to  retain  fluids,  and  thereby  interfere  with  the  sweat- 
ing process,  complicating  the  thermal  regulatory  sys- 
tem to  the  extent  that  there  is  a very  definite  possibility 
of  increasing  one’s  chances  of  heat  illness,  while  tak- 
ing such  substances. 
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Chest  Pain  Protocol 

Philip  M.  Klein,  M.D.,  Parrish  Clinic,  Parrish,  AL  35580 


The  testing  and  questionnaire  herein  de- 
scribed is  designed  to  offer  a medical  and  sci- 
entific approach,  made  simple,  to  evaluate  the 
common  problem  of  chest  pain.  The  conclusive 
results  will  both  alleviate  and  treat  the  problem 
with  the  most  logical  and  cost  effective  pro- 
cedure. Its  use,  hopefully,  will  lead  to  a faster 
and  more  routine  management  of  the  patient 
that  is  not  obvious  admission  material  to  the 
hospital  and  or  the  Coronary  Care  Unit. 


As  numerous  authors  have  demonstrated,  50%  of 
admissions  to  hospitals  or  Coronary  Care  Units 
are  not  necessary  and  costs  for  this  care  is  extremely 
expensive,  especially  to  a national  medical  budget. 
Most  writers  of  papers  discussing  the  subject  express 
the  opinion  that  at  least  half  of  these  patients  could 
have  been  observed  without  subjecting  them  to  the 
rigors  of  monitors,  bed  occupancy,  expensive  labo- 
ratory monitoring  and  additional  costs  of  hospitaliza- 
tion. 

The  procedure  herein  described  attempts  to  alleviate 
the  sophisticated  medical  assessment  by  use  of  a simple 
chart  available  not  only  to  the  ER  clinic,  but  to  the 
medical  office  in  the  rural  areas. 


Cost  effectiveness  is  uppermost  on  the  minds  of  the 
third  world  countries  as  well  as  the  U.S.  Medicare  and 
Medicaid  systems.  As  many  institutions  or  clinics  and 
private  medical  offices  do  not  have  the  expertise  to 
interpret  the  electrocardiogram  with  the  sophistication 
that  is  required  and  needed,  a system  used  by  any 
physician  or  nurses  to  decide  whether  to  hospitalize 
or  not  would  be  welcome  and  very  helpful. 

In  1984,  Pozen  et  al‘  devised  a “predictive  instru- 
ment” to  improve  Coronary  Care  Unit  (CCU)  admis- 
sion practice  in  acute  ischemic  heart  disease.  It  was 
their  conclusion  that  50%  of  the  admissions  were  not 
acute  myocardial  infarctions,  and  5%  of  these  that  did 
have  infarctions  were  mistakenly  sent  home.  Not  many 
clinics  and  rural  physicians  have  access  to  rapid  de- 
terminations of  cardiac  enzymes,  echocardiography, 
scintography  and  computer  based  protocols. 

Previous  schemes  did  not  use  as  many  parameters 
as  in  this  study.  Since  for  every  two  patients  admitted 
one  remains  with  the  positive  diagnosis  of  acute  is- 
chemia, the  cost  effectiveness  and  savings  to  the  in- 
dividual, government  or  insurance  companies  is 
tremendous.  In  the  study  by  Pozen,  their  parameters 
resulted  in  a 30%  reduction  of  admissions  to  the  hos- 
pital. 
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In  this  study,  there  are  basic  questions  that  need  yes 
or  no  answers,  and  their  point  values  determine  if 
“admission  is  immediate,”  “possible  admit,  within 
three  hours,”  or  “treat  as  outpatient,  with  or  without 
followup.” 

Surely,  some  statistical  analysis  could  be  altered  on 
each  and  every  point  value.  However,  each  is  impor- 
tant when  an  admission  is  questionable.  Obviously,  an 
acute  ischemic  event  is  not  difficult  to  access.  It  is  the 
grey  area  where  help  is  needed;  where  this  screening 
would  be  most  beneficial.  Not  always  is  each  pertinent 
question  remembered  by  the  decision  maker. 

One  must  take  into  account  some  of  the  variables. 
These  being  the  experience  in  reading  the  electrocar- 
diogram. Time  element  is  important,  and  also  the  ob- 
vious physical  condition  of  the  patient.  Besides  these, 
there  is  the  family  to  account  for  and  their  wishes  and 
demands  upon  the  medical  staff. 

In  clinical  practice  it  is  very  important  to  remember 
that  other  acute  situations  are  life-threatening  and  must 
be  considered.  These  are  aortic  dissection,  pneumo- 
thorax, pulmonary  embolism,  pericarditis  and  pneu- 
monia. Some  individuals  with  peptic  ulcer  disease  and 
or  hiatal  hernia  present  with  a crisis  that  mimics  in- 
farction, as  can  the  presence  of  esophagitis.  Early  herpes 
zoster  of  the  chest  area  also  may  present  with  acute 
chest  pain  sometimes  lasting  two  or  three  days. 


Numerous  articles  in  the  New  England  Journal  of 
Medicine  have  used  the  electrocardiogram  as  the  only 
basis  of  instituting  admission  to  the  hospital.^  These 
are  admissions  not  taking  into  consideration  enough 
of  the  other  important  aspects  of  the  problem  of  chest 
pain  and  possible  myocardial  infarction.  As  stated  ear- 
lier, many  times  it  is  not  possible  to  have  available  an 
expert  cardiologist  to  read  the  minute  changes  of  the 
waves.  ^ 

True,  there  are  some  circumstances  wherein  a subset 
of  patients  with  myocardial  infarction  and  or  chest  pain 
do  not  possess  some  of  the  “yes”  answers  to  the  most 
positive  questions  asked,  for  instance,  the  absent  Q 
wave  is  discussed  by  Ross  et  al,‘‘  wherein  they  eval- 
uated high  risk  and  increased  mortality  of  patients  with 
and  without  Q wave  infarctions. 

Since  there  are  many  questions  to  the  problem  of 
chest  pain  leading  to  a possible  diagnosis  of  myocardial 
infarction  and  its  many  facets  of  treatment  and  long- 
term prognosis  that  need  to  be  answered  almost  im- 
mediately before  there  is  an  admission  to  the  hospital, 
it  is  very  simple  to  answer  these  questions  and  the 
following  results  obtained: 

1.  Treat  as  outpatient. 

2.  Possible  admit  within  three  hours. 

3.  Admit  without  hesitation. 
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Many  companies  are  saying  many  things  about  the  computer. 
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If  your  daddy  taught  you  things  aren’t  always  as  easy  as  they 
look,  he  was  right! 

Talk  to  us  about  our  data  center.  We  have  the  computer,  you 
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CALL  US  FOR  THAT  SECOND  OPINION! 

Application  Software,  Inc. 
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The  questions  are: 

A.  Is  there  a history  of  a previous  heart  attack?  Yes 
or  No? 

B.  Does  the  electrocardiogram  analysis  have  a Q 
wave,  or  have  changes  in  ST  segments?  Yes  or  No? 

C.  Is  there  a family  history  of  coronary  artery  dis- 
ease, smoking,  advancing  age  over  53?  Yes  or  No? 

D.  Is  there  a previous  electrocardiogram  available? 
If  so,  are  there  positive  changes?  Yes  or  No? 

E.  Is  the  type,  location  and  duration  of  chest  pain 
representative  of  cardiac  pain?  Yes  or  No? 

F.  Is  there  a response  to  nitroglycerin?  Yes  or  No? 

G.  Can  you  reproduce  the  pain  by  pressing  upon 
the  chest  in  the  area  where  patient  complains  of  pain? 
Yes  or  No? 

H.  Is  there  evidence  of  moderate  dyspnea  or  cy- 
anosis? Yes  or  No? 

I.  Is  the  person  taking  beta-blockers,  digitalis,  anti- 
hypertensives? Yes  or  No? 

J.  Is  the  electrocardiogram  normal?  Yes  or  No? 

K.  Are  time  studies  of  the  cardiac  enzymes  avail- 
able? If  so,  are  they  positive?  Yes  or  No? 

L.  Is  the  heart  rhythm  tachycardia?  Are  PVC’s  pres- 
ent? Yes  or  No? 

The  12  cardinal  questions  are  not  each  of  equal 
value;  some  get  a higher  value  and  the  total  make  up 
for  the  absolute  sum. 

The  following  point  values  are  scored: 
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A 

B 
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D 
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L 


VALUE 

4 

6 

2 

6 
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2 

3 

4 
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4 

6 
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2 

0 

4 
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NO 

0 

0 

0 

0 

0 

0 

3 

1 

0 

2 

0 
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It  is  apparent  that  the  most  points  would  result  in 
the  admit  range  and  the  least  in  the  no  admit  range. 
There  are  no  absolutes  in  this  series  and  there  is  the 
clinical  judgment  that  must  be  applied  to  each  situa- 
tion. To  err  on  the  low  side  results  in  fewer  admissions 
and  conversely  to  err  on  the  high  side  results  in  the 
opposite. 

An  explanation  of  the  12  questions  should  be  made 
available  so  as  to  have  meaningful  answers. 

Question  A.  The  only  explanation  that  is  necessary 
is  to  ascertain  that  the  question  is  answered  correctly, 
because  many  patients  have  been  told  that  they  had  a 
heart  attack  in  spite  of  the  fact  that  they  were  dis- 
charged without  problems  within  24  hours  of  their 
initial  hospitalization. 


QUESTIONNAIRE 


C-P  TEST 

NAME 

DATE 

AfiF 

ADDRES.S 

QUESTIONS: 

A.  Is  there  a history  of  previous  heart  attack? 

Y.  Add  4 

No.  0 

B.  Does  the  EKG  have  a q wave,  ST  Seg.  changes? 

Y.  Add  6 

No.  0 

C.  Family  history  of  coronary  artery  disease. 

Y.  Add  2 

No.  0 

history  of  smoking  or  age  over  55? 

D.  Is  there  a previous  EKG  to  compare  and  are 

Y.  Add  6 

No.  0 

there  changes? 

E.  Is  the  pain  typically  cardiac? 

Y.  Add  2 

No.  0 

F.  Is  there  a response  to  nitro? 

Y.  Add  2 

No.  0 

G.  Can  the  pain  be  reproduced  by  pressing  on 

Y.  Add  0 

No.  3 

the  chest? 

H.  Is  there  dyspnea  or  cyanosis? 

Y.  Add  4 

No.  0 

I.  Taking  beta  blockers,  dig.  or  antihyperten- 

Y.  Add  1 

No.  0 

sives? 

J.  Is  the  EKG  normal? 

Y.  Add  0 

No.  3 

K.  Are  enzymes  abnormal? 

Y.  Add  5 

No.  0 

L.  Is  rhythm  tachycardia,  or  PVC’s? 

Y.  Add  4 

No.  0 
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Figure  One 


Question  B.  The  review  of  the  EKG  is  a primary 
function  one  can  readily  observe  if  there  is  a Q wave 
and  or  obvious  ST  segment  shifts. 

Question  C.  The  question  ellicits  information  about 
the  patients’  family,  especially  those  under  the  age  of 
50  that  experienced  a stroke  or  died  from  cardiac  prob- 
lems. 

Question  D.  This  question  is  important  as  it  confirms 
or  denies  changes  that  are  most  valuable  for  evaluation. 

Question  E.  Pain  and  its  history  is  important.  How 
long  does  it  last?  How  severe  is  it  and  where  is  it? 

Question  F.  A positive  response  is  necessary.  At 
the  same  time  the  examiner  will  inquire  about  a history 
and  duration  of  its  previous  use. 

Question  G.  The  response  to  costochondral  pain  is 
different  in  nature  than  cardiac  pain.  This  is  pain  upon 
pressing  on  the  chest  at  a particular  area. 

Question  H.  This  is  a straightforward  observation. 

Question  I.  The  length  of  time  these  medications 
have  been  used  may  influence  the  answer  to  this  ques- 
tion. 

Question  J.  Most  medical  personnel  can  observe  that 
an  electrocardiogram  appears  normal  without  gross  ab- 
normality. 

Question  K.  To  obtain  cardiac  enzyme  evaluation 
requires  about  three  hours. 
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Question  L.  Rhythm  can  be  observed  both  by  steth- 
oscope and  cardiogram,  remembering  that  medication 
has  profound  effect  on  the  rhythm  and  rate. 

A questionnaire  can  be  used  such  as  the  one  in 
Figure  1 . Its  use  and  the  blocking  off  of  the  values 
readily  reveals  the  disposition  of  the  patient  for  a non- 
M.D.,  if  necessary. 

Hopefully,  this  type  of  procedure  could  be  routinely 
used  and  standardized  within  a regional  setting. 
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The  Use  and  Fixation  of 
Silastic  Drains 

Gaston  O.  McGinnis,  M.D. 


The  fluted  silastic  drain  functions  effectively  if 
well  placed  and  is  easily  sealed  and  fixed  in 
place  with  transparent  fllm  dressing. 


Drains  are  commonly  used  by  many  suregons  fol- 
lowing gallbladder  surgery,  mastectomies  and 
other  procedures  in  which  there  is  potential  drainage 
or  a large  raw  surface  remains. 

The  first  of  three  common  options  is  the  traditional 
“pinrose  type  drain,”  which  may  be  effective  if  prop- 
erly placed  but  produces  a wet  incision  and  maintains 
an  entrance  for  infection. 


The  second  is  a “PVC  type  drain  with  multiple 
perforations,”  which  is  effective  early  but  tends  to 
have  tissue  ingrowth  and  lose  effectiveness  with  time 
and  may  be  painful  on  removal. 

The  third  alternative  is  a “fluted  silastic  rubber  tube” 
either  round  or  flat  in  configuration.  It  provides  a closed 
system  drainage  connected  to  a suction  system  which 
if  properly  used  produces  a dry  incision  and  reduces 
chances  of  infection  like  the  PVC  drain  does.  How- 
ever, it  is  flexible  enough  to  conform  to  an  irregular 
surface  and  is  easily  removed  with  little  discomfort 
which  would  suggest  little  tissue  ingrowth.  The  silastic 
drain  functions  effectively  for  several  days. 

The  drain  is  placed  in  the  cavity  to  be  drained  by 
inserting  the  attached  trocar  from  within  the  cavity 
producing  a stab  wound  to  the  outside  through  which 
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the  PVC  portion  of  the  tube  is  drawn.  The  hub  at  the 
attachment  of  the  fluted  silastic  portion  is  brought  out 
until  the  connecting  hub  is  just  barely  visable  through 
the  skin  so  that  the  stab  wound  is  effectively  sealed 
by  this  larger  hub. 

However,  if  it  is  not  fixed  in  this  position  the  drain 
may  be  dislodged  and  allow  the  PVC  portion  to  be 
withdrawn  into  the  cavity  or  the  fluted  section  to  come 
out  thus  reducing  the  effectiveness  of  the  drain.  The 
drain  can  be  fixed  with  a suture  but  a degree  of  motion 
is  always  possible  and  there  is  always  some  degree  of 
drainage  around  the  drain.  Another  alternative  is  to 
bring  the  drain  out  so  that  the  hub  is  just  visable  and 
is  wedged  in  the  stab  wound.  To  prevent  the  drain 
from  being  dislodged,  it  is  then  held  in  position  with 


Figure  I . A single  drain  produces  a dry  subcostal  gallbladder 
incision. 


a transparent  film  dressing  which  is  usually  readily 
available  in  most  operating  rooms. 

With  this  method,  the  drain  may  be  brought  out 
through  the  stab  wound  well  away  from  the  incision. 
It  is  not  necessary  to  dress  the  drain  site  which  is  then 
available  for  daily  inspection.  The  drain  site  and  the 
incision  commonly  remain  dry  and  are  easily  in- 
spected. The  drain  is  then  easily  removed  by  a simple 
removal  of  the  transparent  dressing  and  traction  on  the 
drain. 

This  technique  has  been  used  for  the  past  year  with 
excellent  results  and  few  complaints.  There  is  a no- 
ticeable lack  of  reaction  about  the  stab  wound  while 
the  drain  is  in  place  and  after  it  is  removed. 


Figure  2.  Two  drains  are  utilized  to  drain  a modified  radical 
mastectomy  site.  No  dressings  are  used  to  permit  observation  of 
flaps. 
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AMERICAN 
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INTERNATIONAL'S 

PHYSICIAN 

PLACEMENT 

SERVICE 


Jl  merican  lA^edical  /nternational  has  in- 
stituted a corporate  service  to  assist  Physi- 
cians interested  in  solo  or  group  practice 
opportunities  servicing  AMI  hospitals.  Cur- 
rent opportunities  are  available  for  physi- 
cians who  are  Board  Certified  or  Eligible. 
Some  specific  areas  of  interest  are: 


• Family  Practice 

• Neurology 

• Ophthalmology 

• Orthopedics 

• Gastroenterology 

• ENT 

• Oncology 

• General  Surgery 


• Neurosurgery 

• Orthopedic 
Surgery 

• Industrial 
Medicine 

• Cardiology 

• Rheumatology 

• OB/GYN 


Physicians  interested  in  pursuing  opportuni- 
ties with  AMI  should  contact  this  service  by 
calling  or  submitting  a curriculum  vitae  to: 

Norman  Penick 
Vice  President 
Human  Resources 
AMI 

9465  Wilshire  Blvd.,  Ste.  915 
Beverly  Hills,  CA  90212 
(213)  858-6927 
National  (800)  533-7013 
California  (800)  325-4881 


Consider  the 
causative  organisms . . . 


cefaclor 


250-mg  Pulvules^  t.i.d. 

offers  effecfiveness  againsf 
fhe  major  causes  of  bacferial  bronchifis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Iriel  SiM«rr  Cm»n  itn  mcUh  iNiralirt  fer  pr«scri*4e| 
MttrMIIM 

MMicjtiais  US49I  C^cio  ‘ iceiaciOf  Liihri  >s  mocated  m the 
treatment  ot  the  lo4io«inQ  mfecttons  vhen  ciustd  Or  susceoiiWe 
sitems  of  the  oesigrgied  mictootgenisms 
lower  tesotufori  mfeciioni  mciudiho  orteumonie  caused  Oy 
Strep/ocoecvs  0nevAior»«ae  fDipkxxcvs  ptieuittonne)  Maemop/) 
ii«v$  mnvenjie  end  S piofeftes  'grouo  A oeie  hemolytic 
strepiococcii 

Adpropnete  cutiure  and  suscepiitNMy  studies  should  he 
performed  lo  determine  susceptibility  ot  the  causative  organism 
toCecior 

CemramdcjtM  Cecior  is  contiamdicaied  « patients  eith  known 
allergy  to  the  cephatosoorm  group  of  antiOioiics 
Mererofs  Ift  PCNiClUiN  S£NSlllVf  PATlENIS  CEPHAlO 
SPQApT MI«OTlCS  SKUO  K AOMMSTERfO  CAUTOJSlY 
There  IS  ciiNicAi  amolaboaatory  evidence  0(  paatuu 
CNOSS  AILERGENCITT  Of  THE  PENICHliNS  AND  THE 
Cf  PHAiOSPOAMS  AND  THERE  ARE  INSTANCES  IN  mtiCH 
PATIENTS  HAVE  HAD  REACTIONS  INCIUOING  ANAPHYLAXIS 
TO  both  ONUC  CLASSES 

AfltAMtcs  mdudHiQ  Ceciv  should  be  admuusteied  cauiniisiv 
to  any  patient  who  has  demonsireted  some  form  of  allergy 
particiMty  to  drugs 

Pseudomembranous  coMis  has  been  reported  mth  vNtuatiy  an 
Noad  spectrum  amibmtcs  imctudmo  macrohdes  lamrsynihetc 
pemcittms  and  caphatotponnsi  iheretore  a is  important  lo 
constdet  Its  diagnosis  m patiems  nho  develop  dtarrhea  m 
association  with  the  use  ot  antibKNiu  Such  coMts  may  range  m 
severity  from  mitd  to  ufe  threatening 
TreaimcM  uiih  broad  spocirum  jMibM}t<s  ahers  the  riormai 
Rota  of  me  colon  and  may  oormn  overgrowth  of  doetrdhi  ^umes 
mdicate  that  a toim  prodwcad  by  •$  one 

ormtary  cause  of  anfioot<  ass«iand  coMa 
Mild  cases  ot  pstudomemftanous  coMis  wsuatty  respond  lo 
*Mg  drscontmuance  atone  m moderate  to  severe  cases  manage 


merit  should  include  sigmoidoscopy  appropriate  bactenoiogic 
studies  and  lluid  electrolyte  and  protein  supplementation 
When  the  colitis  does  not  improve  after  me  drug  has  been 
discontinued  or  when  it  is  severe  oral  vancomvcm  ts  the  drug 
of  choice  for  antibiotic  associated  pseudomembranous  colrlis 
produced  by  C dilticfie  Other  causes  of  colitis  should  be 
ruled  out 

PracaeliONS  Centra/  PrtciutiOfis  - If  an  aiietoic  reaction  to 
Cecior’  icefaclor  iiilyiKCurs  the  drug  should  be  discontinued 
and  If  necessary  the  patient  should  be  treated  with  appropriate 
agents  e g pressor  amines  amthisiamines  or  corticosieroids 
Piotonged  use  of  Cector  may  result  m the  overorowth  of 
nonsusceptibfe  organisms  Careful  observation  of  the  patient  it 
essential  if  suoerinfection  occurs  durmg  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  durmg  treat 
men!  with  the  cephalosporm  antitMtics  m hematologic  studies 
or  m transfusion  cross  matching  procedures  when  antiptobuim 
tests  are  performed  on  the  mmoi  side  or  m Coombs  testing  of 
newborns  whose  mothers  ham  received  cephatosporm  amibMJiics 
before  parturition  it  should  be  recogm/ed  that  a positnm 
Coombs  lesJ  mav  be  due  to  the  drug 
Cecior  should  be  admmisieied  with  caution  m the  presance  of 
markafiy  miDaired  renal  fimaion  Under  such  conddmns  careful 
cMucai  observation  and  laboratory  siudm  should  be  made 
because  saN  dosaoe  may  be  mw  man  mu  uswaWy  recommended 
As  a rtsidi  of  aquuutiraiion  of  Cecior  a faist  poseivt  reaction 
lor  giwcoft  m the  urme  may  occm  TNs  has  bean  obsarved  with 
Benedict  s and  EtMmg  t soMions  and  also  with  CiuMest* 
labieis  but  not  with  tes  Tape*  (Glucose  En/ymaiic  lest  Strip 
USP  Irdy) 

Broad  spectrum  amibntics  should  ot  presaged  with  cautMjn  m 
md^nduatf  with  a lusiory  of  gaeiromiesimai  dmease  particuUrty 
COMiS 

Usage  <e  PrugnjACf  Pttg^wr  C^tgofr  B Reproductmn 
siumes  h«t  been  pariotmed  m mice  and  rats  at  doses  vg  to  1? 
taees  the  Nrmm  doie  and  m lerreis  gnan  three  tunes  me  aummun 


human  dose  and  have  revealed  no  evidence  of  impaired  lertility 
or  harm  to  the  fetus  due  to  Cecior  * icefaclor  Lilly)  There  are 
however  no  adeouaie  and  well  controlled  studies  m pregnant 
women  BKause  animal  leproduciton  studies  are  not  always 
predictive  of  human  response  Ihts  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 

Nursing  Mothers  > Small  amounts  of  Cecioi  have  been  rietected 
m mother  s miK  toftowmo  admmisiration  ot  single  SCO  mg  doses 
Average  levels  were  0 is  0 20  0 21  and  0 lo  mcg/mi  at  two 
three  lour  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  eiercised  when  Cector  le  administered  to  a 
nursing  woman 

l/sa^  m Chfidkan  Safety  and  eftcctrveness  ot  this  product  tor 
use  m mtants  less  than  one  month  of  age  haw  not  been  established 
Arnmoa  ReactiM  Adverse  effects  considered  retaied  to  therapy 
with  Cector  are  uncommon  and  are  listed  bekrw 

Oiiittunttutfui  symptoms  occur  m about  2 5 percent  of 
patients  and  mctudi  diarrhea  it  m 70) 

Symptoms  of  psaudomembranous  cofilit  may  appear  either 
during  or  after  antibiotic  treaimani  Nausea  and  vomiting  have 
been  lagortid  rarity 

Hfftmsonsnrvftf  reactions  have  been  raporiad  m about  I 5 
nreem  ot  paiianti  and  mciude  morbiiilorm  eruptions  (I  m 100) 
Pruritus  urticaria  and  posrtive  Coombs  tests  eich  occur  m less 
then  1 m 200  petientt  Cates  of  serum  s<knns  lAe  reeciions 
erythema  uhAiiNrme  or  the  above  ikm  mirvtestiicns  acoompanmd 
Of  arrhritis/anhraigia  and  frequently  teveri  have  been  leported 
These  reectiont  are  appetenify  due  lo  hypertensitivny  and  have 
usua^  occurred  durmg  or  loNowmg  a second  course  ot  ihetap* 
with  Cector  Such  reactions  have  been  reported  more  tieguenify 
m ctuttew  man  m adults  Srgne  and  symptoms  usuaity  occtf  a Nw 
days  after  mitiaimn  ot  therapy  and  subside  wiihm  a tew  days 
ahei  ccssaten  ot  therapy  No  taroirt  seouetae  have  been  rvorted 
Antihisummet  and  corticosieroMs  appear  to  enhance  rtsoiulmn 
ot  the  syndrome 


occurred  in  patients  with  a history  of  penicillin  allergy 
Other  effects  considered  related  lo  therapy  mciutied 
eosinophilia  (1  in  SO  patientsi  and  genital  prunlus  or  vaginitis 
(less  man  l m 100  patients) 

CiuSil  BeWions/tifi  Uocenun  • Transitory  abnormalities  in 
clinical  laOoraiory  test  results  have  been  reported  Although  they 
were  ol  uncertain  eitoiogy  they  are  listed  below  to  serve  as 
alerting  information  lor  the  oh^ician 
HeoiiK  ~ Slight  elevations  m SCOT  SGPT  or  atkatme 
phosohaiase values! I m 40i 
Nemafoporenc  - Transient  liuctuaiions  m leukocyte  count 
predominantly  Irmphocytosis  occurring  m mlanis  and  young 
children  (1  in  aOi 

ftanH  • Siytt  elevations  m BUN  or  serum  cieatuunc  (less  than 
1 in  SOOi  or  abnormal  urmaiysis  Hess  than  1 m 200i 

I06W62RI 


Note  Cecior*  (cttKior  liity)  ts contramdicatid  m paiiems 
with  known  allergy  to  the  cephalosporins  and  should  be  gnen 
caulKH/slv  lo  penicillm  allergic  patients 
Pifttciliin  II  the  usual  drug  of  choice  m the  treatment  and 
prevention  ot  siiepiococcat  mlections  mckidmQ  the  prophytans 
of  rheumatic  fever  Sec  prescribmg  mtormation 
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Angiodysplasia  in  a Colonic 

Polyp 

Raymond  L.  Bell.,  M.D.,  FACP,  FACG* 

Albert  Thomas,  M.D.t 


Polypoid  lesions  of  the  colon  may  have  var- 
ious etiologies  such  as  henign  adenomas,  neo- 
plasms, pseudopolyps  of  ulcerative  colitis, 
lipoma  and  lymphomas.  To  my  knowledge,  this 
in  the  first  report  of  an  angiodysplastic  lesion 
appearing  within  a polypoid  mass.  Endo- 
scopic, pathological  and  clinical  features  along 
with  recommendations  for  management  of  this 
lesion  are  presented. 


Case  Report 

A healthy  appearing  59-year-old  black  male  pre- 
sented with  asymptomatic  gastrointestinal  bleeding, 
manifested  as  5-6  bloody  stools,  occurring  over  a pe- 
riod of  2 days.  His  gastrointestinal  history  was  negative 
with  the  exception  of  a cholecystectomy. 

The  physical  exam  was  normal  with  the  exception 
of  dark  red  blood  on  rectal  examination.  Incidently, 
no  aortic  murmur  was  auscultated. 

* Associate  Clinical  Professor.  University  of  South  Alabama  School  of  Medicine. 
All  correspondence  and  reprint  requests  to:  Raymond  L.  Bell.,  M.D.,  2257  Costarides 
Street.  Mobile,  Alabama  36617.  Telephone  (205)471-4402. 

+ Mobile.  Alabama 


A barium  enema  was  interpreted  as  showing  a pos- 
sible cecal  mass  and  diffuse  diverticulosis.  Colonos- 
copy revealed  a polypoid  lesion  in  the  mid  transverse 
colon  and  diffuse  diverticulosis.  No  cecal  mass  was 
seen  and  no  active  bleeding  was  observed.  This  poly- 
poid lesion  was  snared  and  excised  with  electrocau- 
tery. No  post  excision  bleeding  was  noted. 

Endoscopic  Features 

A mid-transverse  colonic  lesion  appeared  as  a green- 
ish-tan bosselated  mass,  which  measured  approxi- 
mately 9 mm  in  diameter  and  7 mm  in  length.  The 
base  was  slightly  broader  than  the  remaining  part  of 
the  polyp.  (Figure  1) 

Microscopic  Features 

The  lesion  was  covered  by  a uniform  band  of  colonic 
type  epithelium.  Uniform  crypts  were  separated  by 
dilated  and  congested  capillaries  within  an  edematous 
mucosa.  Several  dilated  and  tortuous  blood  vessels 
seemed  to  relate  to  a central  dilated  vessel  containing 
a thrombus.  The  vessels  seemed  to  splay  out  from  the 
central  vascular  structure  into  smaller  vessels  which 
then  gave  off  mucosal  capillary  structures.  An  elastic 
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Figure  I . The  colonoscopic  appearance  of  the  polypoid  lesion 
in  the  mid  transverse  colon. 


Figure  2 . The  microscopic  appearance  of  the  polypoid  lesion 
showing  large  dilated  angiodysplastic  vessels.  (H&E  stain) 


tissue  stain  demonstrated  this  abnormal  vascular  con- 
figuration within  the  polypoid  lesion.  (Figure  2) 

Discussion 

Angiodysplasia  is  being  increasingly  recognized  en- 
doscopically,  in  both  the  upper  and  lower  gastrointes- 
tinal tracts.  Typically,  this  lesion  appears  as  a 
confluence  of  small  vessels  often  emanating  from  a 
larger  central  vessel.  As  illustrated  by  this  case,  this 
lesion  can  also  appear  in  a polypoid  mass. 

The  endoscopic  features  of  this  lesion  are  not  readily 
distinguishable  from  other  polypoid  lesions,  although 
subtle  differences  may  exist.  The  greenish-tan  color 
of  this  lesion  may  be  one  such  difference.  The  base 
of  this  lesion  may  be  relatively  broader  than  is  usually 
seen  with  an  adenomatous  peduculated  polyp  but  not 
quite  as  broad  as  a sessile  polyp,  neoplasm,  pseudo- 
polyp, lymphomas  or  lipoma.  The  uniformity  of  its 
diameter  may  also  be  a distinguishing  feature. 

In  the  absence  of  clearly  distinguishable  endoscopic 
features,  this  lesion  is  apt  to  be  excised  in  the  same 
fashion  as  similar  polypoid  lesion.  Due  to  the  vascular 
nature  of  this  lesion,  this  poses  a potential  dangerous 
situation  which  may  led  to  severe  hemorrhaging.  Being 
cognizant  of  the  existence  of  such  a lesion,  would 
hopefully  increa.se  the  endoscopist’s  attention  to  details 
when  examining  and  excising  any  polypoid  lesion. 
Unusual  appearing  lesions  should  be  left  intact  and 
perhaps  evaluated  angiographically  to  better  define  the 
nature  of  the  lesion. 

The  treatment  of  this  lesion  should  be  dictated  by 
the  clinical  situation.  Incidental  lesions  discovered 
during  colonoscopy  for  unrelated  reasons  should  be 
left  intact.  Suspected  or  actively  bleeding  lesions  may 
be  treated  with  a variety  of  therapeutic  modalities  that 
have  been  used  successfully  in  treating  the  typical  flat 
angiodysplastic  lesion.  These  modalities  include  elec- 


trocautery, electrocoagulation,  hot  biopsy  forceps, 
vasoconstrictive  agents,  selective  embolization,  laser 
and  of  course,  surgery.  Due  to  the  polypoid  configu- 
ration of  this  lesion,  perhaps  electrocautery  should  be 
the  modality  of  first  choice. 

Summary 

An  unusual  colonoscopic  presentation  of  an  an- 
giodysplastic lesion  has  been  presented.  Successful 
excision  of  this  lesion  was  effected  with  electrocautery 
prior  to  a complete  appreciation  of  the  full  nature  of 
the  lesion.  Retrospectively,  it  would  seem  prudent  to 
leave  such  a lesion  intact  unless  bleeding  was  strongly 
suspected  or  active  bleeding  from  the  lesion  was  ac- 
tively observed.  El 
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STATE-OF-THE-ART 
DIAGNOSTIC  IMAGING. 


MRI,  exceptional  imaging  for  the  most 
demanding  applications. 

In  a recent  case  demonstrating  an  expanding  cord  lesion,  a twenty- 
eight  year-old  female  presented  with  numbness  in  her  left  index 
finger  and  thumb.  A myelogram  and  CT  demonstrated  enlarged 
cord  and  raised  the  question  of  a tumor  versus  syrinx.  A sagittal 
MR  exam  of  the  cervical  cord  clearly  demonstrated  syringomyelia. 
See  photo  at  right. 

Highlands  Diagnostic  Center  offers  you  the 
finest  technical  and  professional  support. 

Only  Highlands  Diagnostic  Center  combines  state-of-the-art 
diagnostic  imaging  equipment  with  a superb  outpatient  facility  and 
the  highest  caliber  professional  consulting  staff.  As  a result,  you  can 
rely  on  Highlands  Diagnostic  Center  not  only  for  the  leading  tech- 
nology but  for  prompt,  expert  assistance  in  your  selection  of  the 
optimal  patient  studies— so  important  in  today's  cost-conscious 
medical  environment. 

To  further  assist  your  formulation  of  accurate,  efficient  diagnoses. 
Highlands  Diagnostic  Center's  staff  follows  through  with  the  ultimate 
in  service.  We  guarantee  that  every  exam  can  be  scheduled  within 
24  hours  from  the  time  it's  ordered,  with  results  returned  to  you  the 
same  day  the  exam  is  conducted.  Yet  no  one  feels  rushed  through 
our  pleasant  facilities.  Every  patient  is  handled  with  care. 

Services  available  at  Highlands  Diagnostic  Center  include  magnetic 
resonance  imaging,  CT  scanning,  computer-aided  nuclear  medicine, 
ultrasound,  mammography,  radiography,  and  fluoroscopy.  State-of- 
the-art  equipment  available  includes  the  GE  9800,  Acuson,  and 
Siemann's  Mammomat-B. 

Highlands  Diagnostic  Center's  experienced  staff  stands  ready  to 
serve  your  diagnostic  needs  now  with  this  superior  technology  and 
the  finest  professional  service.  At  Highlands  Diagnostic  Center,  our 
onlyjob  is  to  help  you  maximize  your  diagnostic  efficiency— so  you 
can  serve  your  patients  with  excellence,  within  today's  cost 
parameters. 

To  inquire  about  any  exam  or  sevice,  call  Highlands  Diagnostic 
Center.  Highlands  Diagnostic  Center,  your  state-of-the-art  diagnostic 
resource. 


Sagittal  MR  clearly  demonstrates  syrinx  of  cervical  cord 
from  C2-T  1(1).  Syrinx  not  seen  continuously  on  this 
scan  because  of  marked  cervical  scoliosis.  Note  findings 
of  Arnold-Chiari  I as  tonsils  protrude just  below  level  of 
foramen  magnum  (2). 


THE  GE  SIGNA  utilizes  the  latest  in  Magnetic  Resonance 
Imaging  Technology  operating  at  1 .5  Tesla. 


CT  Scanning/Magnetic  Resonance  Imaging/Mammography/Nuclear  Medicine/Radiography/Fluoroscopy/Ultrasound 
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General  Internist  in  growing  multi-specialty  group  desires  partner. 
Medium  sized  city  in  Mississippi.  Excellent  practice  opportunity. 
Contact  Charles  D.  Cannon,  Jr.,  M.D.  at  1-601-649-2863. 


Correctional  Medical  Systems,  Inc.,  the  nations  largest 
provider  of  contracted  health  care  in  the  field  of  correctional 
medicine  currently  has  full-time  and  part-time  primary  care 
practice  opportunities  available  in  the  Birmingham  and 
Montgomery  areas. 

As  a physician  associated  with  CMS  you’ll  enjoy: 

• Guaranteed  Income 

• Occurrence  malpractice  coverage 

• Career  potential 

• Full  complement  of  support  personnel 

• Regular  work  schedule 

For  further  information  on  these  opportunities,  please  call 
Greg  Shafer,  toll-free,  at  1-800-325-4809. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Birming- 
ham. Faculty  appointment  with  Family  Practice  Center  at  Universi- 
ty of  Alabama  if  qualified.  Join  established  practice  or  work  indi- 
vidually. Salary  of  $50,000  to  $65,000  guaranteed  until  practice  is 
self-sufficient.  Generous  fringe  benefits  include  life,  disability, 
health,  retirement,  and  malpractice  insurance,  two  weeks  con- 
tinuing education,  and  three  weeks  annual  leave.  All  equipment, 
including  X-ray  and  lab,  furniture,  and  supplies  provided.  Manage- 
ment services  including  personnel,  payroll,  tax  reports,  and  billing 
provided.  If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation,  P.O. 
Box  1486,  Tuscaloosa,  Alabama  35403,  or  telephone  Frank 
Cochran,  collect  at  758-7545  for  more  information. 


1986  CME  CRUISE/CONFERENCES  ON  SELECTED  MEDI- 
CAL TOPICS  — Caribbean,  Mexican,  Hawaiian,  Alaskan,  Med- 
iterranean. 7-12  days  year-round.  Approved  for  20-24  CME  Cat. 
1 credits  (AMA/PRA)  & AAPT*  prescribed  credits.  Distinguished 
professors.  FLY  ROUNDTRIP  FREE  ON  CARIBBEAN,  MEX- 
ICAN, MEDITERRANEAN,  ALASKAN  CRUISES.  Excellent 
group  fares  on  finest  ships.  Registration  limited.  Pre-scheduled  in 
compliance  with  present  IRS  requirements.  Information:  Interna- 
tional Conferences,  189  Lodge  Ave.,  Huntington  Station,  N.Y. 
11746.  (516)  549-0869. 


FOR  SALE  — Radioshack  Model  16-B  Computer  750-K  memory, 
15  Megabite  hard  disc,  two  extra  terminals,  Daisy  Wheel  Printer, 
Profile- 16  and  MDX  Medical  Software,  $10,000  or  best  offer. 
(205)  683-4101. 


Physicians 


IHMEIDIKOIHWR? 


Save  Time,  Save  Money 
with  Wilmer®  Medical 
Management  Forms 


EMERGENCY  PHYSICIAN  — ALABAMA,  Prattville  area.  New 
facility,  low  volume,  flexible  schedule,  GP  or  FP  with  ER  ex- 
perience, ACLS.  Income  higher  than  multiple  ER  groups,  CV  to 
S.E.  Jarrell,  M.D.,  Route  1,  Box  4(X),  Lowndesboro,  AL  36752, 
Call  (205)  278-4471  or  (205)  365-0651. 


FAMILY  PRACTITIONERS.  Largest  multispecialty  clinic  in  SE 
is  seeking  Board  Qualified  Family  Practitioners  to  staff  urban, 
suburban,  and  rural  satellite  clinics.  Send  CV  to  Debra  Zoeller, 
c/o  Norwood  Clinic,  Inc.,  PO  Box  C-230,  Birmingham,  AL  35283. 
Complete  details  on  first  inquiry. 

Family  Practice  physician.  Board  certified  or  eligible,  to  staff  a 
HealthAmerica  Health  Center  in  Montgomery  and  provide  hospital 
coverage  for  HMO  members.  Excellent  salary  and  fringe  benefits 
including  a bonus  and  4 weeks’  vacation.  An  opportunity  to  grow 
with  the  Nation’s  largest  investor-owned  HMO.  Send  curriculum 
vitae  to  Marshall  N.  Boone,  Jr.,  M.D.,  Medical  Director, 
HealthAmerica,  623  Interstate  Park  Drive,  Montgomery,  Alabama 
36109. 


Wilmer  compatible  pegboard  forms  are 
interchangeable  with  the  most  popular 
health  care  systems  offered  by  Control- 
0-Fax,  Safeguard^  NBS,  and  McBee. . . . 

Including  the  popular  multi-part 
insurance  claim  form  called  SuperSlip® 

Call  us! 

MASA  Services  Corp. 

835  Adams  Avenue 


Montgomery,  Alabama  36104 
834-2013  or  1-800-392-5668 
^vilff>ef  service  Ire 


FOHMS  VOU  CAN  COUNT  ON 

C WilrT>«r  S«rvic«  Lint  I9B4 

*Ptgistertd  Tradtmtrk  of  Stftgutrd  Bu»intt»  Sytitms  Inc 
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AUXILIARY 


Mrs.  Art  A.  Stamler 
A-MASA  President 


A Year  of  Activity, 
A Year  of  Progress 


“Find  a Need  and  Fill  It”  was  the  theme  of 
A-MASA  for  1985-86,  and  did  we  ever  find  needs  to 
fill!  There  were  health  education  needs,  legislative 
needs,  family-coping  needs,  AMA-ERF  needs,  and, 
at  times,  just  a need  to  honor  our  spouses  and  enjoy 
good  times  together. 

Our  newest  project  has  been  “Programs  for  the  Older 
American,”  suggested  by  the  AM  A to  assist  the  el- 
derly in  meeting  their  medical  needs,  and  called  “Proj- 
ect Medi-file.”  It  provides  physicians  with  wallet-sized 
cards  for  their  older  patients,  a sort  of  portable  min- 
iature file  of  that  patient’s  medical  diagnoses  and  treat- 
ments. 

We’ve  continued  to  support  a variety  of  needed  proj- 
ects, including  infant-seat  safety,  neonatal  health  care, 
organ  donation,  child  abuse  and  neglect,  and  substance 
abuse;  each  county  auxiliary  fulfills  the  needs  of  its 
own  county  by  developing  its  own  programs. 


Still  another  new  project  deals  with  malpractice  lit- 
igation, in  which  a medical  family  is  provided  infor- 
mation on  coping  with  intra-family  problems  during 
this  stressful  period.  For  example,  in  some  areas  self- 
help  groups  have  been  formed  to  assist  family  members 
in  dealing  with  their  emotions  by  people  who  have 
already  been  there  — a sort  of  “Malpractice  Anony- 
mous.” 

Greatest  emphasis  has  been  in  the  field  of  legislative 
activity.  “Project  Lip  Service”  matches  a physician 
or  spouse  with  each  legislator-acquaintance  in  the  man- 
ner of  medical  liaison  informant.  There  is  a telephone 
network  established  for  instant  communication  with 
letter  writers  who  touch  base  with  their  representatives 
in  Montgomery,  and,  if  necessary,  Auxilians  are  pre- 
pared to  travel  to  the  state  capitol  to  lobby,  or  to  make 
an  appearance  at  a moments  notice.  The  team  approach 
to  political  action  began  when  I met  with  the  Subcom- 
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mittee  on  Association  Affairs  of  MAS  A where  the  role 
of  A-MASA  was  defined  in  planning  for  passage  of 
the  Tort  Reform  Package. 

On  the  international  level,  we’re  working  to  furnish 
a room  in  a children’s  oral  rehydration  therapy  clinic 
in  Guatemala  City.  Technical  assistance  is  also  being 
furnished  the  Guatemalans  to  help  them  organize  their 
first-ever  medical  auxiliary. 

The  A-MASA  Fall  Workshop  was  held  in  Mont- 
gomery, featuring  a panel  presentation  by  the  Alabama 
Commission  on  Aging  entitled  “Community  Projects 
For  Older  Americans.’’  State  Senator  James  Smith  of 
Madison  County  filled  us  in  on  the  upcoming  medical 
malpractice  reform  package  bills.  Mrs.  Ruth  Bailey, 
an  Auxilian  of  Talladega  presented  an  exercise  pro- 
gram for  the  elderly  named  “Body  Recall,’’  a fitness 
activity.  Mrs.  Edmund  Hill,  Southern  Vice-president 
of  the  AM  A Auxiliary  discussed  “Getting  and  Re- 
taining Members.’’ 

The  Winter  Workshop  in  Tuscaloosa  featured  an 
update  on  the  tort  reform  package,  just  then  being 
introduced  in  the  legislature,  by  Mrs.  Clifford  Pringle 
and  Mrs.  Ronnie  Swain  both  of  Mobile.  “Children  in 
Jeopardy,’’  a discussion  of  child  abuse  and  neglect, 
was  presented  by  Dr.  Art  Stamler,  and  a panel  dis- 
cussion entitled  “What  You  Need  to  Know  About 
Malpractice  Litigation’’  featured  Mrs.  David  Jackson 
(“How  to  Organize  Support  Groups’’),  Mrs.  William 
Hughes  (“Coping  With  Malpractice  as  a Family’’), 
and  Mr.  Hugh  Roberts,  Jr.,  Attorney  (“What  a Med- 
ical Spouse  Needs  to  Know  About  Malpractice’’).  Then 
from  AMPAC,  Mrs.  David  Epstein  filled  us  in  on  the 
importance  of  AMPAC  and  ALAPAC. 

The  AMA  Auxiliary  believes  in  training  its  future 
leaders,  so  in  October,  seven  county  Presidents-elect 


and  three  state  board  members  attended  a leadership 
confluence  in  Chicago.  They  were  Mrs.  David  Jackson 
of  Jefferson-Birmingham,  Mrs.  David  Mauritson  of 
Tuscaloosa-Hale,  Mrs.  Ben  Crowder  of  Pickens-La- 
mar,  Mrs.  Rhys  Harris  of  Montgomery- Autauga,  Mrs. 
Charles  Patterson  of  Calhoun,  Mrs.  Bob  Brown  of  Lee, 
and  Mrs.  George  Veale  of  Houston;  also,  Mrs.  John 
Maloof,  1st  Vice-President,  Mrs.  Don  Di  Nella,  up- 
coming President  and  Mrs.  Art  Stamler,  President. 
Also  from  Alabama  were  Mrs.  Julius  Dunn  and  Mrs. 
George  Scofield,  participating  as  members  of  the  AMA 
Auxiliary  Board. 

Then  in  November,  several  members  attended  the 
meeting  of  the  Southern  Medical  Association  Auxil- 
iary in  Orlando  where  we  won  first  prize  for  our  Doc- 
tor’s Day  Exhibit,  and  the  Pickens-Lamar  Auxiliary 
garnered  an  honorable  mention  award  for  its  “History 
of  Medicine  in  Lamar  County.’’ 

Finally,  we’ll  hold  our  convention  April  16-18,  1986 
in  Huntsville  for  evaluation  of  our  activities  for  the 
year,  and  to  lay  plans  for  the  future. 

The  Auxiliary  is  indebted  to  the  Medical  Association 
for  its  generous  financial,  logistical  and  moral  support. 
With  their  assistance,  we’ll  continue  our  efforts  in 
public  relations,  health  education  and  AMA-ERF  pro- 
grams to  further  excellent  quality  of  medical  education 
in  our  state.  We’ll  stay  busy  with  legislative  matters. 

MASA  and  A-MASA,  working  together  as  a team, 
will  continue  to  meet  the  many  challenges  that  we’ll 
face  in  the  future. 
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BeaPhysiaan 
and  a family  man 

T/iere’s  time  for  both. 


Find  yourself... 
and  your  fannily 
in  the  Air  Force! 


Time  to  relax  with  your 
family— and  still  enjoy  the 
professional  advantages  of 
modern  facilities  and  a highly 
trained  technical  staff.  You’ll  have 
the  standing  of  an  officer  AND  a 
professional.  Yet,  there’s  challenge, 
too.  Air  Force  medicine  ranges  from 
research  to  every  conceivable  type  of 
clinical  practice.  In  every  conceiv- 


able location 
you  can  imagine. 
Off-duty,  you  and  your 
family  can  enjoy  the  excellent 
recreational  facilities  of  the  Air 
Force  Base  of  your  choice. 
One  month  vacation  with  pay... and 
many  other  extras.  Health  Profes- 
sion Scholarships  are  available 
to  medical  students. 


Find  out  more  about  your  future  in  Air  Force  Medicine; 
y^e'ii  answer  your  questions  promptly  and  without  obligation.  Contact: 


In  Montgomery  Call  MSgt.  Dan  Godwin 
(205)  832-7501  — Out  of  Town,  Call  Collect 


A great  way  of  life. 


EXCERPTS  FROM  A SYMPOSIUM 
“THE  TREATMENT  OF  SLEEP  DISORDERS"® 


. highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day 


Psychiatrist 

California 


ii 


f. . . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  ot  Dolmone  (tlurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 


DALMANE 

brand  of 

flurazepam  HCI/Roche  € 

sleep  that  satisfies 

15-mg/30-mg 
capsules 


References:  1.  Kales  J,  e/o/  Clin  Pharmacol  Ther  /2:691- 
697,  Jul-Aug  1971  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
/S  356-363,  Sep  1975  3.  Kales  A,  elal  Clin  Pharmacol 
Ther  /a 576-583,  May  1976  4.  Kales  A,  elal:  Clin  Pharma- 
col 7/7er32.781-788,  Dec  1982  5.  FrostJD Jr,  DeLucchi  MR: 
J Am  Geriair  Sac  27:54^-546,  Dec  1979  6.  Dement  WC, 
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8.  Tennant  FS,  elal:  Symposium  on  the  Treatment  ot  Sleep 
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Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  2/  355-361, 
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brand  ot 

flurazepam  FICI/Roche  (g 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  tor  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  FICI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenitol  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  fhe  pofential  risks  fo  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  ot  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  Is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g . operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  ot  age 
Withdrawal  symptoms  rorely  reported,  abrupt  discontinuation 
should  be  avoided  with  graduol  tapering  of  dosage  tor  those 
patients  on  medication  tor  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  contusion  ond/or  otaxio  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sonts  Employ  usuol  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  otaxio  ond  taliing  have  occurred,  porticularly  in 
elderly  or  debilitoted  patients  Severe  sedotion,  lethorgy  dis- 
orientation and  coma,  probobly  indicative  ot  drug  intolerance 
or  overdosage,  hove  been  reported  Also  reported  heodoche, 
heartburn,  upset  stomach,  nauseo,  vomiting,  diarrheo,  con- 
stipation, Gl  pom,  nervousness,  talkativeness,  apprehension, 
irritobility  weakness,  palpitations,  chest  poms,  body  ond  joint 
pains  and  GU  complaints  There  have  also  been  rare  occur- 
rences of  leukopenia,  gronulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breoth,  pruritus,  skin  rash,  dry 
mouth,  bitter  toste,  excessive  salivotion,  anorexio,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness  halluci- 
nolions,  ond  elevated  SGOT,  SGPT  totol  ond  direct  bilirubins, 
and  alkaline  phospholose,  and  paradoxical  reoctions,  e g 
excitement,  stimulotion  ond  hyperactivity 
Dosage:  Individualize  lor  maximum  beneliciol  eltecl  Adulls 
30  mg  usuol  dosage.  15  mg  may  sullice  in  some  potienis 
Elderly  or  debililaled  palienis  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI 


Roche  Products  Inc 
Monoti,  Fhjerto  Rico  00701 


1 FOR  SLEEP 


After  more  than  1 5 years  of  use,  if s # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning.'  ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.'®  As  always,  caution  patients  about 
driving  or  drinking  alcohol. 


Please  see  preceding  page  far  summary  of  praduct  Informatian 


brand  of 

flurazepam  HCl/Roche  ® 

sleep  that  satisfies 
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SQCIATION 


LABAlVIf 


When  It's  Spring  In  f-ufauld, 
The  Yf)hns  Take  Battle  Stations 


(Because  ’I,  4-1)  Leaves  the  Summer  kree) 

pnqf:  14 


Malpractice: 

Dcn’t  Ce  A Taraet... 


Your  office  staff  may  be  working  against 
you  in  avoiding  a malpractice  lawsuit. 

Patients  often  get  an  impression  of  you  as 
a physician  by  the  way  they  are  treated  in 
your  office  — even  before  they  see  you.  Yet 
office  staff  generally  get  little  guidance  in 
this  important  area. 

To  help  the  members  of  your  office  staff, 
Mutual  Assurance  offers  a comprehensive 
loss  prevention  program  for  them. 

Using  audio  tapes  and  detailed  workbooks, 
the  program  delivers  custom  instruction  to 
your  receptionist,  your  office  manager,  your 


billing  clerk  and  your  nurses.  And  unlike  cost-_ 
ly  seminars,  the  program  can  be  reused  time 
and  time  again  for  refresher  courses  and  for^ 
new  employees. 

The  program  includes  written  examinations 
for  each  member  of  your  staff.  The  examina- 
tion is  graded  by  an  educational  testing  ser- 
vice and  returned  for  your  review  and 
follow-up. 

The  cost  — $85.  To  order  your  set  of  five 
tapes  and  workbooks,  call  1-800-272-6401; 
(Toll  Free)  or  933-7280  in  Birmingham. 


.Mutual 

Assurance 


It's  Your  Company.  Use  It! 
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STATE-OF-THE-ART 
DIAGNOSTIC  IMAGING. 


MRI,  exceptional  imaging  for  the  most 
demanding  applications. 

In  a recent  case  demonstrating  an  expanding  cord  lesion,  a twenty- 
eight  year-old  female  presented  with  numbness  in  her  left  index 
finger  and  thumb.  A myelogram  and  CT  demonstrated  enlarged 
cord  and  raised  the  question  of  a tumor  versus  syrinx.  A sagittal 
MR  exam  of  the  cervical  cord  clearly  demonstrated  syringomyelia. 
See  photo  at  right. 

Highlands  Diagnostic  Center  offers  you  the 
finest  technical  and  professional  support. 

Only  Highlands  Diagnostic  Center  combines  state-of-the-art 
diagnostic  imaging  equipment  with  a superb  outpatient  facility  and 
the  highest  caliber  professional  consulting  staff.  As  a result,  you  can 
rely  on  Highlands  Diagnostic  Center  not  only  for  the  leading  tech- 
nology but  for  prompt,  expert  assistance  in  your  selection  of  the 
optimal  patient  studies— so  important  in  today's  cost-conscious 
medical  environment. 

To  further  assist  your  formulation  of  accurate,  efficient  diagnoses. 
Highlands  Diagnostic  Center's  staff  follows  through  with  the  ultimate 
in  service.  We  guarantee  that  every  exam  can  be  scheduled  within 
24  hours  from  the  time  it's  ordered,  with  results  returned  to  you  the 
same  day  the  exam  is  conducted.  Yet  no  one  feels  rushed  through 
our  pleasant  facilities.  Every  patient  is  handled  with  care. 

Services  available  at  Highlands  Diagnostic  Center  include  magnetic 
resonance  imaging,  CT  scanning,  computer-aided  nuclear  medicine, 
ultrasound,  mammography,  radiography,  and  fluoroscopy.  State-of- 
the-art  equipment  available  includes  the  GE  9800,  Acuson,  and 
Siemann's  Mammomat-B. 

Highlands  Diagnostic  Center's  experienced  staff  stands  ready  to 
serve  your  diagnostic  needs  now  with  this  superior  technology  and 
the  finest  professional  service.  At  Highlands  Diagnostic  Center,  our 
only  job  is  to  help  you  maximize  your  diagnostic  efficiency— so  you 
can  serve  your  patients  with  excellence,  within  today's  cost 
parameters. 

To  inquire  about  any  exam  or  service,  call  Highlands  Diagnostic 
Center.  Highlands  Diagnostic  Center,  your  state-of-the-art  diagnostic 
resource. 


Sagittal  MR  clearly  demonstrates  syrinx  of  cervical  cord 
from  C2-T I ( 1 ) . Syrinx  not  seen  continuously  on  this 
scan  because  of  marked  cervical  scoliosis.  Note  findings 
of  Arnold-Chiari  I as  tonsils  protrude Just  below  level  of 
foramen  magnum  (2). 


THE  GE  SIGNA  utilizes  the  latest  in  Magnetic  Resonance 
Imaging  Technology  operating  at  1 .5  Tesla. 
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Commander  Yohn 
On  The  Bridge 


Kenneth  C.  Yohn,  M.D.,  may  well  be  the  MASA 
President  in  the  long  line  of  physicians  holding  that 
office  of  whom  it  can  truly  be  said  the  man  and  the 
hour  have  met.  He  bridges  the  generation  gap  between 
older  and  younger  physicians. 

Raised  in  Dothan  and  Troy,  Dr.  Yohn  (“friends  call 
me  Ken”)  brings  to  the  post  qualities  that  seem  almost 
mutually  exclusive:  he  is  young  and  looks  even 
younger,  but  has  been  in  practice  almost  a quarter  of 
a century.  He  came  on  the  Board  of  Censors  in  1972, 
which  means  he  is  a veteran  also  in  point  of  service 
to  organized  medicine.  His  attitude  is  youthful  but  his 
wisdom  came  from  many  years  of  combat. 

There  is  no  issue,  it  can  be  confidently  predicted, 
to  which  Dr.  Yohn  will  be  a stranger.  If  it  has  to  do 
with  doctors  and  medicine,  he’s  been  there. 


Dr.  Yohn  distinguished  himself  early  on  as  a leader 
who  gives  deep  and  careful  study  to  problems  and 
issues.  Almost  invariably  his  fresh  viewpoint  on  any 
subject  reflects  an  attempt  to  back  off  and  try  to  de- 
termine where  a problem  lies  in  the  mainstream  of 
medicine. 

He  is  one  of  those  problem-solvers  who  concern 
themselves  not  only  with  solutions  but  with  conse- 
quences of  solutions.  If  A happens.  Dr.  Yohn  will 
ponder,  will  it  be  followed  by  B,  C,  or  maybe  X?  The 
primal  law  of  medical  practice  — first  of  all  do  no 
harm  — has  application  in  the  socio-economics  of 
medicine  as  well  as  in  patient  care,  he  believes.  Let 
us  make  sure,  he  frequently  adjures  the  Board  of  Cen- 
sors, that  the  course  of  action  we  take  does  not  produce 
a remedy  worse  than  the  disease. 
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In  his  interview  in  this  issue  with  Bill  McDonald, 
Dr.  Yohn  confides  that  he  was  once  pretty  cocksure 
himself  — given  to  simple,  off-the-wall  prescriptions 
for  complex  problems.  But  under  the  seasoning  and 
weathering  of  the  past  14  years,  he  has  learned  that 
the  search  for  solutions  is  not  a job  for  those  who 
demand  absolutes. 

The  gears  and  cogs  in  the  complex  machinery  of 
modem  practice  are  connected  to  all  else.  Change  a 
piece  and  you  will  likely  change  all  of  it.  If  this  in- 
terrelationship gives  Dr.  Yohn  moments  of  doubt,  one 
thing  does  not:  he  is  convinced  beyond  any  cavil  that 
doctors  must  get  their  act  together;  that  they  must  adopt 
the  basic  mutual  defense  posture  of  other  successful 
groups;  and  that  they  must  understand  that  an  attack 
on  one  is  an  attack  on  all. 

He  revels  in  diversity  and  debate  but  believes  that 
out  of  it  must  come  unity  of  purpose  if  medicine  is  to 
survive.  If  this  means,  as  it  will,  that  common  de- 
nominators must  be  found  for  interests  that  are  not 
always  identical,  then  compromise  is  the  order  of  the 
day. 

I know  that  Dr.  Yohn’s  theory  and  practice  are  iden- 
tical in  this  regard;  his  views  are  not  always  shared 
immediately  by  other  MAS  A officers.  When  conflict 
occurs,  he  looks  around  for  ways  to  solve  it  to  the 
maximum  satisfaction  of  all,  even  though  this  will  be 
less  than  100%  for  any  element.  It  is  less  than  100% 
for  him  too,  remember. 

By  definition,  then.  Dr.  Yohn  became  a pragmatist, 
never  a painless  development  becaue  it  sometimes 
means  you  must  cut  the  suit  to  fit  the  cloth.  As  much 
as  any  man.  Dr.  Yohn  would  prefer  that  his  pure, 
pristine  theories  not  be  messed  up  with  unpleasant  and 
countervailing  facts  or  forces,  but  life  is  not  perfect. 

Dr.  Yohn  is  thus  a capable  commander  whose  job 
for  the  next  year  was  made  somewhat  more  comfort- 
able by  the  President  he  succeeds,  Julius  Michaelson, 
M.D.,  the  Happy  Warrior  who  was  the  point  man 
during  MASA’s  fateful  year  of  a born-again  malprac- 
tice litigation  crisis. 

Somebody  said  Dr.  Michaelson  looked  on  TV  like 
a physician  from  central  casting.  His  arguments  to 
press  and  public  were  enhanced,  needless  to  say,  be- 
cause he  “looks  like  a doctor,”  as  one  lady  put  it.  In 
any  case,  his  job  for  a year  was  to  limit  the  losses  the 
Association  was  taking  and  launch  a counter-attack. 
That  counter-attack  is  now  in  high  momentum,  giving 
Dr.  Yohn  a bit  more  elbow  room. 

When  Vince  Lombardi  began  building  the  Green 
Bay  Packers  into  a championship  team  a generation 
ago,  he  did  it,  not  by  complex  plays  and  deception  so 
much  as  taking  his  team  back  to  the  sweaty  funda- 
mentals of  blocking  and  tackling. 

That’s  where  games  are  won  and  lost,  Lombardi 
said.  Dr.  Yohn  is  calling  for  back-to-basics  rededi- 
cation to  the  fundamental  concepts  of  organized  med- 


icine. Those  which  teach  that  no  matter  what  the 
specialty,  every  doctor  must  join  every  other  doctor 
in  vigorous,  relentless  pursuit  of  objectives  common 
to  all  medicine. 

This  is  the  way  it  was  in  the  beginning.  As  I read 
Dr.  Yohn,  he  seems  to  be  saying  that  we  may  have 
drifted  away  from  this  concept  in  all  the  years  of  spe- 
cialization and,  more  recently,  market  fragmentation. 
Whatever  eventuates.  Dr.  Yohn  believes,  only  orga- 
nized medicine  can  save  medicine.  It  may  not  be  suc- 
cessful. If  the  government  of  the  United  States  has 
had  the  grim  wisdom  to  prepare  plans  for  this  country’s 
possible  defeat  — a contingency  that  many  consider 
unacceptable  but  one  which  must  be  among  the  con- 
ceivable outcomes  military  planners  project  — then 
organized  medicine  must  also  begin  by  understanding 
it  is  not  invincible.  We  could  lose. 

Dr.  Yohn  knows  that.  He’s  had  enough  military 
experience  to  know  that  doctors  could  have  been  mak- 
ing the  same  mistake  America  has  made  in  the  early 
goings  of  every  war  — underestimating  the  enemy. 
Doctors  have  already  seen  in  1986  that  the  trial  lawyers 
arrayed  against  them  are  not  cream  puffs.  They  are 
smart,  quick  and  determined.  They  are  not,  to  be  sure, 
12  feet  tall,  but  it  might  be  well  to  assume  for  the  sake 
of  planning  that  they  are  9 feet  tall,  as  are  all  other 
potential  opponents. 

With  former  Commander  Yohn  in  MASA’s  Ready 
Room,  I believe  you  are  in  good  hands.  He’s  strong, 
courageous  and  prudent.  He  doesn’t  scare  easily,  but 
at  the  same  time  he  believes  that  medicine’s  forces 
must  prepare  for  any  eventuality  with,  first  of  all,  a 
clear  and  overwhelming  preponderance  of  firepower, 
as  the  United  States  displayed  in  March  and  April, 
showing  Libya  that  this  country  would  not  be  intim- 
idated by  state-directed  and  state-supported  terrorism. 

You  can  bet  Dr.  Yohn  followed  that  exercise  with 
both  pride  and  studious  apprenticeship.  He  knew  that 
this  country  was  prepared  to  take  on  the  entire  Libyan 
air  force  if  necessary. 

He  knew  also  that  there  is  a mood  of  complacency 
and  appeasement  abroad  in  the  world  again  today  as 
in  the  Europe  of  the  1930s.  What  this  country  had  to 
do  to  Qaddafi  was  not  popular  with  some  elements 
among  our  allies,  who  would  attempt  to  buy  peace  at 
any  price,  as  Neville  Chamberlain  attempted  to  do  with 
Hitler  at  Munich  in  September  1938.  The  world  forgets 
so  soon. 

Sometimes,  Dr.  Yohn  understands,  medicine  will 
also  be  forced  to  make  the  hard  choice  and  go  it  alone, 
as  has  happened  so  many  times  in  the  long  history  of 
the  profession. 


May  1986  /5 


mmoAm 


MIST  brin^  our  Caidio\uscular| 


m 


The  Division  of  Cardiovascular  Disease 
provides  clinical  services  in  all  aspects 
of  disease  involving  the  heart  and  blood 
vessels.  Faculty  members  within  the 
division  present  a broad  range  of  special  interests  and 
expertise,  including: 

Cardiac  Arrhythmias  • Cardiac  Angiography  • 
VaKmlar  and  Congenital  Heart  Disease  • Coronary 
Anery  Angiography  • Ischemic  Heart  Disease  • 
Hemodynamics  • Radionuclide  Imaging  of  the 


Heart  • Holter  Monitoring  • Electrocardiography  : 
• Cardiac  NMR  • Digital  Subtraction  Cardiac  f 
Angiography  • Echocardiography  • Coronary^ 
Angioplasty  • Hypertension  • Coronary  Artery 
Thrombolytic  Therapy. 

The  division  performs  all  the  traditional  as  well  as  i 
the  newest  diagnostic  and  therapeutic  procedures. 

Inpatient  services  are  provided  in  fifty  beds 
maintained  in  the  University  of  Alabama  Hospitals, 
including  seven  in  a specifically  maintained  and 
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isease  Specialists 

equipped  Intensive  Evaluation  Unit. 

The  Division  of  Cardiovascular  Disease  is  one  of 
41  departments  and  divisions  of  the  University  of 
Alabama  Medical  Center  accessible  to  you  through 
Medical  Information  Service  via  Telephone  (MIST). 

By  dialing  the  MIST  number  you  have  access  to 
faculty  specialists  seven  days  a week,  24  hours  a day 
Consultation,  referrals,  and  transfers  via  the  Critical 
Care  Transport  Service  are  as  close  as  your  phone 


into  your  office. 


Consult  With  A Specialist,  Call 


MIST: 


1 800  292-6508 
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It  Begins  With  You 


Dr.  Yohn’ s initial  column  as  1986-87  President  of  MASA  is  substantially  the  brief 
address  he  gave  to  the  College  of  Counselors  and  House  of  Delegates  in  Mobile  at 
the  1985  annual  session.  Dr.  Yohn  calls  for  a return  to  the  fundamental  principles  of 
physician  organization,  thus  to  meet  the  challenges  of  other  groups  that  are,  in  some 
ways,  more  effectively  organized.  — Ed. 


I think  diversity  is  absolutely  necessary  in  organized 
medicine.  But  we  hear  people  telling  us  that  it  is 
because  we  are  diverse  that  we  can’t  be  successful. 
We  hear  people  telling  us  that  because  there  are  chal- 
lenges in  front  of  us,  and  we  have  problems  within 
our  profession,  that  they  are  hindrances  to  our  success 
professionally  and  politically. 

I don’t  believe  that. 

Where  would  you  be  if  the  population  of  your  pa- 
tients did  not  encounter  problems?  You  face  those 
every  day.  And  you  help  them  to  face  those  every  day. 
All  physicians  do.  I think  the  opportunity  is  there  for 
us,  just  as  it  is  in  daily  practice,  to  continue  to  succeed. 


I think  that  probably  our  professional  grandfathers 
and  their  forbearers  fought  the  same  battles  in  Mont- 
gomery and  in  Washington  that  we  are  now  having  to 
fight  in  different  word  and  in  different  legislation. 

I firmly  believe  that  our  grandchildren  will  still  be 
fighting  them  if  we  allow  and  provide  for  them  to  do 
so.  Our  diversity  is  because  of  specialization  and  dif- 
ferent views  — that  doesn’t  necessarily  create  division. 
Or  we  shouldn’t  allow  it  to.  We  are  faced  with  such 
lobbyists  as  the  AEA,  organized  labor,  trial  lawyers, 
and  state  employees.  Try  to  imagine  any  more  diverse 
group  than  school  teachers  — from  the  kindergarten 

Continued  on  page  20 
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Blood  pressure  cxDntrolled, 


Smooth  blood  pressure 
control  and  well  tolerated 


Once-daily  _ _ 

INDERALLA 

pROPRANaana) 


Long  Acting 
Capsules 


Once-daily  INDER  AL  LA  (propranolol  HCl)  keeps 
life  simple  for  the  patient.  A single  dose  provides 
24 -hour  blood  pressure  control.  Convenient  and  well 
tolerated,  INDERAL  LA  rarely  interferes  with 
everyday  living.  In  fact,  a recent  study  of  138  patients 
found  a low  incidence  of  side  elfects  with  INDERAL 
LA,  which  was  not  significantly  different  from  that 
reported  with  metoprolol  and  atenolol.^ 

INDERAL  LA  should  not  be  used  in  the  presence  of 
congestive  heart  failure,  sinus  bradycardia,  cardiogenic 
shock,  heart  block  greater  than  first  degree,  and 
bronchial  asthma. 


Please  turn  page  for  brief  summary  of  prescribing  information. 


atenolol  over  24  hours*^ 


*Plasma  concentrations  in  relation  to  the  mean. 


■ Smooth,  consistent 
plasma  dnig  levels 
over  24  hours 

■ Full,  24-hour  blood 
pressure  control 
with  INDERAL  LA 


and  feeling  good. 

Added  bipod  pressure 
control  with  the  preferred 
diuretic 

When  more  than  one  antihypertensive  agent  is  needed, 
once-daily  INDERIDE  LA  enhances  patient  compliance 
to  improve  long-term  control.  Patients  receive  all  the 
benefits  of  controlled-release  INDERAL  LA  and 
standard-release  hydrochlorothiazide  (HCTZ),  for 
comfortable  morning  diuresis.  Not  only  does  this 
regimen  permit  patients  to  follow  normal  daily 
routines,  but  HCTZ  also  produces  less  potassium 
wastage  on  a mg-for-mg  basis  than  chlorthalidone.^*’  PROPRANOLOL  HCI  jlNDERAL*  : Aj 

''HYDROCHLOROTHIAZIDE' 

As  with  all  fixed  combination  antihypertensives.  INDERIDE  LA 
IS  not  indicated  for  the  initial  treatment  of  hypertension 

Please  turn  page  for  brief  summary  of  prescribing  information 


Once-daily 
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Once-daily 
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LONG  ACTING 
CAPSULES 


80  mg 
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, ,120  mg 
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BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULARS.) 
INDERAL®  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE®LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  {INDERAL®  LA)  and  HYDRO- 
CHLOROTHIAZIDE (Long  Acting  Capsules) 

INDERAL  LA  AND  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg  substi- 
tutes for  INDERAL  and  INDERIDE  Tablets  Please  see  package  circulars 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  is  contraindicated  in:  1)  car- 
diogenic shock,  2)  sinus  bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma. 
4)  congestive  heart  failure  {see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia 
treatable  with  propranolol 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or 
hypersensitivity  to  this  or  other  sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE  Sympathetic  stimu- 
lation may  be  a vital  component  supporting  circulatory  function  in  patients  with  congestive  heart 
failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  failure.  Although  beta 
blockers  should  be  avoided  in  overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with 
close  follow-up  in  patients  with  a history  of  failure  who  are  well  compensated,  and  are  receiving 
digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of 
digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or 
propranolol  should  be  discontinued  {gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and.  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition,  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician’s  advice.  If  propranolol  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy  and 
take  other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since 
coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in 
patients  considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given 
propranolol  for  other  indications. 


THYROTOXICOSIS.  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  There- 
fore. abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of 
hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  re- 
ported in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a 
demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)— PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution,  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors. 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appearance  of 
certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute  hypo- 
glycemia in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to  adjust 
the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous  elevation  of 
blood  pressure 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease  In 
patients  with  renal  disease,  thiazides  may  precipitate  azotemia.  In  patients  with  impaired  renal 
function,  cumulative  effects  of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate 
hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported. 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL  Propranolol  should  be  used  with 
caution  in  patients  with  impaired  hepatic  or  renal  function.  Propranolol  is  not  indicated  for  the 
treatment  of  hypertensive  emergencies 

Beta -adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should  be 
told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase, 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as  reserpine 
should  be  closely  observed  if  propranolol  is  administered.  The  added  catecholamine-blocking 
action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity,  which  may 
result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic  hypotension 

CARCINOGENESIS,  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies,  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant 
drug-induced  toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels 
Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the 
drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 


The  appearance  of  these  capsules 
IS  a registered  trademark 
of  Ayerst  Laboratories 


NURSING  MCJTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised  when 
propranolol  is  administered  to  a nursing  mother 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or  electrolyte 
imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokalemia  Serum  and  urine 
electrolyte  determinations  are  particularly  important  when  the  patient  is  vomiting  excessively  or 
receiving  parenteral  fluids  Medication  such  as  digitalis  may  also  influence  serum  electrolytes 
Warning  signs  irrespective  of  cause  are  Dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and 
gastrointestinal  disturbances  such  as  nausea  and  vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present,  or 
during  concomitant  use  of  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia.  Hypo- 
kalemia can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of  digitalis 
{eg.  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use  of  potassium 
supplements,  such  as  foods  with  a high  potassium  content. 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment,  except 
under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hyponatremia  may  occur 
in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water  restriction,  rather  than  adminis- 
tration of  salt,  except  in  rare  instances  when  the  hyponatremia  is  life-threatening.  In  actual  salt 
depletion,  appropriate  replacement  is  the  therapy  of  choice 
Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving  thiazide 
therapy. 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged  Diabetes 
mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration. 

If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing  diuretic 
therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid  gland  with 
hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  prolonged 
thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such  as  renal  lithiasis,  bone 
resorption,  and  peptic  ulceration,  have  not  been  seen.  Thiazides  should  be  discontinued  before 
carrying  out  tests  for  parathyroid  function. 

DJTUG  INTERACTIONS:  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine 
T'he  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy  patient. 
Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is  not  sufficient 
to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use. 

PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  in  cord 
blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed  against 
possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  jaundice,  thrombocytopenia, 
and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult 
NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed  essential, 
the  patient  should  stop  nursing. 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild  and 
transient  and  have  rarely  required  the  withdrawal  of  therapy 
Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block;  hypotension, 
paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the  Raynaud 
type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances;  hallucinations;  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss,  emotional  lability;  slightly  clouded  sensorium.  and 
decreased  performance  on  neuropsychometrics. 

Gastrointestinal.  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  consti- 
pation; mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic  Pharyngitis  and  agranulocytosis;  erythematous  rash,  fever  combined  with  aching  and 
sore  throat;  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported 
Miscellaneous.  Alopecia.  LE-like  reactions;  psoriasiform  rashes,  dry  eyes;  male  impotence,  and 
Peyronie’s  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been 
associated  with  propranolol 
Hydrochlorothiazide: 

Gastrointestinal.  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipation; 
jaundice  (intrahepatic  cholestatic  jaundice),  pancreatitis,  sialadenitis 
Central  Nervous  System  Dizziness,  vertigo,  paresthesias;  headache,  xanthopsia 
Hemafo/og/c  Leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia 
Cardiovascular:  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or 
narcotics) 

Hypersensitivity  Purpura,  photosensitivity,  rash;  urticaria;  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis);  fever,  respiratory  distress,  including  pneumonitis,  anaphylactic  reactions 
Other,  Hyperglycemia;  glycosuria,  hyperuricemia,  muscle  spasm,  weakness,  restlessness; 
transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced  or 
therapy  withdrawn 

'The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 

REFERENCES 

1.  Data  on  file,  Ayerst  Laboratories  2.  Ravid  M,  Lang  R,  Jutrin  I:  The  relative  antihypertensive 
potency  of  propranolol,  oxprenolol.  atenolol,  and  metoprolol  given  once  daily.  Arch  Intern  Med 
1985,145  1321-1323  3.  Sumiye  L.  Vivian  AS.  Frisof  KB,  et  al  Potassium  loss  associated  with 
hydrochlorothiazide  versus  chlorthalidone.  Chn  Ther  1981;4  308-320  4.  Ram  CVS.  Garrett  BN, 
Kaplan  NM  Moderate  sodium  restriction  and  various  diuretics  In  the  treatment  of  hypertension. 
Arch  Intern  Med  1015-1019 

5593/486 


I 

a 


Ayersi 


AYERST  LABORATORIES 
New  York,  NY  10017 


© 1986  Ayerst  Laboratories 


I 


I 

I 

Back  to  Basics  With  Dr.  Yohn 

William  H.  McDonald 


6 6 ’’  I ''hat’s  when  accidents  happen.” 

A Kenneth  C.  Yohn,  M.D.,  was  talking  to  an 
audience  of  young  physicians  at  an  annual  orientation 
session  some  years  ago. 

Accidents  happen,  Dr.  Yohn  continued,  when  things 
seem  to  be  going  great  - — no  sweat.  Complacency  and 
tedium  become  enemies  of  caution  and  vigilance. 

If  this  sounded  like  the  wisdom  of  the  wild  blue,  it 
is  because  Dr.  Yohn  sees  analogues  between  his  ex- 
perience as  a pilot  and  Navy  Flight  Surgeon,  his  six 
years  of  close  association  with  the  Navy’s  famed  Blue 
Angels  precision  aerobatic  team,  and  medical  risk 
management. 

As  is  evident  in  the  little  ceremony  on  the  cover. 
Dr.  Yohn  is  a great  believer  in  prevention,  not  alone 
in  the  care  of  his  patients  but  in  all  aspects  of  life.  The 
way  to  insure  summer  freedom  from  lawn  care,  for 
example,  is  to  prevent  the  lawn  from  happening.  Not 
a blade  of  grass  is  allowed  to  emerge  in  the  spring  at 
chez  Yohn,  Eufaula,  Barbour  County,  USA. 

It  is  not  that  Dr.  Yohn  hates  lawns.  In  fact,  he 
admires  them.  He  encourages  his  neighbors  in  Eufaula 
to  toil  upward  into  the  night  toward  producing  finer 
and  liner  lawns  for  his  enjoyment  when  he  jogs  or 
drives  by  of  a summer  day. 

What  Dr.  Yohn  hates  is  the  drudgery  of  lawn  tending 
on  his  spread,  carefully  covered  with  pine  straw,  rocks, 
and  concrete  — to  the  end  that  no  grass  will  ever 
demand  his  mowing.  Backing  up  the  smothering  ground 
cover  is  a ready  supply  of  the  herbicide  2,4-D. 

Dr.  Yohn,  ever  cautious  and  prudent,  leaves  little 
to  chance.  His  lovely  wife  is  a convert  to  this  philos- 


ophy of  the  preemptive  lawn  strike,  as  can  be  seen  on 
the  cover. 

Any  human  personality  is  variously  determined  by 
the  interworkings  of  nature  and  nurture.  It  would  be 
difficult  to  point  to  what  precise  effects  naval  aviation 
had  in  the  making  of  MASA’s  new  President,  who 
took  office  in  Huntsville  last  month.  But  the  effect  Dr. 
Yohn’s  close  association  with  the  creme  de  la  creme 
of  Navy  fliers,  they  of  the  right  stuff,  is  often  vivid. 

Creeping  into  his  conversation,  for  example,  are 
expressions  like  this:  “We  need  to  boresight  this  prob- 
lem. ...” 

Boresight  is  not  in  your  average  physician’s  every- 
day vocabulary.  It  is  a military  aviator’s  term  for  the 
sighting  in  of  ordnance,  as  the  zeroing-in  of  wing  guns 
and  rockets  toward  a theoretical  point  of  maximum 
convergence  at  an  optimum  range.  “Boresighting”  is 
thus  an  evocative  metaphor  for  Dr.  Yohn’s  belief  (see 
his  initial  column  on  the  subject,  page  8)  that  physi- 
cians must  do  a better  job  of  bringing  the  guns  to  bear 
on  marauders  who  would,  if  they  could,  destroy  med- 
icine. 

Dr.  Yohn  gave  some  serious  thought  to  staying  in 
the  Navy,  and  probably  would  have  it,  in  1967,  he 
could  have  had  a clearer  shot  at  the  astronaut  program. 
He  coveted  that,  but  by  then  the  program  had  more 
applicants  lined  up  than  missions  to  accommodate  them. 

That  year,  at  the  ripe  old  age  of  31,  Lieutenant 
Commander  Kenneth  C.  Yohn,  M.D.,  taught  to  tly 
by  the  guys  he  served,  checked  out  a 1-34  Beechcralt 
from  Pensacola  and  went  job-hunting  over  Alabama. 
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Although  raised  in  nearby  Troy,  Commander  Yohn 
discovered  Eufaula  by  a curious  piece  of  serendipity. 
He  was  returning  from  a site  inspection  in  North  Al- 
abama on  a metallic  blue  day  in  January  1967  and  had 
decided  to  drop  in  on  his  old  hometown  of  Troy. 

The  rolling  hills  of  North  Alabama  were  far  behind 
him.  Just  south  of  Montgomery  he  radioed  the  Troy 
tower  to  request  that  his  father  be  contacted  by  tele- 
phone. That  proved  to  no  avail.  But  while  waiting  for 
a reply.  Commander  Yohn  noticed  a huge  lake  glis- 
tening in  the  sun  some  40  miles  east  of  Troy.  He  had 
never  seen  it  before.  It  was  this  curiosity  that  led  him 
to  Eufaula,  nestled  in  the  backwaters  of  the  Walter  F. 
George  Lock  & Dam  on  the  Chattahoochee.  All  that 
had  been  completed  while  he  was  in  the  Navy. 

He  changed  course  90  degrees  due  East,  figuring 
there  had  to  be  an  airport  somewhere  nearby  where  he 
could  refuel.  And,  he  remembered,  he  knew  a couple 
of  physicians  in  Eufaula,  as  well  as  the  town’s  drug- 
gist, whose  wife  had  been  bom  in  Pensacola. 

He  called  the  druggist  from  the  Eufaula  airport  and 
shortly  received  what  had  to  pass  for  the  red  carpet 


treatment.  The  druggist  took  the  young  Commander 
for  a tour  of  Eufaula  in  the  store’s  delivery  tmck, 
showed  Dr.  Yohn  a nice  building  the  dmggist  owned, 
occupied  until  recently  by  a physician  who  had  died 
a few  months  earlier.  And  the  druggist  made  an  offer 
Dr.  Yohn  couldn’t  refuse. 

That  was  January.  In  June,  with  his  discharge  papers 
and  high  hopes.  Dr.  Yohn  moved  into  that  office  on 
Randolph  Street  in  downtown  Eufaula  and  remained 
there  for  15  years.  Three  years  ago,  he  moved  into  a 
new  office  building  in  the  same  block. 

Bom  in  Dothan,  Ken  Yohn  moved  to  Troy  in  the 
summer  before  the  7th  grade.  It  was  there  he  formed 
a lifelong  friendship  with  one  Derrill  Crowe.  They 
played  football  together.  They  tried  to  walk-on  to- 
gether for  a football  scholarship  at  Troy  State  in  their 
senior  year.  And  in  high  school  their  girl  friends  were 
next-door  neighbors. 

Students  Yohn  and  Crowe  had  not  planned  a medical 
career.  Derrill  Crowe  had  toyed  with  the  idea  of  being 
a lawyer.  Ken  Yohn  hadn’t  the  foggiest  notion  of  a 
career.  Then  both  were  set  on  fire  by  the  man  who 
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taught  them  high  school  chemistry  and  physics.  When 
the  teacher  himself  decided  to  go  to  medical  school, 
their  destinies  were  laid  out. 

Completing  pre-med  at  Sanford,  the  pair  celebrated 
their  entry  into  the  Medical  School  in  Birmingham  by 
pulling  a surprise  play  on  the  far  more  numerous  fresh- 
men up  from  Tuscaloosa. 

The  former  Troy  halfbacks  caught  the  opposition 
napping.  Behind  Crowe’s  blocking.  Freshman  Yohn 
was  elected  President  of  the  entering  class  without 
opposition.  There  are  some  who  still  haven’t  figured 
out  the  razzle-dazzle  they  used. 

It  was,  as  is  well  known  by  now,  the  famous  Class 
of  1962,  long  a subject  of  conjecture  for  the  leaders 
it  produced:  Dr.  Yohn  as  a member  of  the  Board  of 
Censors  since  1972,  Chairman  of  the  Board  and  now 
President,  and  Director,  Federation  of  State  Medical 
Boards;  Dr.  Crowe,  also  a former  member  of  the  Board 
and  the  President  of  Mutual  Assurance  since  its  birth; 
Dr.  Earle  Riley,  another  longtime  Censor  and  current 
Chairman  of  the  Board;  and  Dr.  Ronald  E.  Henderson, 
former  Board  member  and  MASA  President,  now  ris- 
ing fast  in  the  American  Medical  Association. 

All  that  can  be  said  of  this  peculiar  production  of 
leaders  — absent  any  later  research  that  may  show 
there  was  something  in  the  water  around  7th  Avenue 
in  the  late  50s  and  early  60s  — is  that  all  four  have 
an  uncommon  sense  of  mission.  They  all  believe  that 
medicine  is  in  great  jeopardy  and  its  salvation  is  worth 
every  ounce  of  energy  they  can  devote  to  the  cause. 
All  are  similarly  devoted  to  body  contact  — they  enjoy 
controversy  and  debate  — and  all  are  united  in  the 
belief  that  whatever  the  internal  differences  physicians 
have,  they  must  join  in  a unified  team  effort  to  conserve 
the  greatest  health  care  system  in  the  world  or  Amer- 
ican medicine,  to  use  an  aviator’s  euphemism  that  Dr. 
Yohn  might  have  offered,  will  have  bought  the  farm. 

Dr.  Yohn,  like  his  estimable  classmates,  presents 
as  a polished  and  well-mannered  gentleman.  Don’t  let 
the  exterior  fool  you:  he’ll  hand  you  your  head  if  you 
trample  on  his  people  or  his  profession. 

Example:  When  William  S.  Hotchkiss,  M.D.,  of 
the  AMA  Board  of  Trustees,  app>eared  before  the  Board 
of  Censors  under  a flag  of  truce  last  fall.  Dr.  Yohn 
listened  respectfully  as  Dr.  Hotchkiss  addressed  a bone 
of  contention  between  Montgomery  and  Chicago.  You 
could  see  Dr.  Yohn’s  jaw  tighten  as  Dr.  Hotchkiss 
seemed  to  be  talking  down  to  the  Board.  Dr.  Yohn 
doesn’t  cotton  to  condescension.  When  it  came  his 
time  for  a rejoinder,  the  stilleto  flashed.  Dr.  Hotchkiss 
had  to  know  that  he  had  been  bested  by  an  Alabama 
physician  who  resented  being  patronizingly  lectured 
on  parochial  attitudes. 

It  is  not  known  what  report  Dr.  Hotchkiss  made  to 
the  AMA  Board  but  a guess  is  that  it  might  have  gone 
something  like  this:  The  Confederacy  is  alive  and  well 
in  Montgomery. 


The  present  writer  has  watched  Dr.  Yohn  in  action 
for  the  better  part  of  nine  years  now  and  can  assure 
any  doubting  physician  member  of  MASA  that  here 
is  a dedicated  physician  and  uniquely  equipped  leader. 
He  has  poise  and  balance  to  temper  his  aggressive 
defense  of  his  profession.  He  is  nimble;  he  is  tough. 
Not  to  put  too  fine  a point  on  it,  it  seems  pretty  obvious 
that  some  of  the  Blue  Angel  right  stuff  rubbed  off  on 
him,  serving  you  well. 

A persistent  refrain  in  Dr.  Yohn’s  recent  years  is 
the  necessity  of  organized  medicine’s  honing  its  re- 
sponse time.  Things  happen  so  quickly  nowadays.  Dr. 
Yohn  had  said  in  his  repeated  refrain  on  quick  reaction, 
no  physician  can  any  longer  enjoy  the  luxury  of  letting 
George  do  it,  or  just  muddling  through. 

He  learned  that,  as  did  the  rest  of  the  Class  of  62, 
a few  years  after  graduation.  As  a senior  rap  session 
in  the  winter  of  1961-62,  the  class  consensus  was  that 
some  form  of  federal  assistance  for  the  old  and  the 
very  poor  might  come  in  their  practice  lifetimes.  But 
certainly  no  sooner  than  20  years. 

It  came  in  four  years,  convincing  young  Dr.  Yohn 
that  quantum  jumps  are  not  confined  to  the  science  of 
medicine,  or  exponential  change  to  the  laboratory. 

Which  is  not  to  say  that  Dr.  Yohn  weathervanes 
with  each  changing  wind.  Far  from  it.  He  is,  well, 
boresighted  on  the  far  horizon,  believing  that  none  of 
the  current  fads  will  ever  achieve  what  private  practice 
fee-for-service  medicine  has. 

He  worries  that  the  marketplace  conniptions  over 
this  and  over  that  will  befog  medicine’s  more  important 
objectives.  And  he  sees  this  superficiality  in  a hack- 
neyed question  that  fairly  drives  him  up  the  wall  — 
What  has  organized  medicine  done  for  me  lately? 

Dr.  Yohn’s  reply  is  quick  and  barbed:  “Everything 
that  has  been  done  for  you  lately.  And  everything  that 
will  be  done  for  you.’’ 

He  holds  no  brief  for  physicians  who  won’t  put  their 
shoulders  to  the  wheel,  as  their  professional  forebears 
did,  to  pre.serve  and  protect  the  profession.  It  bothers 
this  product  of  hard-scrabble  Alabama  life  that  there 
are  physicians  who  ask  what  benefits  they  can  expect 
from  MASA  and  AMA,  when  it  should  be  the  other 
way  around. 

Dr.  Yohn’s  philosophy  of  physician  mutual  defense 
is  succinctly  expressed  in  his  column  this  month.  Phy- 
sicians must  be  closely  and  constantly  involved  at  the 
county  level,  the  hospital  staff  level,  and  the  state  and 
national  level,  he  insists.  Why?  For  starters.  Dr.  Yohn 
asks  rhetorically,  how  about  survival? 

Dr.  Yohn’s  gung-ho  spirit  and  outlook  comport  with 
boyish  good  looks,  but  he  will  soon  have  been  out  of 
medical  school  for  25  years.  With  14  years  of  intensive 
Board  of  Censors  experience  under  his  belt,  he  is 
uniquely  positioned  to  bridge  the  generational  gap  be- 
tween the  youngest  and  oldest  in  MASA.  In  that  re- 
gard, consider  the  following  Q & A: 
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Q:  Dr.  Yohn,  some  younger  physicians  are  blaming 
the  mess  they’re  in  on  the  older  physicians  — and  they 
do  not  limit  this  to  things  like  Medicare’ s current 
stresses  and  strains.  They  blame  their  elders  for  the 
perceived  physician  image  problem,  the  malpractice 
litigation  crisis,  and  so  on.  What  is  your  response? 

A;  “I  have  a simple  answer.  Crap.” 

Dr.  Yohn  is  nothing  if  not  direct.  He  expanded  on 
the  above  one- word  essay  by  recounting  a talk  he  made 
to  first  and  second  year  medical  students  about  six 
years  ago.  During  the  question  period,  some  asked  the 
tired  question,  what  had  organized  medicine  done  for 
them  . . . ? 

Keeping  his  composure.  Dr.  Yohn  explained  that 
of  course  everything  they  had  and  would  have  as  young 
physicians  they  owed  to  organized  medicine  — the 
advance  of  the  profession,  the  creation  of  technology 
they  would  use  in  their  practices  and  on  and  on  — in 
short,  everything  they  would  inherit  as  physicians  after 
their  training. 

While  a few  physicians  may  have  abused  the  system. 
Dr.  Yohn  went  on,  for  each  of  these  there  are  at  least 
20  times  the  number  who  have  moved  medicine  for- 
ward in  countless  ways  — through  their  own  practices, 
through  the  community,  through  the  health  clinics, 
guest  lectureships,  etc. 

The  students  wanted  to  know  what  organized  med- 
icine had  done  to  prevent  the  cutback  in  student  loan 
programs  and  other  aid. 

There  are  many  things  you  must  learn  to  do  for 
yourself.  Dr.  Yohn  said,  but  went  on  to  say  what  he 
would  do  — petition  Congress,  get  in  touch  with  local 
business  people  about  setting  up  scholarship  funds, 
and  so  on. 

He  suggested  part-time  work,  to  general  conster- 
nation. One  of  the  students  said  their  professors  had 
urged  them  not  to  use  their  free  time  earning  money 
but  to  relax  in  front  of  the  TV.  Dr.  Yohn  replied: 

“If  you  are  going  to  write  your  Senators  and  Rep- 
resentatives to  tell  them  to  go  to  bat  for  you  (on  the 
student  loan  question),  and  tell  them  you  aren’t  doing 
anything  to  pay  your  way  except  to  watch  TV,  then 
you  go  ahead  and  do  that,  if  you  think  it  will  impress 
them. 

“But  it  doesn’t  impress  me,  and  it’s  not  the  advice 
I would  have  given  you.  Anybody  who  tells  you  to 
watch  TV  in  your  off-time,  rather  than  to  do  something 
a little  more  productive,  is  crazy  as  hell.  And  I don’t 
mind  your  telling  them  I’m  the  one  who  said  that.” 

Dr.  Yohn  rubs  his  temples  in  his  compact  office  in 
Eufaula,  having  just  seen  the  last  of  the  morning’s 
patients.  After  recalling  this  close  encounter  of  the 
first  kind,  he  added;  “I  believed  that  then  and  I believe 
it  now.  I didn’t  hit  it  off  very  well.  I was  trying  to  tell 
them  what  they  could  do  for  themselves  instead  of 
what  organized  medicine  could  do. 

“What  worries  me  is  that  such  attitudes,  expecting 


to  be  handed  everything,  carries  over  into  practice. 
They  will  expect  guaranteed  income,  coverage  for 
multiple  off-nights  every  week.  They  expect  a lot, 
maybe  because  they  were  promised  a lot.  During  the 
physician  shortages  there  had  been  heavy  recruiting 
and  a lot  of  guarantees  were  made.  Some,  I’m  afraid, 
were  spoiled  by  it  all. 

“We  need  them  in  organized  medicine,  of  course, 
but  I,  for  one,  am  not  going  to  spoonfeed  them.  Those 
who  want  to  work  for  the  good  of  the  profession,  fine. 
I think  how  much  they  will  have  when  they  start  their 
practice.  I reminded  them  that  the  first  oral  antibiotic 
I saw  when  I started  out  — except  for  the  sulfas  and 
tetracycline  — was  an  oral  penicillin  in  a horrible 
liquid  form  that  was  not  only  unpalatable  but  also 
indigestible. 

“That’s  all  we  had.  Open  heart  surgery  consisted 
of  congenital  heart  defects  and  valvular  problems.  Cor- 
onary bypass  hadn’t  even  been  dreamed  of.  Now  all 
kinds  of  heart  surgery  are  everyday  procedures.  And 
all  the  medicines  that  are  now  available.  . . . 

“But  I reminded  them  that  before  they  started  think- 
ing of  me  as  being  out  of  the  Dark  Ages  in  which  I 
started  practice  — I had  been  practicing  about  20  years 
then  — I had  worked  to  keep  up.  But  those  were  my 
20  years,  and  if  they  thought  that  period  was  awesome, 
they  should  think  of  their  20  years.  I’ll  be  in  the  twi- 
light zone. 

“They  are  going  to  have  to  fight  every  inch  of  the 
way,  to  keep  up  and  to  keep  medicine  afloat.  There 
is  nothing  more  important  for  them  now  than  that  they 
first  join  organized  medicine  to  pay  back  some  of  the 
debt  they  owe  those  who  went  before  them,  and  then 
to  keep  medicine  free  for  those  who  come  after  them. 

“I  do  admit,  however,  that  young  physicians  have 
a hard  time  being  heard.  Maybe  we  aren’t  listening 
close  enough.  I guess  I am  pretty  quick  to  respond 
when  they  offer  some  wise  comment  off  the  wall  — 
but  then  I was  like  that  too.  And  there’s  not  a bad 
thing,  to  question  everything.  It’s  a good  thing,  but 
only  if  you  are  receptive  to  explanations.  If  you’re 
going  to  get  mad  because  your  quick  fixes  won’t  work, 
that’s  bad,  bad  for  all  of  us. 

“But  if  anybody  had  poisoned  the  well  for  them, 
it’s  government.  Physicians  didn’t  do  it.  Government 
did  it.” 

At  this  juncture.  Dr.  John  was  read  a sentence  from 
a Washington  health  affairs  newsletter  which  said: 

“By  the  1990s,  the  vast  majority  of  the  population 
will  be  in  some  sort  of  health  delivery  system  and  fee- 
for-service  medicine  as  we  know  it  will  be  dead.” 

Q:  Dr.  Yohn,  do  you  agree? 

A:  “No.  The  reasons  I don’t  buy  that  is  I know  how 
important  the  personal  aspects  of  medical  care  is  to 
both  patients  and  patients’  families  and  their  physician. 
Developments  that  interpose  impersonal  corporations 
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— HMOs,  PPOs,  whatever  — simply  are  not  going 
to  be  acceptable  to  the  vast  majority. 

“Many  patients  may  have  to  rely  on  these  entities 
as  a form  of  insurance  for  their  major  medical  but  — 
I could  be  180  degrees  off  on  this  — I don’t  think  it’s 
going  to  be  acceptable  to  most  people.  They  want 
either  their  personal  physician,  or  personal  contact  with 
a physician,  or  their  family  physician.  That  is  what  is 
happening  in  my  practice. 

“Looking  at  the  HMO  numbers,  for  example,  it 
may  appear  the  wave  of  the  future.  Recent  growth  has 
been  rapid.  But  if  we  look  behind  this  at  the  experience 
of  corporations  who  have  had  HMOs  or  something 
similar  for  a few  years,  everything  is  less  than  rosy. 
For  one  thing,  after  earlier  apparent  savings,  their  costs 
have  been  shooting  up  in  subsequent  years.  Some  are 
beginning  to  realize  individual  practitioners  were  trying 
to  contain  costs  all  along,  and  are,  in  any  case,  prob- 
ably better  able  to  do  it  now. 

“In  due  respect  to  all  the  PPOs  and  HMOs,  Med- 
icare came  because  of  the  federal  government.  Now 
these  organizations,  even  banded  together,  are  no- 
where near  as  strong  as  the  federal  government.  If  the 
government  couldn’t  do  it  (i.e.  collectivize  medicine 
in  this  way),  I don’t  see  it  coming  by  1990,  just  four 
years  away. 

“I  don’t  see  it.  But  ask  me  in  1990. 

“The  key,  of  course,  is  acceptance.  If  patients  and 
their  families  like  it;  if  the  employers  and  large  insti- 
tutions accept  it  and  like  it,  it  will  work. 

“If  they  continue  to  experiment  with  it,  and  they 
don’t  like  it  and  it  doesn’t  do  what  it  is  supposed  to 
do,  it  will  become  unhinged.  And  if  it  does  run  off 
the  track,  it  couldn’t  happen  to  a nicer  train.’’ 

Q:  A theory  of  the  Megatrend  folks  is  that  fads  start 
at  the  top,  or  are  imposed  from  the  top,  while  trends 
start  at  the  bottom.  Fads  come  and  go;  trends  are 
fundamental  changes  in  society,  which  are  relatively 
slow  and  relatively  long-lasting.  If  we  postulate  al- 
ternative care  systems  as  a fad  — that  is,  not  a change 
ordained  by  the  people  — they  could  be  ephemeral. 
On  the  other  hand,  these  same  megatrends  see  a great 
groundswell  of  public  demand  for  the  opposite  of  col- 
lectivization. After  several  decades  of  being  forced  to 
accepted  homogenizing,  which  is  against  the  American 
grain  anyway,  Americans  are  reasserting  individual- 
ism. This,  it  is  said,  can  he  seen  in  the  back-to-basics 
movements;  in  a return  to  individualism  and  separa- 
tism in  religion,  with  the  old-line  churches  making 
huge  gains  while  the  modernist  movements  are  lan- 
guishing and  even  losing  members;  in  the  disappear- 
ance of  all-things-to-all-men  national  magazines,  and 
their  replacement  by  fast-growing  specialty  and  re- 
gional publications;  in  the  revived  interest  in  pre-mass 
production  goods  and  serx’ices;  and  in  a great  variety 
of  other  ways. 

This  is  a long  preface  to  a question,  but  I have 
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finally  gotten  to  it:  Given  these  disparate  forces  — the 
collectivism  inherent  in  the  depersonalization  of  med- 
ical care  by-the-numbers  going  in  one  direction  — a 
fad,  if  you  will  — while  a rather  massive  return  to 
individualism  is  going  on,  seen  also  in  election  returns 
— do  you  think  the  attempt  to  mass-market  medicine 
is  a bad  idea  whose  time  has  already  passed? 

A:  “Yes,  certainly  that  is  my  hope.  And  I can  see 
those  forces  moving  in  opposite  directions.  I would 
bet  on  the  people  having  their  way  in  the  end. 

“And  since  you  mentioned  voters  more  or  less  tak- 
ing over  and  registering  opposition  to  being  herded 
together,  that  is  also  the  way  physicians  should  run 
organized  medicine.  Every  doctor’s  vote  counts  as 
much  in  organized  medicine  as  every  voter’s  counts 
in  national  and  state  elections. 

“Any  physician  out  there  who  thinks  differently 
from,  say,  me,  should  understand  that  his  vote  counts 
the  same  as  mine.  One-man,  one-vote  applies  in  med- 
ical affairs  just  as  in  our  political  life.  I do  think  we 
need  to  listen  more  to  residents  and  students.  But  in 
the  final  analysis,  it  is  up  to  them  to  try  to  win  converts 
to  whatever  point  of  view  they  have,  the  same  as  in 
our  national  political  system.  It  is  their  privilege  to  try 
this,  as  much  as  it  is  their  right  and  responsibility. 

“MASA  is  the  only  show  in  the  state.  I am  not 
being  cavalier;  that’s  just  the  situation.  They  may  pre- 
fer their  own  specialty  organizations,  or  they  may  get 
together  and  work  for  some  common  purpose.  More 
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power  to  them.  But  even  then,  we  still  need  organized 
medicine  — MAS  A and  the  AM  A.  There  are  simply 
no  substitutes  for  either. 

“In  Mobile  last  year  [see  Dr.  Yohn’s  column,  page 
8],  I said  we  had  two  responsibilities  as  physicians  — 
to  recruit  members  and  to  help  each  other.  These  are 
the  two  first  and  most  important  things.  Tort  reform 
is,  of  course,  a major  objective  for  us  now,  and  it  is 
of  great  importance.  But  to  achieve  this,  or  to  achieve 
anything,  we  have  got  to  work  together.” 

Q:  A final  question.  Some  state  associations  are 
forming  their  own  IPA-HMOs.  What  do  you  think  of 
this  movement? 

A:  “I  don’t  know.  It  appears  just  another  device  to 
meet  the  competition  — a me-too  movement.  It  may 
not  be  the  best  way.  In  a few  years,  for  one  thing, 
that  competition  may  not  be  there.” 


"The  Fornordner  9000  Super  Computer" 

* Any  Fool  Can  Use  It 

* No  Doctor’s  Office  Is  Happy  Without  One 

* Does  All  Your  Paper-Work  For  You 

* Your  Office  Staff  Will  Love  It 

Sound  Familiar? 

Many  companies  are  saying  many  things  about  the  computer. 
Some  are  true,  some  aren't. 

If  your  daddy  taught  you  things  aren't  always  as  easy  as  they 
look,  he  was  right! 

Talk  to  us  about  our  data  center.  We  have  the  computer,  you 
get  the  benefits.  We  have  processed  medical  billing  for  Alabama 
doctors  for  over  20  years. 

CALL  US  FOR  THAT  SECOND  OPINION! 

Application  Software,  Inc. 

500  Century  Park  South 
Birmingham,  Alabama  35226 
(205)  823-1363 


Physicians 

nmnittomBt? 

Save  Time,  Save  Money 
with  Wilmer®  Medical 
Management  Forms 

Wilmer  compatible  pegboard  forms  are 
interchangeable  with  the  most  popular 
health  care  systems  offered  by  Control- 
0-Fax,  Safeguard?  NBS,  and  McBee. . . . 

Including  the  popular  multi-part 
insurance  claim  form  called  SuperSlip® 

Call  us! 

MASA  Services  Corp. 

835  Adams  Avenue 
Montgomery,  Alabama  36104 

834-2013  or  1-800-392-5668 


^wilmer  service  line 

FORMS  YOU  CAN  COUNT  ON 

D Wilmer  Service  Line  1984 

* Registered  T rademark  of  Safeguard  Business  Systems.  Inc 
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Out  Patient 
Diagnostic  Radiology  Center 


Alabama's  Most  Modern  Facilities  Available 

CAT.  Scan 

Head  and  total  body  scan 

Ultrasonography 

Studies  during  pregnancy,  galibladder,  etc. 

Mammography 

Low  level  radiation  cancer  survey 

General  Diagnostic  Radioiogy 

Certified  black  lung  survey,  G.l,  studies,  I.V.R,  tomography,  etc. 

Diagnostic  testing  and  report  within  24  hours 


Norwood  Ciinic 

1 625  25th  Street  North 
Birmingham,  Alabama 

Appointments  call  (205)252-0261 

250-6837 
WATS  Une  I -800-272-648 1 
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teachers,  elementary  school  teachers  up  to  high  school 
coaches  and  athletic  directors  and  teachers  of  advanced 
foreign  languages,  calculus  and  mathematics. 

Try  to  imagine  any  group  more  diverse  than  so- 
called  organized  labor.  From  the  restaurant  and  cater- 
ing industry  to  the  groundskeepers  and  truck  drivers 
and  workers  at  the  state  docks. 

Try  to  imagine  any  group  more  diverse  than  the  Bar 
Association  with  attorneys,  plaintiff  attorneys  and  de- 
fense attorneys.  They  directly  oppose  each  other  daily 
and  consistently.  Yet,  they  know  that  their  professional 
interests  are  best  served  by  organization,  and  they  stick 
with  the  organization. 

So,  I would  ask  that  you  consider,  more  in  the  way 
of  a charge  and  a challenge,  to  continue  what  you  are 
already  doing.  That  we  continue  to  support  our  or- 
ganization and  that  we  do  something  in  addition  — 
that  we  recruit. 

That  we  recruit  our  own  members  at  the  county 
level,  the  hospital  medical  staff  level  and  at  the  state 
level.  That  physician  in  your  community  or  on  your 
hospital  staff  who  is  not  a member  should  be  invited 
personally  by  you.  Eyeball  to  eyeball,  face  to  face. 
By  one  of  his  best  buddies,  who  are  referring  physi- 
cians, to  please  join. 

I think  the  invitation  is  there  and  is  obvious  — to 
the  residents,  fellows,  and  to  the  medical  students  — 
that  we  want  them. 

That  physician  who  is  back  home,  who  works  for 
you  when  you  are  here  and  pay  his  dues  and  never 
comes,  he  or  she  should  be  asked  by  you  to  attend. 
And  you  should  continue  to  support,  at  the  local  level, 
the  county  medical  society  and  its  committees. 

If  you  won’t  devote  the  time  to  the  county  medical 
society  and  its  committees,  or  to  the  hospital  medical 
staff  functions,  or  to  the  state  health  department,  county 
health  department  clinics  for  that  half-day  once  a month. 


every  other  month,  those  couple  of  hours  every  couple 
of  meetings,  to  do  committee  work  — who  will? 

Though  we  are  diverse,  if  the  internists  and  the 
surgeons  cannot  cooperate  with  the  opthalmologists 
and  family  physicians  — whom  will  they  cooperate 
with? 

Who  will  cooperate  with  those  physicians?  If  they 
can’t  see  the  “problem”  physician  developing  and  try 
to  befriend  him  and  offer  him  advice  and  get  into  the 
Impaired  Physician  Program,  or  get  him  before  the 
Board  of  Medical  Examiners,  for  help  — who  will? 

If  you  want  somebody  else  to  do  it,  continue  to  let 
it  slide,  and  somebody  else  will  do  it. 

It’s  clear  to  me  that  if  we  ignore  our  own  organi- 
zation — and  I mean  by  that  organization  at  the  staff 
level  and  at  all  levels,  not  just  this  Association  — we 
do  so  at  our  own  peril.  And  worse  yet,  at  the  peril  of 
the  medical  and  health  care  available  to  our  patients. 

Thank  you  very  much  for  the  honor  of  serving  as 
your  President  for  1986-87.  I intend  to  give  my  best 
to  the  office. 
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hydrocodone  bitartrate  5 mg  (Warning:  May  be  habit  forming.) 
with  acetaminophen  500  mg 


Brief  Summary 

INDICATIONS  AND  USAGE:  For  the  relief  ol  rTxxterate  to  moderately  severe  pom 
CONTRAINDICATIONS:  Hypersensitivity  to  ocetominophen  or  hydrocodone 

WARNINGS 

Dnjg  Abuse  and  Dependence  VICOOIN  is  subject  to  the  Federal  Controlled  Substances  Act  (Schedule  III) 
F*sychic  dependence,  physicol  dependence  ond  toleronce  may  develop  upon  repeoted  odministrotion  ol  norcot- 
ICS,  iheretore.  VICOOIN  should  be  prescribed  ond  odministered  with  the  some  caution  oppropnote  to  the  use  ol 
other  oral-norcotic-contoining  medicohons 

Resplretory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce  dose-related  respira- 
tory depression  by  acting  directly  on  broin  stem  respiratory  centers  Hydrocodone  also  affects  centers  that  control 
respirotory  rhythm,  ond  may  produce  irregular  and  periodic  breathing 

Heod  ln|uty  ond  Increosed  Intracronkil  Pressure:  The  respirotory  depressant  effects  of  norcotics  and  their  co- 
pocity  to  elevate  cerebrospinol  fluid  pressure  moy  be  markedly  exaggerated  in  the  presence  of  head  injury,  other 
introaoniol  lesions  or  o preexisting  increose  in  intracranial  pressure  Furthermore,  norcotics  produce  adverse 
reoctions  which  may  obscure  the  clinicol  course  of  potients  with  heod  injuries 

Acute  Abdominal  Conditions:  The  odministrotion  ol  norcohcs  moy  obscure  the  diognosis  or  clinical  course  o< 

patients  with  acute  obdommol  conditions 

PRECAiniDNS 

Speciol  Risk  Patients:  VKXIOIN  should  be  used  with  coution  in  elderly  or  debilitated  patients  ond  those  with 
severe  impoirment  of  hepatic  or  renol  function,  hypothyroidism,  Addison's  diseose,  prostotic  hypertrophy  or 
urethral  stnclure 

Intonnallon  For  Patients  VKXXXN.  like  oil  norcotics.  may  impoir  the  mentol  and/or  physicol  obilities  required  tor 
the  pertormonce  of  potentially  Ikuordous  tosks  such  os  driving  o cor  or  operating  machinery,  patients  should  be 
couhoned  accordingly 

Cough  Reflex  Hydrocodone  suppresses  the  cough  reflex  caution  should  be  exercised  when  VICODIN  is  used 
postoperativeiy  ond  in  potients  with  pulrrxxiory  diseose 

Dtug  Interoetlons  The  CNS-depressont  eflects  o(  VICOOIN  moy  be  odditrve  with  that  ol  other  CNS  depressonis 
When  combined  theropy  is  contemplated,  the  dose  ot  one  or  both  agents  should  be  reduced  The  use  ot  MAO 
inhibitors  or  tncyclic  ontid^essonts  with  hydrocodone  preporohons  may  increose  the  ettect  of  either  the  ontide- 
pressont  or  hydrocodone  The  concuneni  use  ol  onticholinefgics  with  hydrocodone  may  produce  porolytic  ileus 
Usoge  In  Ptegnoncy  Pregnancy  Category  C Hydrocodone  nos  been  shown  to  be  teratogenic  m homsters  when 
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given  in  doses  700  times  the  human  dase  There  are  no  odequote  ond  well-controlled  studies  in  pregnant 
women  VICODIN  should  be  used  during  pregnancy  only  if  the  polentiol  benefit  justifies  the  potential  risk  to  the 
fetus 

Nonteratogenlc  Eflects:  Babies  bom  to  mothers  who  hove  been  taking  opioids  regularly  prior  to  delivery  will  be 
physically  dependent  The  intensity  ol  the  syndrome  does  not  olwoys  correlote  with  the  duration  ot  molernol 
opioid  use  ot  dose 

Lobor  and  Dellvory:  Administrotion  ol  VKXIDIN  to  the  mother  shortly  before  delivery  may  result  in  some  degree  ot 
respirotory  depression  in  the  newborn,  especially  it  higher  doses  ore  used 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  humon  milk  therefore  o decision  should  be 
mode  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  toking  into  occount  the  impottonce  ol  the  drug  to 
the  mother 

Pediatric  Use:  Sofety  and  effectiveness  in  children  hove  not  been  estoblished 
ADVERSE  REACTIONS 

Centrol  Nervous  System:  Sedation,  drowsiness,  mentol  clouding,  lethorgy.  impoirmeni  ol  mentol  and  physical 
pertormonce  onxle^  leor.  dysphoria,  dizziness,  psychic  dependence,  mood  changes 
Gastfointestlnol  System:  Nouseo  and  vomiting  may  occur,  they  ore  more  frequent  in  ambulatory  ihon  in  recum- 
bent patlen^  Prolonged  odministrotion  of  VtCf^N  moy  produce  constipotion 
Genttouitnorv  System:  Urelerol  sposm  spasm  ol  vesicol  sphincters  ond  urinary  retention  hove  been  reported 
Respiratory  Depression  (See  WARNING ) 

DOSAGE  AND  ADMINISTRATION:  Oosoge  Should  be  odjusted  occordmg  to  the  seventy  of  the  pom  and  the 
response  of  the  potiertt  Hovtever.  tolerance  to  hydrocodone  con  develop  with  continued  use  ond  the  incidence  of 
untoword  effects  is  dose  related 

The  usual  dose  IS  one  toblei  every  SIX  hours  0$  needed  lor  pom  (llnecessory  this  dose  may  be  repeated  at  tout- 
hour  mtervols ) In  coses  of  more  severe  pom.  two  tobfets  every  six  hours  (up  to  eight  loblels  in  2d  hours)  maybe 
required  Revised.  April  1982 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 
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Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


Bea  Physician 
and  a family  man 

There*s  time  for  both. 


Find  yourself... 
and  your  family 
In  the  Air  Force! 


Time  to  relax  with  your 
family— and  still  enjoy  the 
professional  advantages  of 
modern  facilities  and  a highly 
trained  technical  staff.  You’ll  have 
the  standing  of  an  officer  AND  a 
professional.  Yet,  there’s  challenge, 
too.  Air  Force  medicine  ranges  from 
research  to  every  conceivable  type  of 
clinical  practice,  in  every  conceiv- 


able location 
you  can  imagine. 
Off-duty,  you  and  your 
family  can  enjoy  the  excellent 
recreational  facilities  of  the  Air 
Force  Base  of  your  choice. 
One  month  vacation  with  pay. ..and 
many  other  extras.  Health  Profes- 
sion Scholarships  are  available 
to  medical  students. 


Find  out  more  about  your  future  in  Air  Force  Medicine; 
we’ll  answer  your  questions  promptly  and  without  obligation.  Contact: 


In  Montgomery  Call  MSgt.  Dan  Godwin 
(205)  832-7501  — Out  of  Town,  Call  Collect 


A great  way  of  life. 


The  Decision  to  Forego  Life 
Sustaining  Treatment 

M.  Kathleen  Donovan,  MS-4* 


One  of  the  major  issues  dominating  the  field  of 
biomedical  ethics  is  the  appropriate  care  for  ter- 
minally ill  or  dying  patients.  The  decision  to  allow  a 
patient  to  die  is  obviously  a serious  one  and  the  ques- 
tion, “Who  has  the  right  to  make  such  a decision?” 
has  generated  much  debate.  The  problem  is  very  dif- 
ficult for  a single  physician  to  face.  As  one  doctor 
stated  “How  can  I make  a decision  about  the  quality 
of  life?  How  do  I know  what  the  patient  would  want? 
The  time  has  come  that  we  publicly  examine  our  role 
in  these  situations,  offer  each  other  some  guidelines 
and  come  to  some  consensus  about  our  responsibil- 
ity.”' 

In  this  article,  the  following  themes  in  this  major 
issue  will  be  discussed:  1)  determination  of  death  in 
patients  on  life-support  systems,  2)  advance  directives 
called  “living  wills,”  3)  do  not  resuscitate  orders  and 
the  permissibility  of  withholding  or  withdrawing  ar- 
tificial nutrition  or  hydration,  and  4)  the  issue  of  with- 
holding treatment  from  handicapped  newborns. 

Definition  of  Death 

Is  this  patient  dead  ? In  ordinary  circumstances,  clin- 
ical observations  are  sufficient  to  determine  that  death 
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has  occurred.  The  responsible  physician  can  determine 
that  spontaneous  breathing  and  heartbeat  have  ceased. 
However,  in  instances  where  life-support  procedures 
are  being  used  to  artificially  maintain  respiration  and 
circulation  it  may  be  necessary  to  make  a determination 
of  clinical  death  by  determination  of  brain  death. 

For  many  years,  the  leading  criteria  for  the  deter- 
mination of  brain  death  were  those  published  by  the 
Harvard  Committee  in  JAMA  in  1968  under  the  title 
“A  Definition  of  Irreversible  Coma.”'^  The  purpose 
of  this  report  was  to  define  irreversible  coma  as  a new 
criteria  for  death  and  the  study  was  concerned  only 
with  comatose  individuals  with  no  discernible  CNS 
activity.  This  study  was  to  be  important  because  im- 
provements in  resuscitative  and  supportive  efforts  had 
led  to  more  individuals  whose  hearts  continue  to  beat 
but  whose  brains  were  irreversibly  damaged.  Also  a 
definition  of  death  was  important  in  cases  involving 
organ  transplant. 

As  defined  by  the  Harvard  Committee,  the  char- 
acteristics for  irreversible  coma  include:  1)  unrecep- 
tivity and  unresponsitivity,  2)  no  movements  or 
breathing,  3)  no  reflexes,  and  4)  flat  electroencepha- 
logram. The  unreceptive  patient  is  totally  unaware  of 
the  external  environment  and  completely  unresponsive 
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to  stimuli.  Even  the  most  painful  stimuli  evoke  no 
vocal  or  other  response,  such  as  a withdrawal  of  a limb 
or  quickening  of  respiration.  There  is  absence  of  spon- 
taneous respiration,  manifested  by  the  need  for  con- 
trolled ventilation  and  the  patient  makes  no  effort  to 
override  the  respirator.  The  total  absence  of  sponta- 
neous breathing  may  be  established  by  turning  off  the 
respirator  for  three  minutes  and  observing  whether  there 
is  an  effort  to  breathe  by  the  patient.  The  respirator 
may  be  turned  off  at  this  time  provided  at  the  start  of 
the  trial  that  the  carbon  dioxide  level  was  in  the  normal 
range . 

In  regards  to  the  reflexes,  the  pupils  will  be  fixed 
and  dilated  and  will  not  react  to  a direct  source  of 
bright  light.  Ocular  movement  such  as  doll’s  eyes  (to 
head  turning)  and  to  irrigation  of  the  ears  with  ice 
water  are  absent,  as  well  as  blinking.  Swallowing, 
yawning  and  coughing  are  absent.  Also  the  corneal 
and  pharyngeal  reflexes  are  gone.  There  is  no  evidence 
of  postural  activity  (decerebrate  or  other).  As  a rule, 
the  tendon  reflexes  cannot  be  elicited,  but  these  are 
considered  to  be  poor  indicators  of  the  state  of  the 
brain  and  can  be  omitted  as  criteria  for  brain  death. 

The  EEG  is  needed  for  final  confirmation.  An  is- 
oelectric or  flat  EEG  denotes  an  EEG  with  absence  of 


potentials  of  cerebral  origin  over  2p,V.  A set-up  may 
consist  of  one  channel  used  for  the  electrocardiogram, 
so  that  if  it  appears  on  the  EEG,  it  can  be  easily 
identified.  Also  another  channel  may  be  used  to  pick 
up  space-born  or  vibration-bom  artifacts.  At  least  a 
full  10  minutes  of  recording  are  necessary  but  twice 
that  is  better.  Also  it  is  desirable  at  some  point  to  open 
the  gains  to  full  amplitude  for  a brief  period  of  time. 
These  tests  must  be  repeated  at  24  hours  to  check  for 
any  changes. 

The  validity  of  the  data  depends  on  the  absence  of 
the  following  conditions:  1)  hypothermia  (temperature 
below  90°F  (32.2°C)),  (2)  CNS  depressants,  such  as 
barbiturates,  3)  absence  of  cardiovascular  shock,  and 
4)  absence  of  remedial  lesions.  The  temperature  should 
be  taken  and  if  hypothermia  exists,  the  application  of 
external  heat  may  raise  the  body  temperature  to  normal 
levels.  The  absence  of  CNS  depressants  is  a more 
difficult  consideration.  Often  it  is  impossible  to  get 
adequate  drug  histories  concerning  the  patient  and  an 
accurate  analysis  of  toxic  agents  can  take  hours  to 
return  from  the  lab. 

A picture  of  clinical  shock  can  occur  when  the  brain- 
stem and  the  hypothalamus  are  damaged  and  there  is 
impairment  of  vasomotor  control.  This  not  only  de- 
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presses  cerebral  blood  flow  but  can  also  cause  a tran- 
sient suppression  of  the  EEG.  Vasopressors  in  all  but 
20%  of  patients  (according  to  a report  in  JAMA  in 
1977)-’  will  raise  the  pressure  above  shock  levels  and, 
at  times,  restore  the  EEG.  The  possibility  of  treatable 
disorders,  such  as  drug  intoxication  and  intracranial 
mass  lesions  should  also  be  ruled  out. 

After  the  above  criteria  are  met,  with  both  a neu- 
rologist and  the  attending  physician  declaring  the  pa- 
tient brain  dead,  the  evaluation  must  be  documented 
on  the  chart.  The  next  of  kin  and  the  hospital  admin- 
istration should  be  informed  and  then  the  patient  is 
pronounced  dead  and  the  life-support  system  may  be 
discontinued. 

The  Florida  Hospital  Association  of  Attorneys  has 
suggested  that  under  the  following  circumstances,  the 
attending  physician  may  be  justified  in  delaying  the 
discontinuation  of  life-support  systems; 

1)  During  the  period  of  a difficult  medical  exam  as, 
for  example,  in  cases  of  hypothermia  or  patients  on 
CNS  depressants. 

2)  When  there  is  a difference  of  opinion  among  the 
attending  and  consulting  physicians  as  to  the  patient’s 
condition. 

3)  If  the  family  has  any  reasonable  objections  or 
reservations,  then  the  attending  physician  should  re- 
solve these  problems  before  the  patient  is  pronounced 
dead. 

4)  In  cases  of  injury,  felony,  or  suicide  or  similar 
occurrences  which  might  involve  legal  or  criminal  re- 
sponsibility. A decision  to  terminate  life-support 
mechanisms  in  these  cases  should  be  made  only  after 
consultation  with  the  hospital  administration  and  the 
hospital  attorney. 

5)  In  cases  involving  cadaver  organ  transplant,  the 
physician  should  allow  time  for  the  family  to  cope 
with  their  loss  and  to  make  a decision  concerning  organ 
donation.  If  the  family  has  agreed,  the  patient  is  pro- 
nounced dead  but  support  is  continued  to  maintain 
viability  of  the  organs.  The  determination  of  brain 
death  should  be  made  by  physicians  who  are  not  in- 
volved in  the  transplantation. 

6)  Where  a pregnant  female  has  suffered  brain  death, 
if  there  is  any  reasonable  possibility  of  delivering  a 
viable  infant,  the  mother  should  be  pronounced  dead 
but  support  continued  until  delivery  of  the  infant  or 
other  decisions  are  made.'* 

Removal  from  Respirator 

Not  all  permanently  comatose  patients  fit  the  criteria 
of  brain  death.  Take  for  example  the  tragic  case  of 
twenty-one  year  old  Karen  Ann  Quinlan  of  New  Jersey 
who  ceased  breathing  for  unknown  reasons  on  April 
15,  1975.  She  was  taken  to  a hospital  emergency  room 
and  after  her  condition  stabilized,  she  required  a na- 
sogastric tube  for  feeding  and  a respirator  for  breath- 
ing. She  never  experienced  irreversible  loss  of  all  brain 


function  but  retained  function  of  her  brainstem.  Her 
father  sought  court  appointment  as  guardian  for  the 
purpose  of  authorizing  the  removal  of  her  respirator, 
whether  she  died  as  a consequence  or  not.  He  was 
opposed  by  Karen’s  physicians,  the  local  prosecutor 
and  the  state  attorney  general.  In  May  of  1976,  the 
New  Jersey  Supreme  Court  granted  Mr.  Quinlan’s  re- 
quest. Her  physician  did  not  immediately  remove  Karen 
from  the  respirator  but  weaned  her  over  six  weeks 
explaining  to  the  family  that  he  was  following  “med- 
ical protocol.’’  Karen  continued  to  breathe  on  her  own 
after  the  respirator  was  discontinued  and  was  cared  for 
in  a nursing  home  until  her  death  this  past  summer 
nine  years  after  her  injury.’ 

Uncertainties  regarding  the  care  of  long-term  un- 
conscious patients  have  been  raised  with  increasing 
frequency.  Although  two-thirds  of  patients  who  are 
supported  by  an  artificial  respirator  during  a coma  of 
at  least  six  hours  duration  are  dead  within  a month, 
about  6%  remain  indefinitely  in  a “persistent  vege- 
tative state. ’’^  Decisions  regarding  these  patients  re- 
main controversial,  and  the  health  care  institutions  need 
to  provide  good  policies  to  govern  decision  making, 
including  appropriate  sources  of  consultation  and  ad- 
vice. When  families  can  direct  the  care  of  an  uncon- 
scious patient,  they  must  be  encouraged  to  do  so  and 
there  should  not  have  to  be  a routine  resorting  to  court 
decisions.  Instead,  the  courts  ought  to  insure  that  ap- 
propriate surrogates  are  designated  and  allowed  to  make 
valid  decisions. 

The  Living  Will 

One  method  for  insuring  that  an  individual  receives 
the  type  of  care  he  wants  in  the  event  of  becoming 
terminally  ill  or  irreversibly  comatose  is  the  use  of  an 
advance  directive  or  “living  will.’’  Laws  to  permit 
living  wills  have  been  enacted  in  25  states  and  the 
District  of  Columbia.  Legislation  was  introduced  but 
failed  in  12  states  this  year,  and  only  three  states  have 
never  considered  a living  will  law.  Those  states  are 
Michigan,  Pennsylvania  and  Kentucky.  In  New  York, 
which  does  not  have  a living  will  law,  a state  Supreme 
Court  judge  upheld  such  a will  in  the  case  of  a woman 
dying  of  lung  cancer. 

An  example  of  a condensed  living  will  follows: 

“To  my  family,  my  physician  and  any  Hospital: 

If  there  is  no  reasonable  expectation  of  my  recovery  from  ex- 
treme physical  or  mental  disability.  . . . 

I direct  that  I be  allowed  to  die  and  not  be  kept  alive  by  artificial 
means  and  heroic  measures.  I ask  that  medication  be  mercifully 
administered  to  me  for  terminal  suffering  even  though  this  may 
shorten  my  remaining  life. 

1 hope  that  you  who  care  for  me  will  feel  morally  bound  to  act 
in  accordance  with  this  urgent  request.”’ 

Advance  directives  do  not  have  to  be  confined  to 
decisions  to  forego  life-sustaining  treatments  but  may 
be  drafted  for  use  in  any  health  care  situation  in  which 
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people  anticipate  they  will  lack  capacity  to  make  the 
decision  for  themselves.  Often  a proxy  directive  is 
issued  which  specifies  the  person  a patient  wants  to 
make  such  a decision  if  the  patient  is  unable  to  do  so. 
For  these  documents  to  be  of  any  use,  people  must  be 
encouraged  to  use  them  and  health  care  professionals 
should  respect  and  abide  by  them  whenever  reasonably 
possible.  The  Alabama  Natural  Death  Act  allows  a 
physician  to  use  the  “living  will”  if  made  by  a patient 
when  fully  competent. 

Do  Not  Resuscitate 

The  next  issue  to  be  discussed  is  Do  Not  Resuscitate 
Decisions  for  hospitalized  patients.  Pioneering  policies 
on  “No  Code”  orders  were  published  by  several  hos- 
pitals in  1976.*  The  policies  have  been  recognized  by 
professional  organizations  and  all  hospitals  have  now 
developed  their  own  directives  and  are  continuing  to 
stream-line  procedures. 

The  UAB  Hospital  Policy  for  administering  cardi- 
opulmonary resuscitation  takes  into  account  that  it  is 
the  purpose  of  the  hospital  and  staff  to  act  to  preserve 
the  life  of  all  patients.  Hospital  personnel  should  re- 
spect the  competent  patients  informed  acceptance  or 
rejection  of  of  treatment.  It  must  be  recognized  that 
in  some  cases,  using  extraordinary  measures  on  a pa- 
tient irreversibly  and  irreparably  terminally  ill  whose 
death  is  imminent  would  be  medically  unsound  and 
not  justified.  A physician  must  recognize  that  a “do 
not  resuscitate”  policy  should  not  allow  them  to  act 
immorally  or  medically  improper,  and  policies  and 
procedures  should  be  clearly  understood  by  the  patient 
so  treatment  will  be  consistent  and  in  accord  with  their 
wishes. 

Important  for  these  policies  is  the  definition  of  Do 
Not  Resuscitate.  “In  the  event  of  an  acute  cardiac  or 
respiratory  arrest,  no  cardiopulmonary  resuscitative 
measures  are  initiated.”^  These  measures  include  ef- 
forts to  restore  the  natural  cardiac  and  respiratory  func- 
tions with  external  cardiac  massage  and  ventilation  and 
actions  to  correct  acid-base  and  electrolyte  imbalances. 
They  do  not  include  initiation  of  long  term  life-support 
techniques. 

If  a patient  is  competent,  the  relevant  facts  are  dis- 
cussed with  him  and  his  decision  is  final.  If  the  patient 
is  incompetent  as,  for  example,  in  unconscious  pa- 
tients, those  not  competent  to  make  rational  decisions 
or  patients  under  the  age  of  19  unless  married,  then 
the  appropriate  family  member  is  sought.  This  family 
member  is  determined  in  the  following  order;  his/her 
spouse  of  any  age,  the  children  of  the  patient  19  or 
older,  the  parents  of  the  patient,  the  brothers  or  sisters 
of  the  patient  over  19  years  old  and  any  other  next  of 
kin  19  years  or  older. 

Guidelines  include  that  a comprehensive  evaluation 
of  the  patient’s  medical  condition  is  performed  plus 
any  consultations  or  second  opinions.  The  Do  Not 


Resuscitate  orders  are  compatible  with  maximum  ther- 
apeutic care  and  the  mental  and  physical  comfort  of 
the  patient  must  be  considered  at  all  times.  This  order 
must  be  re-assessed  at  reasonable  intervals  to  make 
sure  that  the  patient  has  not  changed  his  mind.  The 
patient  may  verbally  request  change  or  if  facts  are 
shown  to  be  wrong  or  change,  any  physician  or  li- 
censed nurse  may  discontinue  the  DNR  orders  until 
the  facts  can  be  re-evaluated.  Chart  documentation  is 
important  in  the  progress  notes  as  well  as  the  order 
sheet. 

Removal  of  Artificial  Nutrition 

What  about  the  decision  to  withhold  or  withdraw 
artificial  nutrition  or  hydration?  Ethical  and  legal  dis- 
cussions of  this  issue  are  currently  being  pursued  in- 
tensively and  are  receiving  national  attention.  Recently 
a new  alternative  has  emerged.  Appellate  courts  in 
three  states  have  now  ruled  on  this  issue  and  have 
found  no  legal  difference  between  artificial  feeding  and 
other  medical  treatment.  The  competent  patient  can 
refuse  treatment  including  artificial  feeding.  Also  the 
courts  have  ruled  that  under  the  appropriate  circum- 
stances, a family  or  guardian  may  order  the  termination 
of  artificial  feeding  on  behalf  of  the  patient. 

Note  this  is  very  different  from  the  view  in  1984 
concerning  the  case  of  Elizabeth  Bouvia.  Elizabeth 
Bouvia  was  a 27  year  old  woman  with  severe  cerebral 
palsy.  She  had  virtually  no  motor  functions  in  any  of 
her  limbs  and  other  skeletal  muscles.  She  retained 
limited  control  over  the  movement  of  her  right  hand 
which  was  sufficient  to  operate  an  electrically  powered 
wheel  chair.  She  had  enough  facial  control  to  eat  when 
someone  fed  her. 

Elizabeth  had  completed  a BS  in  social  work,  had 
been  married  for  one  year,  and  was  living  independ- 
ently. Then  her  husband  left  her,  she  dropped  out  of 
school,  and  the  state  stopped  her  assistance  for  trans- 
portation. She  was  voluntarily  admitted  to  Riverside 
General  Hospital  for  psychiatric  help  due  to  suicidal 
ideation.  She  wanted  to  be  left  alone  and  starve  to 
death  and  she  had  attempted  suicide  before.  The  case 
went  to  court  and  it  was  decided  that  the  hospital  did 
not  have  to  stop  feeding  Ms.  Bouvia  because  of  the 
effect  on  the  hospital  staff,  and  more  importantly  the 
devastating  effect  of  other  physically  handicapped  per- 
sons with  similar  problems.  Also,  Ms.  Bouvia  was  not 
considered  terminal,  she  still  had  a life  expectancy  of 
15-20  years.  The  court,  however,  did  recognize  that 
she  was  competent  and  that  her  decision  was  sincere, 
stemming  from  physical  disability  and  dependency  on 
others. 

Compare  this  to  the  case  of  Claire  C.  Conroy.  Claire 
Conroy  was  an  85  year  old  woman  with  irreversible 
physical  and  mental  problems  including  arterioscle- 
rotic heart  disease,  hypertension,  and  diabetes.  She 
could  not  move  or  speak  and  responded  only  by  gri- 
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macing  or  smiling  in  response  to  certain  stimuli.  She 
was  essentially  unaware  of  her  environment,  had  no 
control  over  excretory  functions  and  was  on  nasogas- 
tric feedings.  She  was  not  brain  dead  or  in  a coma. 
She  had  no  living  relatives  except  a nephew  who  had 
earlier  opposed  any  effort  to  end  life  support  and  had 
nothing  to  gain  from  her  death.  He  later  petitioned  to 
remove  the  NG  tube,  the  physician  in  charge  was  op- 
posed, the  case  went  to  trial  and  finally  ended  up  in 
the  state  supreme  court.  Meanwhile,  the  patient  had 
died. 

The  New  Jersey  Supreme  Court  ruled  that  Ms.  Con- 
roy’s feeding  could  have  been  terminated.  Interest- 
ingly, this  is  the  same  court  that  allowed  removal  of 
Karen  Ann  Quinlan  from  the  respirator  10  years  ago. 
The  court  established  three  tests  under  which  an  elderly 
nursing  home  patient  like  Ms.  Conroy  need  not  be 
given  feeding  and  other  life  support.  The  “subjective 
standard  test’’  is  used  when  the  wish  of  the  patient  is 
known,  as  for  example  through  a “living  will.’’  The 
“limited  objective  test’’  allows  life-sustaining  treat- 
ment to  be  withdrawn  if  there  is  some  trustworthy 
evidence  that  the  patient  would  refuse  the  treatment. 
Finally,  the  “pure  objective  test’’  is  when  there  is  no 
evidence  for  what  the  patient  would  want  but  the  state 
finds  that  the  net  burdens  of  continuing  the  patient’s 
life  clearly  outweigh  the  benefits  and  that  recurring 
severe  pain  would  make  life-sustaining  treatment  in- 
humane.'' This  and  similar  decisions  are  now  being 
tested  in  other  courts  around  the  country. 

Baby  Doe  Regulations 

A closely  related  issue  to  those  already  discussed, 
has  been  the  struggle  over  the  Baby  Doe  cases  and  the 
federal  regulations  stimulated  by  them.  These  cases 
touch  one  of  the  most  sensitive  medical  issues  facing 
our  society,  that  is  what  sort  of  life-sustaining  treat- 
ment should  be  given  to  preserve  the  lives  of  mentally 
or  physically  defective  newborns? 

On  April  15,  1985,  the  Department  of  Health  and 
Human  Services  published  its  final  rule  for  the  Child 
Abuse  and  Neglect  Prevention  and  Treatment  Pro- 
gram. Under  these  terms  the  physician  is  required  to 
provide  newborns  with;  “treatment  which,  in  the  treat- 
ing physician’s  reasonable  medical  judgement,  will 
most  likely  be  effective  in  ameliorating  or  correcting 
all  (life-threatening)  conditions.’’'^ 

Appropriate  hydration,  nutrition  and  medicine  must 
always  be  given,  however  other  treatment  may  be  dis- 
continued in  the  following  medical  situations:  1)  the 
patient  is  chronically  and  irreversibly  comatose,  2)  the 
provision  that  such  treatment  would  only  prolong  dying 
and  not  be  effective  in  correcting  all  the  infant’s  life- 
threatening  problems,  3)  the  provision  that  such  treat- 
ment would  be  futile  and  the  treatment  itself  is  inhu- 
mane. 

This  Department  of  Health  and  Human  Services  fi- 


nal rule  provides  the  current  legal  framework  for  de- 
cisions about  newborn  care.  However,  the  ethical  debate 
about  this  topic  is  likely  to  continue,  and  may  have 
future  impact  on  the  law. 

In  summary,  I have  covered  briefly  some  of  the 
medico-legal  aspects  of  termination  of  life-sustaining 
treatment  including  the  criteria  for  brain  death,  legality 
of  the  living  will.  Do  Not  Resuscitate  decisions  and 
withdrawing  nutrition  and  hydration,  and  finally  the 
Baby  Doe  issues.  The  main  theme  to  me  throughout 
all  these  issues  is  that  the  patient  has  a right  to  decide 
and  that  we  as  physicians  need  to  help  guide  these 
patients  in  their  choices.  We  need  also  to  support  these 
decisions  to  the  best  of  our  abilities. 
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“High 

blood  pressure 
should  be  a 
red  flag  to 
screen  for 
cholesterol...”' 


Wyeth  Laboratories 

■■  1 Philadelphia.  PA  19101 
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If  your  patients  have  hypertension,  they 
probably  have  high  cholesterol  too. 


The  Framingham  Heart  Study^  showed  that 
over  two  thirds  of  the  35  and  older  population 
in  that  study  with  systolic  blood  pressures 
over  145  mmHg  also  had  serum  cholesterol 
levels  of  225  mg/dL  or  more,  and  46%  had 
levels  above  250  mg/dL 
While  many  clinical  laboratories  still 
report  250  mg/dL  as  “normal”  cholesterol, 
the  NIH  Consensus  Development  Conference 
Statement  on  Cholesterol  and  Heart  Disease^ 
stated  that  any  level  above  220  mg/dL  is 
associated  with  a significantly  increased 
risk  of  coronary  heart  disease. 


You  need  to  know,  because  high 
cholesterol  parallels  high  blood 
pressure  as  a CHD  risk  factor. 


Epidemiological  studies  and  large-scale 
prevention  trials  have  indicated  that  as  with 
blood  pressure,  serum  cholesterol  levels 
are  proportionately  related  to  CHD  risk. 


P 

Specifically,  “...for  every  10  mmHg  rise 
in  pressure,  there  appears  to  be  about  a 30% 
rise  in  cardiovascular  risk.”"'  “...for  every  one 
percent  you  go  up  the  American  cholesterol 
scale,  your  subsequent  rate  of  heart  attack 
rises  two  to  three  percent.”^ 

And  although  the  specific  impact  on  CHD 
has  not  been  determined,  we  know  that  many 
of  the  principal  agents  used  to  lower  blood 
pressure  actually  increase  cholesterol. 


While  Wytensin  is  not  a cholesterol-lowering 
agent  and  is  not  indicated  for  the  treatment 
of  hyperlipidemia,  in  controlled  clinical  trials® 
it  caused  a slight,  sustained  decrease  in  total 
cholesterol  without  reducing  the  HDL  fraction 
or  altering  serum  triglycerides. 

At  the  same  time,  Wytensin  lowered  blood 
pressure  as  effectively  as  hydrochlorothiazide, 
propranolol,  clonidine  or  methyidopa. 
Drowsiness  and/or  dry  mouth,  the  most  fre- 
quent side  effects  noted  with  Wytensin, 
usually  diminish  or  disappear  over  time.  In 
fact,  in  double-blind  studies  to  date,  dis- 
continuance of  therapy  for  all  side  effects 
occurred  in  about  13%  of  patients. 
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Before  prescribing,  coosuii  the  complete  package  circular, 
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do  not  become  drowsy  or  dizzy  Warn  patients  that  tolerance  for  alcohol  and  other 
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6 
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Ml  . I think  I have 
lumbago. 

2.  I’m  type  Z 
negative. 

3.  I’m  on  the 
grapefruit  diet. 

4.1  gave  six 
months  ago. 

5.1  just  got  back 
from  Monaco. 

6. The  lines  are 
thirteen  blocks 
long. 

7.  My  mother  won’t 
let  me. 

8.1  didn’t  sign  up. 

9. I’m  going  out 

of  town. 

10.  Asthma  runs  in 
my  family. 

1 1 . 1  forgot  to  eat 
this  morning. 

12.  I’m  allergic 
flowering 
magnolia. 


Each  one’s  a doozy, 
but  we’re  hoping  you 
won’t  use  any  of  them. 
Give  blood  through  the 
American  Red  Cross. 
Please,  don’t  chicken  out. 

EXCUSES  DON’T  SAVE  LIVES. 
BLOOD  DOES. 


American 
Red  Cross 
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For  faster  claims  payment, 
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And  a terminal  in  your  office  that  con^ 
nects  you  to  Blue  Cross  and  Blue  Shield 
of  Alabama.  Your  claims  are  processed 
faster  and  more  efficiently  for  a better 
cash  flow.  There’s  nothing  to  sort,  sign 
or  mail.  Just  type  your  claims  into  the 
terminal.  Blue  Cross  and  Blue  Shield 
computer  claims  service  is  dependable, 
easy,  and  cost  effective.  Find  out  more 
about  Blue  Cross  and  Blue  Shield  daily 
computer  claims  service.  In  Birmingham, 
call  988'2588.  Or  write  us  at  Provider 
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The  Effects  of  DRGs  on  the 
Pattern  of  Admission  of 
Medicare  Patients 

J.  Massey,  MBA,  D.  Barber,  S.  el-Dean,  M.D.,  and  D.  Gamer,  Ph.D.* 


Abstract 

The  purpose  of  this  study  is  to  examine  the 
effects  of  the  new  DRG  system  on  the  admis- 
sion pattern  of  the  three  most  frequent  diag- 
noses that  occur  among  the  male  and  female 
Medicare  population  of  a community  hospital. 
They  were  analyzed  using  the  T-test  by  age, 
sex  and  length  of  stay  of  the  patients  one  year 
before  and  one  year  after  its  implementation. 
The  data  was  collected  manually  from  the  med- 
ical records  department  in  this  hospital.  The 
study  showed  that  there  is  a consistent  increase 
among  the  mean  ages  of  both  male  and  female 
patients  in  all  three  most  frequently  occurring 
diagnoses  except  for  females  with  back  prob- 
lems. On  the  other  hand,  the  mean  length  of 
stay  revealed  no  consistent  pattern  among  the 
male  and  female  patients. 

CONCLUSIONS:  There  is  a consistent  in- 
crease among  the  mean  ages  of  both  male  and 
female  patients  in  all  three  most  frequently 
occurring  diagnoses.  The  mean  length  of  stay 
revealed  no  consistent  pattern  among  the  male 
and  female  patients. 

’Department  of  Health  Care  Administration,  University  of  Mississippi 


KEY  WORDS:  Medicare  patients,  Heart  Fail- 
ure and  Shock,  Esophagitis  and  Gastroenter- 
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Introduction 

Since  the  development  of  government  reimburse- 
ment programs  for  health  care  services  in  1965, 
the  cost  of  medical  care  has  increased  tremendously 
every  year  from  that  point  on  in  comparison  to  other 
sectors. 

The  two  governmental  programs,  Medicare  and 
Medicaid,  have  grown  at  rates  unequal  to  most  sectors 
of  the  economy.  During  the  decade  of  the  70s,  these 
expenditures  consumed  an  ever-increasing  proportion 
of  the  U.S.  gross  national  product.  The  International 
Health  Services,  Ltd.,  reported  in  October  of  1983 
that  these  figures  were  7.5%  in  1970  and  9.4%  in 
1980.' 

The  U.S.  government  repeatedly  expressed  concern 
over  rising  health  care  costs.  Projections  made  by  the 
Health  Care  Financing  Administration  indicated  that 
in  1965,  health  care  costs  were  $37.4  billion  and  $228.3 
billion  in  1980.'  The  Medicare  budget  alone  was  nearly 
$35  billion  in  1980  reported  by  International  Health 
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Services,  Ltd.'  If  this  historic  growth  pattern  were 
allowed  to  continue,  75  billion  dollars  would  be  spent 
in  1985.  This  was  deemed  to  be  unacceptable  by  the 
government. 

The  hospital  industries’  and  physicians’  eagerness 
to  expand  their  financial  resources  and  to  increase  the 
quality  of  medical  care  are  directly  related  to  the  high 
cost  of  health  care.^  It  is  believed  by  some  consumers 
and  providers  of  health  care  that  this  high  cost  could 
be  contained  if  hospitals  and  physicians  would  be  more 
cost  efficient  in  providing  services.  In  the  past,  hos- 
pitals and  physicians  were  reimbursed  by  Medicare 
retrospectively.  This  left  the  system  open  to  abuse. 
That  is,  a hospital  and/or  a physician  could  provide 
services  sometimes  unnecessarily  and  expected  to  be 
reimbursed  based  on  actual  costs. 

The  government,  concerned  about  this  increase  in 
the  Medicare  budget  which  represented  nearly  41%  of 
hospital  revenues  in  1983  according  to  research  by 
International  Health  Services,  Ltd.,  introduced  a pro- 
spective payment  plan  called  DRGs  (Diagnosis  Re- 
lated Groups).'  This  nationwide  prospective  payment 
system  for  Medicare  went  into  effect  on  October  1, 
1983. 

Prospective  as  opposed  to  the  retrospective  payment 
sets  in  advance  the  revenue  the  hospital  will  be  reim- 
bursed for  treating  patients  for  each  diagnosis.  This  is 
an  established  fee  that  does  not  depend  on  how  long 
the  patient  remains  in  the  hospital.  The  new  system 
could  put  the  hospital  at  risk  financially  which  in  turn 
gives  the  hospital  an  incentive  to  ensure  cost  effec- 
tiveness. 

This  prospective  payment  plan  was  started  in  New 
Jersey  in  1980.^  New  Jersey,  as  other  states  was  con- 
cerned about  the  high  cost  of  medical  care.  New  Jersey 
included  Medicare,  Medicaid,  Blue  Cross,  Commer- 
cial Insurance  and  Self  Pay  under  the  prospective  pay- 
ment system.  Later,  on  October  1,  1983,  the  federal 
government  made  a decision  to  implement  a national 
prospective  payment  system  modeled  after  New  Jer- 
sey’s for  all  Medicare  inpatient  services.  This  pro- 
spective payment  system  is  commonly  referred  to  as 
DRG’s. 

The  DRG’s  system  is  basically  a classification  sys- 
tem which  distributes  all  medical  diagnosis  and  pro- 
cedures into  465  different  categories.''  All  hospital 
patients  assigned  to  the  same  DRG  represent  a ho- 
mogeneous group,  they  are  similar  not  only  in  terms 
of  the  broad  clinical  description  of  their  illness,  but 
also  in  terms  of  their  length  of  stay  in  the  hospital,  the 
resources  they  consume  and  the  cost  of  their  treat- 
ment.* 

A major  objective  of  the  new  system  is  to  control 
cost.  Since  the  rates  are  prospectively  determined, 
providers  either  sustain  a loss  or  enjoy  a profit  de- 
pending on  the  relationship  between  their  actual  costs 
and  the  standard  costs.* 


TABLE  1 

THE  MEAN  OF  AGE  AND  LENGTH  OF  THE  STAY  OF 
THE  HEART  FAILURE  AND  SHOCK  OF  MALE  AND 
FEMALE  PATIENTS,  BEFORE  AND  AFTER  THE 
IMPLEMENTATION  OF  DRGS,  1982  AND  1983 


Means  of  Age  Means  of  Lengths  of  Stay 

Males  Females  Males  Females 


1982 

1983 

1982 

1983 

1982 

1983 

1982 

1983 

X 

67.7 

75.6 

73.9 

78.6 

6.4 

8.1 

8.0 

7.6 

SD 

21.2 

9.6 

9.8 

7.3 

3.1 

6.2 

8.5 

10.1 

n 

40 

35 

36 

39 

40 

35 

36 

39 

t 

-2.02 

-2.235 

-1.530 

.178 

P 

.04 

.02 

.13 

.86 

The  new  method  of  financing  the  use  of  service  by 
Medicare  beneficiaries  might  reduce  hospital  costs  or 
the  rate  at  which  these  expenses  have  increased.'^  This 
prospective  payment  plan  will  be  phased  in  over  a 
three-year  transition  period.  From  the  fourth  year  on, 
rates  will  be  based  on  national  payment  averages.  Dur- 
ing the  three  year  transition,  a hospital’s  DRG  payment 
rate  will  be  derived  from  varying  combinations  of  its 
own  costs  in  a base,  regional  payment  averages,  and 
national  payment  averages.* 

The  new  plan  does  allow  flexibility  for  an  extreme 
diagnosis  and/or  severe  illness.  These  additional  pay- 
ments will  be  made  for  discharge  patients  said  to  be 
“outliers,”  that  is,  patients  with  unusually  long  or 
extremely  costly  stays  for  a particular  DRG. 

The  DRG  reimbursement  incentives  to  admit  more 
patients  and  shorten  their  length  of  stay  has  encouraged 
vertical  and  horizontal  integration  strategies.^  The  hos- 
pital’s objective  is  to  gain  more  control  over  patient 
sources  to  assume  the  highest  number  of  admissions 
and  to  gain  more  control  over  post-acute  care  place- 
ment alternatives  to  facilitate  early  discharge. 

These  incentives  created  by  DRG’s  to  increase  ad- 
missions and  promote  less  costly  medical  care,  high- 
light the  necessity  of  involving  more  physicians  in 
strategic  planning.'^ 

The  only  relevant  article  in  the  literature  is  written 
by  Berki.^  He  discussed  the  ICDA-8  Diagnosis-Re- 
lated Groups.  Hospital  reimbursement  on  the  basis  of 
treated  cases  requires  a system  for  accurately  identi- 
fying case  categories. 

This  study  attempts  to  observe  some  of  the  effects 
that  DRGs  have  had  on  a 150  bed  not  for  profit  com- 
munity hospital.  Specifically,  we  are  studying  the  ef- 
fects on  admission,  i.e.,  age,  sex  and  length  of  stay 
for  three  of  the  most  frequently  occurring  DRG’s.  We 
studied  the  effects  that  have  occurred  during  one  year 
before  and  one  year  after  implementation  of  the  new 
DRG’s  system. 
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Methodology 

A 150  bed  community  hospital  was  used  as  the 
source  of  data  for  this  study.  The  hospital  is  a non- 
profit general  medical-surgical  facility  with  a primary 
service  area  of  40,000  people  and  secondary  service 
area  of  approximately  93,000. 

The  three  DRG’s  used  in  the  study  were  the  three 
most  frequently  occuring  diagnosis  admitted  to  this 
hospital  the  year  before  and  the  year  after  its  imple- 
mentation in  October  of  1983.  The  data  was  retrieved 
manually  from  the  medical  record  department. 

The  three  most  frequently  occuring  DRG’s  were: 
Heart  Failure  and  Shock;  Esophagitis,  Gastroenteritis, 
and  Miscellaneous  Digestive  Disease;  and  Medical 
Back  Problems. 

The  variables  analyzed  included  age,  sex  and  length 
of  stay  for  each  diagnosis.  The  mean,  standard  devia- 
tion, number  of  patients,  and  t-test  were  analyzed  for 
each  DRG  category  in  the  studied  years.  Also,  within 
each  DRG  category,  age,  sex  and  length  of  stay  were 
analyzed  by  the  t-test  variables.  The  SAS  Statistical 
Package  was  used  to  get  a simple  frequency  distri- 
bution.'® The  t-test  procedure  was  used  to  test  for  a 
significant  relationship  between  variables  in  these  two 
years.  The  significant  level  was  set  at  P 0.05  for  all 
tests. 

Results 

Table  I shows  the  mean  of  age  and  length  of  stay 
of  male  and  female  Medicare  population  with  heart 
failure  and  shock.  The  mean  age  of  males  increased 
from  67.7  years  in  1982  to  75.6  years  in  1983.  This 
is  an  increase  of  7.9  years  among  male  patients  after 
the  implementation  of  DRGs.  The  mean  age  of  females 
increased  from  73.9  years  in  1982  to  78.6  years  in 
1983.  This  is  an  increase  of  4.7  years  among  female 
patients  after  the  implementation  of  DRGs.  This  data 
shows  that  this  increase  in  the  age  among  both  male 
and  female  patients  is  significant.  The  mean  length  of 
stay  increased  from  6.4  days  in  1982  to  8.1  days  in 
1983  among  males  but  decreased  from  8.0  days  to  7.6 
days  among  females  during  the  same  period. 

Table  II  shows  the  mean  age  and  length  of  stay  of 
male  and  female  Medicare  population  with  esopha- 
gitis, gastritis  and  miscellaneous  digestive  diseases. 
The  mean  age  of  males  increased  from  71.6  years  in 
1982  to  72.5  years  in  1983,  0.9  year  increase  after  the 
implementation  of  DRGs.  During  this  same  period, 
the  mean  age  of  females  increased  from  72.4  years  in 
1982  to  73.2  years  in  1983  represents  0.8  year  in- 
crease. The  mean  length  of  stay  increased  from  4.7 
days  in  1982  to  5.8  days  in  1983  for  males,  increase 
of  1.1  days  after  the  new  DRG  system  was  imple- 
mented. At  the  same  time,  the  mean  length  of  stay 
decreased  from  5.8  days  in  1982  to  5.3  days  in  1983 
for  the  female  Medicare  population,  decline  of  0.5 
days. 


TABLE  2 

THE  MEAN  OF  AGE  AND  LENGTH  OF  STAY 
OF  THE  ESOPHAGITIS,  GASTROENTERITIS  AND 
MISCELLANEOUS  DIGESTIVE  DISEASE  OF  MALE 
AND  FEMALE  PATIENTS  BEFORE  AND  AFTER 
THE  IMPLEMENTATION  OF  DRGs,  1982  AND  1983. 


Means  of  Age  Means  of  Length  of  Stay 

Males  Females  Males  Females 


1982 

1983 

1982 

1983 

1982 

1983 

1982 

1983 

X 

71.6 

72.5 

72.4 

73.2 

4.7 

5.8 

5.8 

5.3 

SD 

9.5 

8.1 

11.8 

8.8 

3.5 

3.9 

4.3 

5.0 

n 

59 

25 

77 

71 

59 

25 

77 

71 

t 

- 

.40 

- 

.48 

- 

1.31 

.61 

P 

.69 

.63 

.19 

.54 

Table  III  shows  the  mean  age  and  length  of  stay 
among  the  male  and  female  Medicare  population  with 
medical  back  problems.  The  mean  age  of  males  in- 
creased from  67.5  years  in  1982  to  75. 1 years  in  1983, 
an  increase  of  7.6  years  after  the  implementation  of 
DRGs,  p .03.  Unlike  the  male  patients,  the  mean  age 
of  females  decreased  from  74.3  years  in  1982  to  73.1 
years  in  1983,  a 1.2  year  decline.  The  mean  length  of 
stay  increased  from  5.5  days  in  1982  to  5.8  days  in 
1983  for  the  male  population,  an  increase  of  0.3  days 
after  the  implementation  of  DRGs.  The  mean  length 
of  stay  for  females  decreased  from  8.6  days  in  1982 
to  7.3  days  in  1983,  a decline  of  1.3  days. 

TABLE  3 

THE  MEAN  AGE  AND  LENGTH  OF  STAY  OF  THE 
MEDICAL  BACK  PROBLEMS  OF  MALE  AND  FEMALE 
PATIENTS  BEFORE  AND  AFTER  THE 
IMPLEMENTATION  OF  DRGs,  1982  AND  1983. 


Means  of  Age  Means  of  Length  of  Stay 

Males  Females  Males  Females 


1982 

1983 

1982 

1983 

1982 

1983 

1982 

1983 

X 

67.5 

75.1 

74.3 

73.1 

5.5 

5.8 

8.6 

7.3 

SD 

8.8 

7.6 

7.7 

8.5 

2.1 

2.5 

8.2 

6.1 

n 

13 

12 

31 

25 

13 

12 

31 

25 

t 

-2.3 

.55 

- 

.31 

.66 

P 

.03 

.58 

.76 

.51 

Discussion 

In  the  male  patients,  the  DRG  category  Heart  Failure 
and  Shock  and  Medical  Back  Problems  showed  a sig- 
nificant relationship  among  the  mean  ages  of  1982  and 
1983.  Heart  Failure  and  Shock  revealed  a mean  age 
of  67.7  and  75.6  for  the  years  1982  and  1983,  re- 
spectively. This  is  an  increase  of  7.9  years  after  the 
DRG  system  was  implemented,  p .04.  During  the  same 
period,  the  mean  age  for  the  DRG  Medical  Back  Prob- 
lems increased  from  67.5  years  to  75. 1 years  for  1982 
and  1983,  respectively,  p .03. 

For  females,  only  the  DRG  Heart  Failure  and  Shock 
indicated  a significant  relationship  with  the  variable 
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age.  The  mean  age  was  73.9  years  for  1982  and  78.6 
years  for  1983.  This  was  an  increase  of  4.7  years  after 
the  implementation  of  the  new  DRG  system,  p .02. 

This  data  indicates  that  the  development  of  the  new 
DRG  system  has  had  some  effect  on  the  pattern  of  age 
one  year  after  its  implementation,  i.e.,  increase  the 
mean  age  of  admitted  patients  in  all  three  most  fre- 
quently occuring  diagnosis  in  both  male  and  female 
patients  except  for  women  with  back  problems. 

Our  findings  show  the  overall  mean  of  the  length 
of  stay  increased  among  male  patients  and  decreased 
among  female  patients  in  each  DRG  category.  These 
data  indicate  a possibility  that  the  hospital  is  admitting 
more  older  patients  with  severe  illnesses  among  the 
Medicare  population.  This  also  indicates  that  the  new 
DRG’s  system  may  cause  hospitals  to  be  more  cost 
efficient  by  reducing  unnecessary  admissions  to  max- 
imize cost  effectiveness. 

In  conclusion,  this  study  shows  that  there  is  a con- 
sistent increase  in  age  among  both  male  and  female 
patients  in  all  three  most  frequently  occuring  diagnosis 
i.e.,  an  increase  in  the  mean  age  of  admissions  except 
in  females  with  back  problems.  On  the  other  hand,  for 
the  mean  length  of  stay  there  is  no  consistent  pattern 
among  both  male  and  female  patients,  i.e.,  the  mean 
length  of  stay  of  males  increased  in  all  three  diagnosis 
and  decreased  in  all  three  diagnosis  among  women. 
No  relevant  study  about  this  issue  in  the  literature  could 
be  found.  So  similar  study  needs  to  be  conducted  in 
the  future  to  confirm  these  findings  of  the  change  in 
the  age  of  admissions  and  to  explore  the  length  of  stay 
by  larger  sample  size  and  extend  the  period  of  study 
for  more  than  one  year  before  and  after  the  imple- 
mentation of  the  new  DRG  system. 
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Views  on  Paranoia 

Charles  H.  Smith,  M.D. 


Abstract 

The  paranoid  individual  is  discussed  in  terms 
of  his  primary  defense  mechanism  and  later 
refinements.  A conscious  effort  is  made  to  avoid 
analytic  terminology  in  favor  of  a practical  ap- 
proach to  paranoid  disorders,  possibly  of  use 
to  physicians  in  all  fields  of  medicine  and  to 
resident  physicians  in  training.  The  genesis  and 
development  of  the  Paranoid  are  discussed. 
Differences  in  the  Paranoid  and  the  Paranoid 
Schizophrenic  are  considered.  Several  aspects 
of  treatment  are  reviewed. 


There  are  possibly  few  assertions  one  can  make  in 
medicine  with  reasonable  assurance  of  immunity 
to  well  informed  contradiction.  If  such  immunity  can 
be  enjoyed,  the  Paranoid  provides  opportunity.  Few 
will  dispute  the  observation  that  the  primary  defense 
mechanism  operant  in  paranoia  is  that  of  projection. 
In  the  absence  of  projection,  paranoia  does  not  exist. 
Projection  is  the  hallmark,  the  sine  qua  non  of  the 
Paranoid.  This  is  not  at  all  to  say  that  the  Paranoid 


has  no  other  mechanisms  available  and  usable.  Nor  is 
it  to  say  that  projection  is  exclusively  the  property  of 
the  paranoid  individual.  To  the  contrary,  projection 
may  be  a fairly  common  element  of  the  psychopath- 
ology of  everyday  life  and,  space  permitting,  will  be 
discussed  later  or  along  the  way. 

Creation  of  the  Paranoid 

We  would  not  wish  to  discount  the  theories  of  such 
lay  analysts  as  Melanie  Klein,  dealing  with  paranoid 
schizoid  position  as  prerequisite  to  arrival  at  depressive 
position  in  infancy  and  so  on.  But  we  are  free  to 
circumvent  and  speculate  along  hopefully  more  viable 
avenues. 

The  potential  Paranoid  requires  a teacher  or  teach- 
ers. More  often  than  not,  they  will  be  parent/parents, 
foster  parent,  significant  relatives  or  others  in  intimate 
relationship. 

The  teacher  does  not  simply  say  “go  forth  and  be 
paranoid.”  Very  much  in  opposite  fashion,  the  bud- 
ding Paranoid  is  taught,  not  simply  humility  but  hu- 
miliation. He  is  apt  to  be  the  recipient  of  lengthy 
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discourse  upon  the  exquisite  degree  of  his  lack  of  worth. 
The  soon  to  be  Paranoid  is  not  the  subject  of  a single 
parental/teacher  lecture.  His/her  lack  of  worth  is  a 
recurrent  theme,  repeated,  repeated  and  repeated  until 
the  (by  this  time)  older  child,  adolescent  or  young  adult 
has  got  to  create  a means  of  self-preservation  or  perish. 
What  better  means  than  projection?  Was  he  taught 
projection?  Not  precisely,  but  left  with  scant  alterna- 
tive. Was  he  “scapegoated”?  Probably.  Do  Paranoids 
beget  Paranoids  or  at  least  create  them?  Likely.  Given 
Paranoids  reproducing  or  recreating  in  their  own  im- 
age, will  the  world  eventually  be  largely  populated  by 
Paranoids?  No,  our  world  has  endured  Caesar,  Na- 
poleon, Stalin,  Hitler  and  has  to  this  point  survived; 
the  too  powerful  Paranoid  tends  to  self  destruct,  albeit 
not  before  destroying  others. 

The  Maturing  Paranoid 

This  puzzling  person  has,  of  necessity,  in  the  interest 
of  his  own  survival,  developed  a need  for  suspicion 
and  distrust  in  others.  This  need  is  demanding  of  re- 
inforcement. “I  cannot  trust  him/her/them  because  they 
are  persons  who  intend  to  do  me  harm.”  The  enemy 
gives  himself  away  through  malicious  glances,  per- 
ceived slips  of  the  tongue,  muted  use  of  demeaning 
remarks  or  in  any  number  of  ways.  The  maturing,  but 
not  yet  mature.  Paranoid  may  be  a dangerous  person. 
A situation  of  “I  must  get  him  before  he  gets  me” 
has  potential  for  development.  The  Paranoid  projects 


not  only  feelings  of  anger  but  of  other  basic  drives, 
e.g.,  heterosexual  or  homosexual  urgings.  The  not  yet 
mature  Paranoid  is  dangerous  precisely  because  he  has 
not  yet  sharpened  his  concepts  of  projection.  The  “him 
before  me”  principle  of  survival  is  very  present  for 
lack  of  choice,  but  in  infantile  form,  not  as  yet  refined 
by  intellectualization  or  rationalization.  The  fledgling 
paranoid  may  then  attempt  to  murder  Pontiff  or  Com- 
mander-In-Chief.  Clumsy,  he  will  probably  be  unsuc- 
cessful. Infantile,  he  will  define  his  intention  as 
obedience  to  Divine  Power,  preservation  of  anarchy 
or  defense  of  rock  and  roll.  He  cannot  be  tried  by  a 
jury  of  his  peers  because  his  jury  will  include  no  peers, 
at  least  none  of  his  own  precise  level  of  immaturity. 
He  is  protected  by  his  childishness  or  fuzzy  faced, 
gangly  adolescence.  He  may  be  judged  insane  because 
he  is  seen  as  irrational  and  lacking  in  meaningful  pur- 
pose. He  is  not  irrational,  he  is  lacking  in  the  art  of 
rationalization.  If  he  is  not  lacking  in  financial  lar- 
gesse, this  too,  is  helpful.  But  he  can  discern  right 
from  wrong  and  in  his  often  vague  way  will  acknowl- 
edge his  recognition.  He  is  deserving  of  any  maximal 
penalty  allowable.  This  is  true  not  simply  because  he 
is  guilty,  but  because  his  fate  is  being  monitored  by 
true  or  potentially  true  peers  in  the  courtroom  or  in 
news  media.  Success  at  any  maturation  level  breeds 
success  and  observation  of  success  will  embolden  his 
clones  to  similar  excesses. 

It  remains  a precept  of  paranoia  that  the  illness  needs. 
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and  thrives  upon,  reinforcement  of  distrust.  As  para- 
noia grows  and  thrives  upon  success,  the  Paranoid  will 
be  less  in  need  of  cues  to  reinforce  his  distrust  of 
others. 

Viewed  in  terms  of  treatment  potential,  the  acne- 
form  Paranoid  is  possibly  most  fortunate  if  he  gets  into 
a “little  trouble,”  hit  and  run,  drunk  and  disorderly 
or  the  like  and  is  judicially  mandated  by  appropriate 
authority  to  a period  of  therapy.  He  then  becomes  a 
captive  patient  and  accordingly  an  initially  rebellious 
if  not  insolent  patient  and  the  time  frame  of  treatment 
should  be  within  the  realm  of  the  therapist.  The  ther- 
apist will  expect  tardiness,  absenteeism,  feigned  ill- 
ness and  all  of  the  usual  ploys  of  the  captive  patient. 
In  this  sense,  he  may  be  much  in  the  same  role  as  the 
parole  officer.  The  author  once  learned  in  talking  to 
an  experienced  such  officer  that  the  third  visit  is  cru- 
cial. The  parolee/captive  patient  will  be  duly  repentant 
during  his  initial  two  visits  and  will  begin  to  express 
his  resentment  in  the  third.  This  has  proved  true.  The 
third  visit  is  definitely  crucial  and  resistance  should  be 
anticipated  and  dealt  with  in  a kind  but  firm  manner. 

The  Complete  Paranoid 

This  person  has  not  denounced  projection,  he  has 
considered,  refined  and  perfected  it  into  a fine  art  form. 
He  will  have  added  intellectualization  and  rationali- 
zation and  may  well  have  done  so  in  a polished  fashion. 
To  what  extent  other  mechanisms  such  as  repression 
and  reaction  formation  are  available  is  perhaps  ques- 
tionable and  certainly  deserving  of  further  study;  the 
Paranoid  is  possessed  of  a sort  of  damning  insight 
which  may  limit  his  access  to  these  defenses. 

Persecution  and  Why? 

It  has  been  said:  “At  age  twenty,  we  worry  about 
what  others  think  of  us.  At  forty  we  don’t  care  what 
they  think  of  us.  At  sixty  we  discover  they  haven’t 
been  thinking  of  us  at  all.”  The  Paranoid  can  never 
accept  such  an  assertion.  He  has  closely  and  intently 
studied  his  interpersonal  environment  for  most  of  his 
life  and  has  adjudged  it  hostile  or,  at  best,  callously 
unobserving  of  his  needs. 

Consider  the  plight  of  the  Paranoid.  He  is  searching 
for  some  explanation  of  his  position  and  may  find  one. 
Often  an  avid  and  perceptive  reader,  blessed  with  good 
intellect  and  excellent  memory,  he  will  conceive  an 
explanation  accounting  for  his  always  inimical  envi- 
ronment. Others  despise  him  because  of  his  intelli- 
gence, recall,  broad  knowledge,  writings  or  financial 
success  or  any  number  of  other  positive  traits.  We  are 
then  witness  to  the  birth  of  grandiosity. 

Grandiosity  is  a satisfying  but  not  a very  solid  or 
substantial  maneuver.  It  lacks  dependability.  It  is  tran- 
sient. It  provokes  intellectual  anger.  It  ill  serves  the 
Paranoid  in  the  long  haul  but  may  provide,  on  occa- 


sion, temporary  respite  and  a bit  of  time  for  regroup- 
ing. 

Make  no  mistake,  the  Paranoid  is  very  frequently 
an  achiever,  accomplisher  and  contributor.  He  may  be 
a physician,  dentist,  accountant  or  hospital  adminis- 
trator. Most  physicians  who  have  practiced  for  a fair 
number  of  years  will  probably  be  able  to  name  several 
paranoid  hospital  administrators.  Most  resident  phy- 
sicians will  readily  identify  some  paranoid  and  gran- 
diose members  of  their  teaching  staff.  And  so  it  goes. 

Paranoids,  Schizophrenics,  and 

Paranoid  Schizophrenics 

Paranoia  is  a disease  entity.  Schizophrenia  is  such 
an  entity.  Paranoia  may  exist  individually  or  it  may 
coexist  in  a Schizophrenic  individual,  but  the  diseases 
are  separate.  The  Schizophrenic  remains,  in  diagnostic 
terms,  subject  to  the  three  “A’s”  elucidated  by  Bleu- 
ler.  These  are  autism,  alterations  in  affect  and  asso- 
ciations. As  a triad,  they  may  be  viewed  as  sole 
possessions  of  the  Schizophrenic.  Individually,  we  are 
entitled  to  manifest  one  or  the  other  (and  perhaps  in 
the  adolescent  all  three)  on  occasion  as  “normal.”  We 
forgive  in  ourselves,  autism  or  complete  preoccupation 
with  self,  as  totally  acceptable  preoccupation  with  the 
well  being  of  others;  that  is,  we  indulge  in  a certain 
degree  of  projection  and  with  a tint  of  self-serving 
grandiosity.  A “flat  affect”  is  an  aftermath  of  “flu” 
or  other  physical  illness.  Rambling,  circumstantial 
speech  with  splitting  of  associations  is  a result  of  our 
overconcern  with  patients,  clients,  civic  projects  or 
whatever. 

Primary  Schizophrenic  symptoms  are,  to  some  rea- 
sonable degree,  amenable  to  treatment  with  the  phe- 
nothiazines  and  other  antipsychotic  agents.  To  a lesser 
extent  this  is  true  of  the  Paranoid  but  he  is  indeed  a 
much  tougher  nut  to  crack  and  not  likely  to  respond 
to  such  medications  alone.  It  is  of  some  interest  to 
note  that  the  military  fails  to  recognize  any  differen- 
tiation. The  soldier  is  never  a Paranoid,  he  is  either  a 
Paranoid  Schizophrenic  or  he  is  something  altogether 
removed  from  accurate  diagnosis.  The  favored  alter- 
native is  Major  Depressive  Disorder,  bearing  the  im- 
plication that  eventual  recovery  is  forthcoming.  Even 
when  accurate,  the  diagnosis  of  Major  Depression  by 
no  means  implies  recovery  soon,  later  or  ever.  It  may 
equally  well  imply  regression  to  a paranoid  psychotic 
state. 

Treatment  Implications 

The  Paranoid  will  sooner  or  later,  at  one  point  or 
another,  manifest  psychotic  symptoms.  He  will  hal- 
lucinate, hear  threatening  or  disparaging  voices,  sense 
footsteps  following  his  own,  a being  in  the  back  seat 
of  his  car  commanding  him  to  drive  his  car  off  a bridge 
or  into  the  side  of  a building.  He  may  decide  that  his 
wife  or  mother  is  poisoning  his  food  and  opt  for  cold 


46  / Alabama  Medicine,  The  Journal  of  MASA 


cuts  from  the  grocery  and  eventually  develop  a peptic 
ulcer  or  simply  a state  of  malnutrition.  His  television 
may  spy  under  the  auspices  of  the  FBI,  CIA  or  KGB. 
He  becomes  aware  that  neighbors  or  persons  on  the 
street  are  looking  askance  and  discussing  his  mental 
condition. 

Generally  the  psychiatrist  will  make  an  early  deci- 
sion as  to  whether  he  or  she  wants  to  deal  with  the 
chronic  psychotic  or  prefers  to  treat  the  “neuroses” 
to  the  exclusion  of  psychotics.  This  decision  is  often 
made  during  the  training  period  and  the  earlier  the 
better.  Even  so,  the  neurotic  may  manifest,  at  some 
time,  psychotic  symptoms  and  the  therapist  must  de- 
cide whether  to  persist  or  refer  to  another  treating 
person  or  agency.  The  Paranoid  is  not  well  served  by 
therapeutic  rejection  and  may  be  beyond  recovery  after 
one  or  two  rebuffs. 

Certain  therapeutic  pitfalls  must  be  recognized.  The 
presently  available  antipsychotic  agents  are  fairly  often 
effective  in  reducing,  or  sometimes  eliminating,  grossly 
psychotic  symptoms  such  as  hallucinations,  delusions, 
and  ideas  of  reference.  Assuming  such  symptoms  have 
been  controlled,  one  is  bound  to  evaluate  the  patient’s 
sense  of  well-being  and  one  may  find  it  not  substan- 
tially improved.  This  will  happen  when  we  are  guilty 
of  viewing  the  patient  as  a “case”  and  not  as  a very 
real  and,  for  the  most  part,  very  frightened  human 
being.  Granting  his  humanity,  it  may  be  necessary  to 
consider  whether  he  is  in  need  of  antidepressant  or 
anxiolytic  medication,  or  more  importantly,  more  in- 
tensive psychotherapy. 

The  Paranoid  will  not  well  exist  on  monthly  fifteen 
or  thirty  minute  visits  alone  although  he  may  avoid 
commitment  to  appropriate  institutions  for  many  years 
with  such  a treatment  approach. 

The  therapist  who  chooses  not  to  treat  paranoia  is 
not  to  be  criticized,  rather  to  be  viewed  favorably, 
assuming  a careful  self-motivation  on  his  or  her  part. 
There  are  certainly  very  valid  reasons  for  eliminating 
the  Paranoid  from  one’s  daily  schedule.  Practically 
speaking,  the  Paranoid  may  be  a nuisance,  disrupting 
scheduling  because  he  is  plagued  by  hallucinations, 
ideas  of  reference  and  fear.  Fear  is  a dominant  element 
of  paranoid  existence  and  intrudes  according  to  its  own 
timetable,  not  at  all  considerate  of  office  hours,  nights 
or  weekends. 

Fear  wants  emphasizing.  The  Paranoid  is  not  ge- 
netically or  biochemically  hell  bent  upon  destruction. 
We  may  reasonably  expect  continued  genetic  and 
chemical  insights  into  all  phases  of  mental  illness  and 
they  will  be  forthcoming.  But  they  will  be  slow  and 
they  will  be  initially  inconclusive  and  they  will  be  of 
no  real  value  unless  we  recognize  the  Paranoid  as  an 
anxiety  ridden  person  who  fearfully  perceives  a hostile 
world,  a world  which  he  cannot  wantonly  attack  nor 
one  which  he  can  cowardly  flee. 


Given  the  assumption  that  the  therapist  is  willing  to 
accept  the  paranoid  person  as  a patient,  then  the  ther- 
apist must  be  willing  to  go  “whole  hog”  about  his 
business.  His  responsibility  is  clearly  to  his  patient  but 
it  is  not  a unilateral  affair.  The  therapist  must  make  it 
clear  that  he  will  not  condone  or  make  any  effort  to 
protect  breakers  of  the  law  or  physical  or  emotional 
abuse  of  family  members  or  any  other  persons.  The 
therapist  is  not  at  first  a teacher.  His  patient  has  already 
survived  an  excess  of  “teachers.”  The  therapist  listens 
alertly  and  comments  seldom.  Any  lack  of  attention 
will  provoke  an  entirely  righteous  wrath  and  termi- 
nation of  treatment. 

Further,  assuming  an  intimate  therapeutic  relation- 
ship does  emerge,  pitfalls  still  exist.  The  Paranoid  in 
his  transference,  often  intense,  may  unwittingly  pre- 
suppose an  “Us,  doctor  and  patient,  against  the  world.” 
The  therapist  must  a)  not  allow  himself  to  be  flattered 
to  the  point  of  even  implicit  complicity,  b)  find  a way 
to  maintain  transference  while  eliminating  or  mini- 
mizing projection,  or  c)  give  the  whole  thing  up  and 
refer  the  patient  elsewhere.  The  liabilities  of  too  many 
referrals  have  already  been  mentioned  but  may,  in 
selected  situations,  be  the  wisest  course.  If  alternative 
c)  is  chosen,  the  patient  is  entitled  to  full  explanation. 

It  is  totally  necessary  to  realize  that  the  Paranoid 
does  not  enter  treatment  with  any  intention  of  seeking 
reason  to  harm  the  therapist.  His  entire  concern  will 
be  that  of  finding  valid  reason  to  trust  the  therapist;  if 
one  fails  to  understand  this  basic,  then  there  exists  two 
frightened  persons,  patient  and  doctor,  and  failure  or 
worse  is  inevitable. 

Summary 

An  effort  has  been  made  to  define  the  Paranoid  in 
terms  of  his  basic  defense  mechanism  and  to  trace  his 
development  from  a very  young  to  a conditionally 
mature  state  of  being.  Comment  is  made  upon  refine- 
ment of  his  basic  use  of  projection  and  addition  of 
such  other  defenses  as  intellectualization  and  ration- 
alization. His  potential  worth  is  recognized.  Basics  of 
treatment  are  briefly  mentioned. 

Conclusion 

The  paranoid  person  may,  at  any  given  point,  be 
seen  as  hostile  and  aloof,  grandiose  or  frightened.  At 
all  times,  he  is  human  and  his  basic  humanity  must 
command  our  respect. 
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The  End  of  An  Era 

Stanley  D.  Hand,  M.D.,  FAAFP 


Sunday,  Jan.  15,  1986,  was  a crystal  clear  day  across 
North  Alabama,  but  for  many  of  us  in  Limestone 
County,  a bright  and  shining  light  had  gone  out.  A 
light  that  had  been  burning  for  96  years  faded  away 
sometime  during  the  night.  Sunday  morning  Doctor 
Julius  Orville  Belue  was  found  dead  in  his  recliner  in 
his  bedroom. 

Death  not  only  ended  the  long  and  productive  life 
of  J.  O.  Belue,  but  it  also  brought  to  a close  an  era 
of  medicine  in  Limestone  County.  He  was  the  last  of 
the  real  “good  old  family  doctors.” 

Dr.  Belue,  during  his  63  years  of  medical  practice 
here  in  Limestone  County,  has  in  some  way  touched 
the  lives  of  most  of  the  people  in  the  county.  Having 
delivered  over  5,000  babies  over  his  63  years,  he  main- 
tained a very  active  practice. 

Dr.  J.  O.  Belue  was  bom  December  27,  1888,  in 
the  small  community  of  Anderson,  Alabama.  He  re- 


ceived the  education  that  was  available  in  the  small 
town  of  Anderson  and  then  attended  Florence  Normal 
College  for  two  years.  He  then  taught  school  in  Lau- 
derdale County  for  two  years  before  entering  Vander- 
bilt School  of  Medicine. 

He  worked  at  many  jobs,  including  bible  selling  and 
waiting  on  tables  to  get  through  school.  After  gradu- 
ation in  1915,  he  did  an  internship  at  Jersey  City  Hos- 
pital. While  in  Jersey  City  he  worked  on  Ellis  Island 
examining  immigrants  to  the  United  States.  He  then 
served  two  years  in  World  War  I as  a First  Lieutenant 
in  the  medical  corps  in  France. 

After  the  war.  Dr.  Belue  moved  to  Rogersville  where 
his  father  practiced  medicine  and  stayed  for  about  one 
year.  He  then  moved  to  Athens  and  opened  an  office 
in  about  1919  or  1920.  He  continued  in  the  active 
practice  of  medicine  in  Athens  until  his  retirement  in 
1984. 
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Dr.  J.  O.  Belue  started  the  practice  of  medicine 
when  most  roads  in  the  county  were  unpaved.  He 
practiced  on  horseback,  in  buggies  and  later  drove  one 
of  the  early  automobiles  to  come  to  Limestone  County. 
He  received  his  Fifty  Year  Award  from  MAS  A in  1970 


and  continued  in  active  practice  until  1984.  He  was 
forced  to  retire  after  having  been  involved  in  an  au- 
tomobile accident  that  fractured  several  ribs.  He  had 
served  as  a counselor  and  at  the  time  of  his  death  he 
was  a life  counselor. 

Looking  back,  it  is  hard  for  me  to  realize  that  he 
started  practicing  medicine  about  the  time  I was  bom 
and  that  he  was  62  years  old  when  1 started  practicing 
in  1950.  My  first  impression  of  him  was  that  he  was 
far  too  old  to  practice  and  would  not  be  around  long. 
I am  sure  that  his  first  impression  of  me  was  that  of 
a young  upstart  that  thought  he  knew  everything. 

Over  the  following  35  years  he  never  seemed  to 
change  or  age  while  the  rest  of  us  grew  older,  grayer 
and  fatter.  After  knowing  him  for  a few  years  I found 
that  he  was  not  only  a good  doctor,  but  a far  above 
average  sportsman.  At  first  we  would  meet  on  the  lake 
or  in  a dove  field,  but  later  we  did  some  hunting  and 
fishing  together.  It  was  a pleasure  to  have  hunted  and 
fished  with  him  and  to  have  practiced  with  him. 

Many  of  us  will  long  miss  him.  0 
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M.D.  CALLS 

1-800-632-2557 

ALABAMA  TOLL-FREE  CONSULT  LINE 

90  SPEC^STS-35  SPECIALTIES 


Breast  Clinic 
Cardiac  Surgery 
Clinical  LabgMtdry 
Dentistry 
Dermatoiogy 
Dialysis  I 
Emergencyl 
Hyperbaric  Medi( 
Internal  Medicin 
Cardiology 
Endocrinology 
Metabolism 
Gastroentero(b 
Hematology  aii( 
Dncology 


Infectii 


Neur^jipte  H 
Neutmy^^tyy 
Neon 
Db 

GynaMd 
Dp 

Dral  and  Maxillofacial 

Surgery 

Drthopedics 


Dutpatient  Diagnostic 

ly  Center 

PathoR 
iatricd 
;rici 

and 

Dp  ■■ 

Plas^  Surgery 
Radisgy 
SurgM 
Chesand 
Vas&lar 
Gen^l 

and  Colon 


AVAILABLE MONDAY-FRIDAY  • 8A.M.-5P.M 

NORWOOD  CLIIMIC 

1 528  NORTH  26TH  STREET.  BIRMINGHAM,  ALABAMA  35234 


Talk 

is 

cheap. 

Here  are  some  of  the  actions 
your  company  can  take  to 
prevent  the  suffering  caused 
by  poor  parenting  patterns 
and  child  abuse. 


We  want  to  stop 
the  hurt. 

I I We  are  enclosing  a 

tax-deductible  donation 
in  the  name  of  our 
company. 

I I We  want  to  help.  Please 
call  our  company  and 
tell  us  what  you're  doing 
to  stop  the  hurt  of  child 
abuse  in  our  community. 

I I We  will  plan  a day  for 
employees'  children  to 
visit  our  place  of  work 
to  learn  what  we  do 
and  why. 

ife  Pfooent  cMhl  abuse. 

■eip  wfitoi  Bat  Od.  ■.  tO*«0 

III  Ns»»orW  Commm—  Prewewon  of  CMd  fthi  — 


A Publtc  Service  of  This  Magazine 
& The  Advenisir>g  Council 
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They’re  off 
to  a good 
time... 
on  your 
money 


What  a shock  it  is  to  learn  that  one’s  trust  has  been  misplaced.  Or 
one’s  patience  abused.  But  it  happens. 

There  are  people  who  finance  good  times  with  interest-free  loans. 
Loans  in  the  form  of  slowing  payments  to  creditors  whose  trust  and 
patience  is  mistaken  for  weakness. 

Learn  how  I.C.  System  can  help 
keep  your  money  coming  in  on 
time.  Fill  out  this  card  and  mail  it 
in  to  find  out  how 


The  S^em 
Works 


Tell  me  more  about  the  I.C.  System  program. 


I.C.  SYSTEM,  INC. 

ACCOUNTS  RECEIVABLE  CONTROL  SERVICE 

444  East  Highway  96 
P.O.  Box  43639 
St.  Paul,  MN  55164 

Name  (Firm)  

Address  

City State Zip 

Signed 

Title 


Form  No. 


■ .^7  •.'* 

f ■ 
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Be  prepared,  Doaor.  More  patients  will  be 
asking  about  colorectal  cancer.  According  to  a 
survey*  conduaed  by  the  American  Cancer 
Society,  many  people  would  like  to  receive  more 
information  about  colorectal  cancer,  and  83% 
said  they  would  want  to  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer  can  be 
deteaed  before  symptoms  appear.  The  present 
cure  rate  is  44%.  The  cure  rate  could  be  as  high 
as  75%,  with  early  deteaion  and  appropriate 
management. 

For  asymptomatic  persons  the  Society 
recommends  annual  digital  rectal  examina- 
tion at  age  40  and  over;  at  age  50  and  over, 
an  annual  stool  bkxxi  test,  as  well  as 
sigmoidoscopy  every  three  to  five  years. 


following  two  initial  annual  negative 
sigmoidoscopies. 

We’re  here  to  help.  You  can  reach  us  at  your 
local  American  Cancer  Society  office  or  write 
to  our  Professional  Education  Department 
at  National  Headquarters,  90  Park  Avenue, 

New  York,  N.Y  10016.  Ask  about  the  Society’s 
Colorectal  Check  program  of  professional  and 
public  education  for  the  early  deteaion  of 
colorectal  cancer. 


lAAAERICAN 
CANCER 
? SOCIETY* 


" Cancer  of  the  Colon  and  Reaum;  Summary’  of  Public  Attitude  Survey,”  Ca  33  359-365.  1983  (Nov  -Dec  ) 


This  space  contributed  as  a public  service 


You  may  think  these  physicians 
are  workins  alone«  ^ 


Join  Your 
Medical  Societies 
Today. 

For  more  information,  contact  your  state 
or  county  medical  societies,  or  call  the 
AMA  collect  at  312/751-6196.  Or  return 
the  coupon  below  to  your  state  or  county 
medical  society. 


□ Please  send  me  information  on  AMA,  county,  and  state  society  membership. 

□ I am  a member  of  my  county  and  state  societies;  please  send  me  information 
on  joining  the  AMA. 


Name. 


Street . 


. State . 


County . 


But  they  really  have  a team  behind  them* 


These  physicians  spend  most  of  their  day  working 
independently  in  a one-to-one  doctor/patient  rela- 
tionship. And  chances  are  that  as  a physician, 
you  do  too. 

But  even  though  you  can’t  see  it,  there’s  a strong 
team  supporting  and  protecting  the  medical  profes- 
sion, affecting  your  practice  while  you  see  patients, 
research  new  drugs  or  perform  surgery.  That  team 
consists  of  your  medical  societies. 

The  American  Medical  Association  and  your  state 
and  county  medical  societies  believe  in  the  value  of 
teamwork;  that  only  by  working  together  can  we,  in 
the  face  of  an  increasingly  complex  professional  en- 
vironment, protect  your  right  to  make  responsible 
decisions  on  how  to  practice  medicine. 


We  also  believe  that  all  medical  societies  — 
county,  state,  and  national  — have  certain  tasks  that 
the  individual  physician  couldn’t  possibly  assume  — 
and  shouldn’t  have  to. 

Tasks  subh  as  keeping  government  regulations 
from  interfering  with  your  practice  by  representing 
your  interests  at  local  and  national  levels.  And  chal- 
lenging regulatory  measures  that  threaten  you  and 
your  patients’  interests  by  mounting  legal  campaigns 
to  defend  your  rights  — up  to  the  Supreme  Court  if 
necessary. 

Why  do  we  believe  that  teamwork  means  so  much 
to  all  physicians  — even  those  who  work  “alone”? 


Because  ...  IT  WORKS. 


Easy  To  Tate 


Oral 

Suspension 


250  mg/5  ml 


Oral 

' Suspension 
125  mg/5  ml 


500-mg  Pulvules 


250-mg  Pulvules 


Keflex 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 
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Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
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MEDICAL  STAFF  DECISION-MAKING 


Hospital  Medical  Staff  Section 
Seventh  Assembly  Meeting 

JUNE  12-16, 
1986 

HYAn  REGENCY  HOTEL 
CHICAGO 


For  Information  Contact: 

Department  of  Hospital  Medical  Staff  Services 

American  Medical  Association 

535  North  Dearborn  Street 

Chicago,  Illinois  60610 

Phone  (312)  645-4747  or  645-4753 


ALABAMA 

MEDICINE 

CLASSIFIED 


Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Birming- 
ham. Faculty  appointment  with  Family  Practice  Center  at  Universi- 
ty of  Alabama  if  qualified.  Join  established  practice  or  work  indi- 
vidually. Salary  of  $50,000  to  $65,000  guaranteed  until  practice  is 
self-sufficient.  Generous  fringe  benefits  include  life,  disability, 
health,  retirement,  and  malpractice  insurance,  two  weeks  con- 
tinuing education,  and  three  weeks  annual  leave.  All  equipment, 
including  X-ray  and  lab,  furniture,  and  supplies  provided.  Manage- 
ment services  including  personnel,  payroll,  tax  reports,  and  billing 
provided.  If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation,  P.O. 
Box  1486,  Tuscaloosa,  Alabama  35403,  or  telephone  Frank 
Cochran,  collect  at  758-7545  for  more  information. 


FAMILY  PRACTITIONERS.  Largest  multispecialty  clinic  in  SE 
is  seeking  Board  Qualified  Family  Practitioners  to  staff  urban, 
suburban,  and  rural  satellite  clinics.  Send  CV  to  Debra  Zoeller, 
c/o  Norwood  Clinic,  Inc.,  PO  Box  C-230,  Birmingham,  AL  35283. 
Complete  details  on  first  inquiry. 


MONTGOMERY  — Prosperous  group  family  practice  offers  ex- 
cellent benefits,  salary  and  equity  growth  opportunity  for  the  right 
family  practitioner  or  internist.  Please  contact  Cameron  MacGuire, 
1 1 10  Mulberry  St.,  Montgomery,  AL  36194  or  phone  (W)  205/ 
834-2745  or  (H)  205/277-1249 


GEORGIA/ALABAMA;  Emergency  physician  positions  available 
now  throughout  Georgia  and  Alabama.  Competitive  compensation 
with  malpractice  insurance  provided.  Flexible  schedules  and  ex- 
cellent growth  potential  with  Coastal  — a leader  in  Emergency 
services.  Directorships  also  available.  Send  CV  or  call  B.  Reedy, 
Coastal  Emergency  Services,  Inc.,  1900  Century  Place,  Ste.  340, 
Atlanta,  GA  30345;  (404)  325-1645,  (800)  241-7471  in  Georgia. 


PEDIATRICIAN  — North  Alabama.  Urban  area  with  excellent 
hospital  facilities  and  medical  community.  Established  practice. 
Please  send  C.V.  to  Box  A,  C/O  ALABAMA  MEDICINE.  P.O. 
Box  1900-C,  Montgomery,  AL  36197. 


FOR  SALE:  Elisa  Reader;  Dynatech  Mini-reader  II  with  cartridge 
and  printer.  This  system  has  only  been  used  a few  times.  New 
costs  $6,()(K).  For  sale  for  $4,0(K). 


Everybody  Wants 
To  Be  Creative. 

Business  decisions  are  a fact  of  life.  But  I 
spend  most  of  my  time  with  my  patients.  So 
when  it  came  to  solving  my  transportation 
problems,  I called  on  the  specialists  at 
Creative  Leasing. 

Leasing  with  Creative  is  convenient 
Creative  ordered  the  exact  car  I wanted, 
bought  my  used  car,  purchased  and  installed 
tags.  They  also  provide  complete  maintenance 
services  and  a loaner  car  when  needed. 
Creative  even  picks  up  and  delivers! 

When  it  comes  to  convenience  and 
maximizing  cash  flow.  Creative’s  got  the  cure! 
If  you’d  like  more  information  on  Creatives’ 
custom  leasing  plans,  call  one  of  our  four 
Alabama  offices. 


Birmingham  251-0137 
Montgomery  264-8421 
Tuscaloosa  345-6494 

Huntsville  880-0175 

creative 

leasing 
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AUXILIARY 


Mrs.  Ronald  R.  DiNella 
A-MASA  President 


We  Are  Unique 


As  I begin  my  year  as  your  president,  I wish  to 
express  my  appreciation  to  all  of  you  for  entrusting 
this  important  office  to  me.  I assure  you,  that  with  the 
help  of  each  of  you,  I will  do  my  very  best  to  lead 
the  Alabama  Medical  Auxiliary  through  another  suc- 
cessful and  rewarding  year. 

As  in  the  past,  we  will  continue  to  assist  the  Medical 
Association  of  Alabama  when  asked.  We  will  partic- 
ipate in  various  health  related  projects  such  as  our 
programs  against  child  abuse,  substance  abuse,  the 
impaired  physician  and  many  other  health  programs 
at  the  county  and  state  levels.  Under  our  theme  of 
Shape  Up  for  Life  we  will  emphasize  eating  disorders 
(specifically  bulimia  and  anorexia  nervosa),  prenatal 
care  and  assistance  to  the  elderly  which  we  recognize 
to  be  the  fastest  growing  segment  of  our  population. 
We  will,  as  in  previous  years,  participate  in  an  Inter- 
national Health  Project.  During  the  past  year,  Alabama 
auxilians  contributed  generously  to  ftimish  a guest  room 
in  the  Pope  Paul  Hospital  for  the  Poor  in  Guatamala. 
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This  year  we  will  place  special  emphasis  on  two  major 
concerns.  The  first  concern  is  Legislation  and  the  other 
is  to  increase  our  membership,  because  we  realize  there 
is  strength  through  numbers.  Our  efforts  do  become 
more  powerful  when  we  work  together  as  a unified 
group.  Therefore,  I urge  you  to  join  the  Auxiliary  and 
see  that  your  counties  work  toward  100%  membership 
for  the  1986-1987  year.  The  Auxiliary  to  the  Medical 
Association  of  the  State  of  Alabama  had  slightly  in 
excess  of  2,000  members  this  past  year  and  the  Aux- 
iliary to  the  American  Medical  Association  rounded 
out  at  80,000  members. 

These  are  changing  times  in  the  medical  community, 
and  I challenge  you  to  change  also  with  the  demands 
made  on  our  physicians,  their  practices,  and  on  us  in 
our  supporting  roles.  Many  of  us  have  full  time  po- 
sitions outside  the  home  and,  therefore,  our  volunteer 
hours  are  limited.  Nevertheless,  join  the  Medical  Aux- 
iliary, and  the  federated  structure  will  become  stronger 


and  more  effective  as  we  work  toward  our  common 
goals. 

I mentioned  that  these  are  changing  times  for  the 
practice  of  medicine.  It  is  trying  on  us  and  our  families 
to  make  the  adjustments  necessary  to  cope  successfully 
with  the  many  new  rules,  regulations  and  legislative 
acts  that  have  recently  bombarded  the  medical  profes- 
sion. All  of  us  are  having  to  face  the  problems  of 
professional  liability,  increased  government  involve- 
ment, cost  containment  pressures,  competition  for  pa- 
tients, et  cetera.  It  is  imperative  that  we,  as  spouses 
of  physicians,  organize  and  become  involved  in  as- 
sisting the  medical  profession  to  cope  with  this  new 
world.  We  are  a unqiue  organization  — as  unique  as 
the  Unicom.  We  belong  to  the  Auxiliary  of  the  Ala- 
bama Medical  Association  by  virtue  of  the  fact  that 
we  are  married  to  physicians.  No  one  else  is  invited 
to  membership.  It  is  for  this  reason  that  I have  chosen 
the  Unicom  and  the  logo  “We  Are  Unique.”  Who 
could  care,  or  be  more  concerned  about  medicine  than 
we?  By  joinning  together  in  this  unique  organization 
we  can  improve  the  position  of  medical  practice. 

Silence,  lethargy,  escape  and  denial  are  not  the  so- 
lutions to  our  problems.  We  must  be  courageous,  fight 
fire  with  fire  in  positive  ways,  help  our  spouses  stand 
up  for  the  survival  of  the  medical  profession.  It  is 
disheartening  that  many  of  our  physicians  have  already 
retired  early,  given  up  a profession  that  is  the  most 
time  consuming  and  expensive  to  obtain.  The  ancient 
Greeks  felt  that  a man  could  not  be  considered  wise 
until  he  reached  the  age  of  sixty.  Our  younger  phy- 
sicians have  much  to  learn  from  the  older  ones,  and 
it  is  to  everyone’s  advantage  to  keep  the  older,  ex- 
perienced physicians  practicing. 

Regardless  of  what  our  own  professional  interests 
are,  we  as  spouses  of  physicians,  must  pause  and  con- 


sider how  we  can  support  the  medical  profession. 
Whether  we  like  it  or  not,  we  represent  our  spouses 
in  the  public’s  collective  eye.  Each  of  us  has  the  op- 
portunity, through  the  Medical  Auxiliary,  to  present 
the  true  picture  of  medicine  today.  Many  of  us  have 
worked  long  and  hard  on  behalf  of  preventing  child 
abuse,  battered  wives,  drunken  drivers,  et  cetera  — 
can  we  ignore  the  plight  of  the  “abused  physician”? 
I am  concerned  with  the  stress  and  anxiety  placed  on 
the  physicians  and  their  families.  All  of  us  know,  first 
hand,  what  professional  liability  suits  do  to  families 
of  physicians.  Many  of  these  situations  end  in  sepa- 
ration, divorce,  demoralization,  alcoholism,  financial 
min  and  even  in  suicide. 

1 am  optimistic  about  the  outcome  of  the  problems 
facing  the  medical  profession  today.  It  is  my  own 
conviction  that  medicine  will  survive  the  present  ad- 
versities and  come  out  stronger  and  more  unified  than 
before.  I feel  so  positive  and  optimistic  about  the  future 
of  medicine  that  I have  one  son  in  medical  school  and 
another  starting  medical  school  this  summer.  I believe 
they  will  complete  their  educations  and  go  on  to  enjoy 
exciting,  challenging,  satisfying  careers  in  the  won- 
derful world  of  medicine.  However,  in  the  meantime, 
there  is  much  to  be  done  and  by  joining  together  in 
this  unique  organization,  we  can  improve  the  position 
of  medical  practice  and  at  the  same  time,  supply  qual- 
ity health  care  for  all. 
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"I  don't  like 
to  pay  one  cent 
more  than 
necessary . . 


That's  why  I chose  the 
BIO  Plan  from 
National  Life  of  \fermont." 


In  estate  planning,  there  are  two  ways 
to  go. 

You  can  make  an  educated  guess  about 
how  much  life  insurance  you  need  to  cover 
every  contingency— and  pay  a healthy 
premium  for  the  peace  of  mind. 


Or  you  can  simply  add  the  unique 
Beneficiary  Insurance  Option  to  your  Na- 
tional Life  policy— and  guarantee  your 
estate's  liquidity  needs,  at  less  cost  than 
comparable  coverage  from  traditional  life 
insurance  alone. 


With  BIO,  your  beneficiary  can  opt  to 
use  the  policy's  proceeds  right  away.  Or 
convert  them  into  a new  life  insurance 
policy  worth  up  to  five  times  the  amount 
of  the  original  policy,  up  to  seven  million 
dollars.  With  insurability  guaranteed. 

Contact  your  National  Life  agent  to- 
day for  more  information  about  BIO:  The 
cost-effective  insurance  plan  that  covers 
all  the  bases. 


X \ IK  )N  \i,  1:  j \.  \ NCI  \i.Ri:.s()rRa> 


I'm  ready  to  take  the  guesswork  out  of 
planning  for  the  future.  Please  send  me  the 
following  free  booklets  from  National  Life  of 
Vermont: 


□ "How  The  BIO  Plan  Adds  Flexibility  To 
Your  Estate  Planning" 

□ "In  Business  With  BIO:  Three  Cost- 
Effective  Applications" 


Name 

Company 

Address 

City State Zip_ 

Mail  to:  Henry  W.  Strong,  RHU 

Suite  220  • 1933  Montgomery  Highway 
205-933-6935 

Birmingham,  Alabama  35209 


EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


. highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A ^ 


Psychiatrist 

California 


f. . . appears  to  have 
the  best  safely  record  of  any 
of  the  benzodiazepines  ff 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 

DALMANE 

brand  of 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 

15-mg/30-mg 
capsules 


References:  1.  Kales  J,  etal:  Clin  Pharmacol  Ther  12  69]- 
697,  Jul-Aug  1971  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
/8  356-363,  Sep  1975  3.  Kales  A,  etal:  Clin  Pharmacol 
Ther  19.576-583,  May  1976  4.  Kales  A,  etal:  Clin  Pharma- 
col Ther  32:T8]-788.  Dec  1982  5.  Frost  JD  Jr,  DeLucchl  MR: 
J Am  Geriatr  Sac  27  6A] -5^16,  Dec  1979  6.  Dement  WC, 
etal:  BehavMed,  pp  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD:  J Clin  Psychopharmacol  3:]4Q-\50.  Apr  1983 
8.  Tennant  FS,  etoi:  Symposium  on  the  Treatment  ot  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblott  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21  855-36], 

Mar  1977 


brand  of 

flurazepam  HCI/Roche  (w 

Before  prescribing,  please  consult  complete  product 
information,  a summary  at  which  follows: 
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Malpractice: 

Lcn’t  Ce  A Tarset... 


Your  office  staff  may  be  working  against 
you  in  avoiding  a malpractice  lawsuit. 

Patients  often  get  an  impression  of  you  as 
a physician  by  the  way  they  are  treated  in 
your  office  — even  before  they  see  you.  Yet 
office  staff  generally  get  little  guidance  in 
this  important  area. 

To  help  the  members  of  your  office  staff, 
Mutual  Assurance  offers  a comprehensive 
loss  prevention  program  for  them. 

Using  audio  tapes  and  detailed  workbooks, 
the  program  delivers  custom  instruction  to 
your  receptionist,  your  office  manager,  your 


billing  clerk  and  your  nurses.  And  unlike  cost- 
ly seminars,  the  program  can  be  reused  time 
and  time  again  for  refresher  courses  and  for 
new  employees. 

The  program  includes  written  examinations 
for  each  member  of  your  staff.  The  examina- 
tion is  graded  by  an  educational  testing  ser- 
vice and  returned  for  your  review  and 
follow-up. 

The  cost  — $85.  To  order  your  set  of  five 
tapes  and  workbooks,  call  1-800-272-6401 
(Toll  Free)  or  933-7280  in  Birmingham. 


m 


.Mutual 

Assurance 


It's  Your  Company,  Use  It! 
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INTRODUCES: 


Magnetic  Resonance  Imaging 

The  diagnostic  excellence  of  magnetic  resonance  imaging 
(MRI)  is  now  available  through  the  Neurosciences  Division  of 
St.  Vincent’s  Hospital.  The  MRI  uses  a powerful  magnetic 
field  — 25,000  times  stronger  than  the  earth’s  — in  conjunc- 
tion with  radio  waves  to  cause  hydrogen  atoms  or  other 
seleaed  elements  in  the  body  to  give  off  faint  signals,  which 
are  then  picked  up  and  computer-processed  into  various 
images.  The  test  is  non-invasive. 

Its  unique  sensitivity  and  display  capabilities  make  MRI 
the  appropriate  modality  for  examining  the  head,  spine  and  central  nervous  system. 

MRI  is  also  a useful  clinical  tool  for  diagnosing  tumors,  degeneration,  inflammation, 
infection  and  other  diseases  in  soft-tissue  areas. 

The  scans  are  conveniently  scheduled  six  days  a week,  and  emergency  scans  are 
available  around  the  clock. 

To  learn  more  about  MRI  and  St.  Vincent’s  Neurosciences  Division,  call  the  Neuro- 
sciences Information  Line  at  (205)  939-7750,  or  1-800-331-6777,  to  reach  a staff  pro- 
fessional who  can  answer  questions,  schedule  appointments  or  make  appropriate 
referrals. 


StMncertsHjspitd 
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Presented  as  a service  of  St.  Vincent's  Hospital  Diagnostic  Imaging,  Ltd.,  a limited  partnership. 


Information  for  Authors 
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Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  8'/2xl  1 inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brief), 
the  author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given:  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  Stylebook! Editorial  Manual,  published  by  the 
AMA,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
When  conflicts  occur  between  usage,  etc. , by  an  author 
and  the  stylebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Final  authority  on  grammar  is  Webster’s  New  Inter- 
national, Unabridged,  Second  Edition. 

Length  of  Articles:  Articles  should  not  exceed 
3,000  words  (approximately  3-4  printed  pages).  Under 
exceptional  circumstances  only  will  articles  of  more 
than  4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top,  and  the  author's  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  For  photo- 
graphs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request  by  MASA  Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
cine, The  Medical  Association  of  the  State  of  Alabama. 
P.  O.  Box  1900-C,  Montgomery.  Alabama  36197. 
Telephone  (205)  263-6441.  or  (toll-free  in  Alabama) 
1-800-392-5668. 


Dx:  recurrent  herpes  lobialis 


east  high  ST 


HeRpecin- 


“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes,”  GP,  NY 


“HERPEClN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 


“HERPECIN-15.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

"(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-I proven  far  superior."  DDS,  PA 


“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc..  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Alabama  HERPECIN-L  is  available  at  all  Big  B,  Eckerd,  Harco, 
K&B,  Revco,  SupeRx  Drug  Stores  and  other  select  pharmacies. 
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Joseph  A.  Califano,  Jr.,  has  spent  most  of  his  work- 
ing life  in  government,  most  recently  as  Jimmy 
Carter’s  Secretary  of  the  erstwhile  Department  of 
Health,  Education  & Welfare.  He  was  one  of  the  early 
architects  of  Medicare-Medicaid. 

As  many  physicians  know,  Mr.  Califano  has  resur- 
faced as  vice  president  for  health  affairs  at  Chrysler. 
He  is  a buddy  of  Lee  lacocca,  and  a man  who  has 
spent  the  better  part  of  the  last  decade  rattling  sabers 
in  the  general  direction  of  the  house  of  medicine. 

Mr.  Califano  has  just  published  a new  book,  Amer- 
ica’s Health  Care  Revolution,  subtitled  Who  Lives? 
Who  Dies?  Who  Pays? 

Because  of  his  highly  visible  position  on  the  Chrys- 
ler board  of  directors,  because  of  his  past  roles  in 
government,  and  because  he  has  a flair  for  controversy, 
Mr.  Califano  is  must  reading  for  physicians  — in  the 
same  sense  that  Mein  Kampf  was  must  reading  for 


western  democracies  in  the  1930s.  You  would  be  well 
advised  to  learn  what  your  intended  conqueror  is  say- 
ing to  those  he  leads. 

There  are  sections  and  passages  that  will  infuriate 
you.  Mr.  Califano  does  not  pretend  to  like  physicians 
in  the  aggregate.  It  is  his  singular  view,  for  example, 
that  physicians  “kidnapped”  the  health  care  system 
and  held  it  for  ransom  until  such  liberators  as  he  res- 
cued the  system  and  turned  it  over  to  the  tender  mercies 
of  corporate  America  and  government. 

This  is  a fine  thing,  Mr.  Califano  believes,  but  then 
his  whole  public  life  has  been  devoted  to  the  beauties 
of  nationalizing  institutions. 

Let  it  be  said  at  the  outset  that  Mr.  Califano  has 
never  been  one  of  my  heroes.  However,  he  does  rep- 
resent a potent  force  abroad  in  the  land  right  now  and 
we  would  do  well  to  study  his  claims  and  prophecies. 

That  he  has  slashed  many  millions  of  Chrysler’ s 
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enormous  health  care  outlay  is  not  disputed.  What  is 
disputed  by  many  of  his  critics  is  his  monomania,  his 
view  of  health  care  as  a product  not  greatly  different, 
if  different  at  all,  from  bolts,  rivets,  and  canned  goods. 
Mr.  Califano  can’t  see  the  forest  for  the  trees;  he  cares 
primarily  for  costs,  although  he  pays  lip  service,  of 
course,  to  quality.  After  all,  that’s  why  Chrysler  hired 
him. 

When  Mr.  Califano  recently  presented  a plan  to  take 
over  the  health  care  of  50,000  Chrysler  retirees  on 
Medicare,  he  laid  less  claim  to  improved  quality  of 
their  care  than  to  the  bottom  line:  he  figured  he  could 
do  it  cheaper  and  turn  a buck  for  his  company. 

Mr.  Califano  shares  the  currently  faddish  view  of 
corporate  America  that  the  health  care  system  was  in 
terrible  shape  because  doctors  didn’t  understand  busi- 
ness; now  that  the  captains  of  business  and  industry 
are  in  the  catbird  seat,  watch  their  dust;  and  that, 
finally,  the  physician-patient  relationship,  all  those 
claims  of  the  special  nature  of  medicine,  were  but  the 
smokescreens  generated  by  doctors  to  discourage 
poachers. 

Corporate  giants,  sprawling  HMDs,  giant  factories 
of  health  care  presided  over  by  savvy  businessmen  — 
these  are  the  sights  that  stir  Mr.  Califano ’s  heart,  not 
the  quiet,  delicate  administration  of  care  in  a one-on- 
one  relationship.  He  obviously  regards  that  as  ineffi- 
cient, old-fashioned,  and  no  longer  economically  fea- 
sible in  a brave  new  world  of  direction  by  portfolio 
managers,  and  by  that  tree  full  of  assorted  owls  now 
in  positions  of  command  and  control,  both  in  corporate 
medicine  and  in  government  medicine. 

Mr.  Califano  writes: 

“Our  best  hope  to  change  the  health  care  system 
rests  in  an  awakened,  competitive  world  of  business 
purchasers  demanding  and  bargaining  for  high-quality 
care  from  a variety  of  providers  at  much  lower  costs.’’ 

What  he  means  by  “high-quality  care”  has  been 
challenged  by  many  informed  critics  of  his  simplistic 
views.  They  know  that  quality  cannot  be  quantified  as 
easily  as  Mr.  Califano  and  others  pretend.  Chrysler 
has  a materials  testing  laboratory  and  the  experts  needed 
to  assess  the  strength  of  the  things  it  buys  from  sub- 
contractors. Axles  and  spark  plugs  can  be  easily  tested. 
Mr.  Califano  seems  to  believe  that  there  is  no  earthly 
reason  health  care  can’t  be  similarly  subjected  to  as- 
sembly-line assay. 

But  Mr.  Califano  contradicts  himself.  He  is  begin- 
ning to  worry  about  all  those  corporate  newcomers  to 
his  turf  who  seem  to  be  interested  only  in  dollars. 

“The  profit  motive,”  he  writes,  “cannot  be  per- 
mitted to  shortchange  quality  of  care  or  curtail  access 
to  needed  medical  services.  Special  precautions  are 
needed  as  the  big  money  moves  into  the  health  care 
system.” 

As  I read  this,  he  is  talking  out  of  both  sides  of  his 
mouth.  He  is  saying  that  he  can  be  trusted  in  such 


powerful  positions  of  health  care  purchasing  but  others 
are  not  as  pure  as  he.  Assume  for  the  sake  of  argument 
that  he  is  immune  to  their  cupidity,  how  many  does 
he  think  there  are  like  him  out  there,  and  who  are,  at 
this  moment,  blueprinting  health  care  for  millions  of 
Americans?  Were  they  really  called  to  serve  suffering 
humanity?  Was  he? 

One  of  his  critics  is  David  Blumenthal,  M.D.,  ex- 
ecutive director  of  the  Center  for  Health  Policy  & 
Management  at  Harvard’s  Kennedy  School  of  Gov- 
ernment, who  teaches  and  practices  on  the  staff  of 
Massachusetts  General. 

Among  his  other  faults  found  by  Dr.  Blumenthal  is 
that  Mr.  Califano  is  so  contemptuous  of  physicians 
“his  heavy  handed  treatment  of  the  subject  will  only 
serve  to  convince  honest  physicians  that  lay  reformers 
are  implacably  hostile  to  health  care  professionals.” 

And  Dr.  Blumenthal  plainly  worries  a great  deal 
more  than  Mr.  Califano  about  the  sudden  ascendancy 
of  the  profit-motive  in  health  care.  He  quotes  with 
obvious  approval  from  a new  book  by  health  care 
economist  Victor  R.  Fuchs  of  Stanford. 

Professor  Fuchs  has  been  described  as  one  of  the 
wisest  and  most  humane  of  the  health  care  economists, 
a man  deeply  concerned  with  the  intangibles  of  care, 
incentive,  motivation,  and  fragile  human  relationships. 
What  Mr.  Califano  sees  as  a glorious  “revolution” 
troubles  Prof.  Fuchs,  who  writes  in  The  Health  Econ- 
omy (Harvard  University  Press): 

“Every  revolution  carries  within  it  the  seeds  of  its 
own  destruction  through  excessive  preoccupation  with 
one  goal.  The  present  revolution  in  health  care  fi- 
nancing is  no  exception.  The  problems  it  addresses 
are  palpable  . . . but  the  problems  it  may  create  are 
also  significant:  inadequate  insurance  for  millions,  ero- 
sion of  professional  ethics  . . . loss  of  trust  between 
physicians  and  patients.” 

If  I had  to  choose  between  these  two  prophets,  Mr. 
Califano  and  Prof.  Fuchs,  I would  unhesitatingly  cast 
my  lot  with  the  latter. 
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Bea  Physician 
and  a family  man 

There’s  time  for  both. 


Find  yourself... 
and  your  family 
in  the  Air  Force! 


Time  to  relax  with  your 
family— and  still  enjoy  the 
professional  advantages  of 
modern  facilities  and  a highly 
trained  technical  staff.  You’ll  have 
the  standing  of  an  officer  AND  a 
professional.  Yet,  there’s  challenge, 
too.  Air  Force  medicine  ranges  from 
research  to  every  conceivable  type  of 
clinical  practice,  in  every  conceiv- 


able location 
you  can  imagine. 
Off-duty,  you  and  your 
family  can  enjoy  the  excellent 
recreational  facilities  of  the  Air 
Force  Base  of  your  choice. 
One  month  vacation  with  pay... and 
many  other  extras.  Health  Profes- 
sion Scholarships  are  available 
to  medical  students. 


Find  out  more  about  your  future  in  Air  Force  Medicine; 
well  answer  your  questions  promptly  and  without  obligation.  Contact: 


In  Montgomery  Call  MSgt.  Dan  Godwin 
(205)  832-7501  — Out  of  Town,  Call  Collect 


A great  way  of  life. 


DIAGNOSTIC  IMAGING. 


MRI,.  exceptional  imaging  for  the  most 
demanding  applications. 

In  a recent  case  demonstrating  an  expanding  cord  lesion,  a twenty- 
eight  year-old  female  presented  with  numbness  in  her  left  index 
finger  and  thumb.  A myelogram  and  CT  demonstrated  enlarged 
cord  and  raised  the  question  of  a tumor  versus  syrinx.  A sagittal 
MR  exam  of  the  cervical  cord  clearly  demonstrated  syringomyelia. 
See  photo  at  right. 

Highlands  Diagnostic  Center  offers  you  the 
finest  technical  and  professional  support. 

Only  Highlands  Diagnostic  Center  combines  state-of-the-art 
diagnostic  imaging  equipment  with  a superb  outpatient  facility  and 
the  highest  caliber  professional  consulting  staff.  As  a result,  you  can 
rely  on  Highlands  Diagnostic  Center  not  only  for  the  leading  tech- 
nology but  for  prompt,  expert  assistance  in  your  selection  of  the 
optimal  patient  studies — so  important  in  today's  cost-conscious 
medical  environment. 

To  further  assist  your  formulation  of  accurate,  efficient  diagnoses. 
Highlands  Diagnostic  Center's  staff  follows  through  with  the  ultimate 
in  service.  We  guarantee  that  every  exam  can  be  scheduled  within 
24  hours  from  the  time  it's  ordered,  with  results  returned  to  you  the 
same  day  the  exam  is  conducted.  Yet  no  one  feels  rushed  through 
our  pleasant  facilities.  Every  patient  is  handled  with  care. 

Services  available  at  Highlands  Diagnostic  Center  include  magnetic 
resonance  imaging,  CT  scanning,  computer-aided  nuclear  medicine, 
ultrasound,  mammography,  radiography,  and  fluoroscopy.  State-of- 
the-art  equipment  available  includes  the  GE  9800,  Acuson,  and 
Siemann's  Mammomat-B. 

Highlands  Diagnostic  Center's  experienced  staff  stands  ready  to 
serve  your  diagnostic  needs  now  with  this  superior  technology  and 
the  finest  professional  service.  At  Highlands  Diagnostic  Center,  our 
only  job  is  to  help  you  maximize  your  diagnostic  efficiency— so  you 
can  serve  your  patients  with  excellence,  within  today's  cost 
parameters. 

To  inquire  about  any  exam  or  service,  call  Highlands  Diagnostic 
Center.  Highlands  Diagnostic  Center,  your  state-of-the-art  diagnostic 
resource. 


Sagittal  MR  clearly  demonstrates  syrinx  of  cervical  cord 
from  C2-T I ( I ) . Syrinx  not  seen  continuously  on  this 
scan  because  of  marked  cervical  scoliosis.  Note  findings 
of  Arnold-Chiari  I as  tonsils  protrude just  below  level  of 
foramen  magnum  (2). 


THE  GE  SIGNA  utilizes  the  latest  in  Magnetic  Resonance 
Imaging  Technology  operating  at  1 .5  Tesla. 


CT  Scannlng/Magnetlc  Resonance  Imaging/Mammography/Nuclear  Medlclne/Radlography/Fluoroscopy/Ultrasound 
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2173  Highland  Avenue 
Birmingham,  AL  35205  205/933-TECH 
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Kenneth  C.  Yohn,  M.D. 
President,  MASA 


Urgent  Action  Requested 


By  the  time  you  read  this,  you  will  know  the  results 
of  the  first  primaries  June  3.  The  extremely  im- 
portant slot  of  associate  Justice  of  the  Alabama  Su- 
preme Court  will  have  already  been  filled.  Other  races 
will  have  run-offs,  some  with  very  clear  choices  for 
you. 

The  most  important  non-medical  acts  you  can  do 
today  to  help  your  profession  are  these: 

1 .  Call  our  lobbyist,  Richard  T.  Whitaker  at  MASA 
(1-800-392-5668  or  263-6441)  to  learn  what  candidate 
to  support  in  these  run-off  races;  Governor,  Lt.  Gov- 
ernor, State  Senator  or  Representative.  Alternatively, 
you  may  call  any  member  of  ALAPAC  or  any  member 
of  the  Committee  for  Tort  Reform.  Or  call  me  per- 
sonally. 


2.  Write  a check  to  ALAPAC  and  mail  it  to  Mr. 
Whitaker,  P.O.  Box  1900-C,  Montgomery,  AL  36197. 
Immediate  action  is  essential  if  we  are  to  assist  our 
candidates  in  the  run-off. 

3.  Call  several  physician  colleagues  and  ask  them 
to  spread  this  word.  Talk  it  up  over  coffee,  in  the 
doctors’  lounge,  wherever. 

4.  Make  up  your  mind  right  now  to  vote  and  get 
promises  from  all  members  of  your  family,  patients, 
associates,  those  with  whom  you  do  business,  the  bank 
teller,  the  grocery  clerk,  the  meter  maid  — anybody 
and  everybody  who  may  be  open  to  suggestions. 

It  is  a truism  of  American  politics,  emphatically 
underscored  in  state  elections,  that  most  voters  are  on 

Continued  on  page  11 
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Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  BO/?.  The  following  is  a brief  summary. 


* WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hyperten- 
sion. Edema  or  hypertension  requires  therapy  titrated  to  the  individual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  mote  convenient  in  patient  management  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  nypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency.  Periodically,  serum  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
intake  Associated  widened  ORS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults,  thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
Dyazlde'  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels  However, 
extensive  clinical  experience  with  Dyazide’  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice  Angiotensin- 
converting enzyme  (ACE)  inhibitors  can  elevate  serum  potassium:  use 
with  caution  with  Dyazide'  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH]),  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function  They  can  precipitate  coma  in  patients  with  severe  liver 
disease  Observe  regularly  for  possible  blood  oyscrasias.  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide:  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarine  Triamterene  is  a weak  folic  acid  antagonist  Co  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients  Use  cautiously  in 
surgical  patients  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components.  Therefore,  Dyazide’ 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation 
A lew  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  Dyazide'  when  treated  with  indomethacin  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
Dyazide'  The  following  may  occur  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  reserve  with  possible  metabolic  acidosis.  Dyazide 
interferes  with  fluorescent  measurement  of  quinidine  Hypokalemia  is 
uncommon  with  Dyazide'.  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined  Discontinue  correc- 
tive measures  and  Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia  Serum  FBI  levels  may  decrease  without  signs 
of  thyroid  disturbance  Calcium  excretion  is  decreased  by  thiazides 
Dyazide'  should  be  withdrawn  before  conducting  tests  tor  parathyroid 
function  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive  drugs  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth,  anaphylaxis,  rash,  urticaria  photosensitivity,  purpura,  other 
dermatological  conditions:  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances,  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics)  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis  and  vertigo  have  occurred  with  thiazides  alone  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components  Rare  incidents  of  acute  interstilial  nephritis  have  been 
reported  Impotence  has  been  reported  in  a lew  patients  on  Dyazide', 
although  a causal  relationship  has  not  been  established 

Suoplied  Dyazide'  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules.  Single  Unit  Packages  (unit-dosei  of  lOO  (Intended  lor 
institutional  use  only),  in  Patieni-Pak™  unit-of-use  bottles  of  100 
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hydrocodone  bitartrate  5 mg  (Warning:  May  be  habit  forming.) 
with  acetaminophen  500  mg 


Brief  Summary 

INDICATIONS  AND  USAGE:  For  the  relief  ol  moderate  to  moderately  severe  pom 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone 

WARNINGS 

Drug  Abuse  ond  Dependence:  VICODIN  is  subject  to  the  Federal  Controlled  Substances  Act  (Schedule  III) 
Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon  repeated  administration  ot  narcot- 
ics; therefore,  VICODIN  should  be  prescribed  and  administered  with  the  some  coution  oppropriote  to  the  use  of 
other  orol-norcotlc-containing  medications 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce  dose-related  respira- 
tory depression  by  acting  directly  on  broin  stem  respiratory  centers  Hydrocodone  also  affects  centers  that  control 
respirotory  rhythm,  and  moy  produce  irregular  and  periodic  breathing 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressont  effects  of  narcotics  and  their  ca- 
pacity to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other 
intracranial  lesions  or  a preexisting  increose  in  intracronial  pressure  Furthermore,  narcotics  produce  adverse 
reactions  which  moy  obscure  the  clinicol  course  ot  potients  with  head  injuries 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diognosis  er  clinical  course  ol 
patients  with  acute  abdominal  conditions 

PRECAUTIONS 

Special  Risk  Potients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated  patients  and  those  with 
severe  impairment  of  hepolic  or  renal  function,  hypothyroidism,  Addison's  diseose,  proslatic  hypertrophy  or 
urethrol  stricture 

Inlormation  For  Potients:  VICODIN,  like  all  norcotics,  moy  impair  the  mental  and/or  physical  abilities  required  for 
the  performance  ot  potentially  hazardous  tasks  such  os  driving  a car  or  operating  mochinery,  patients  should  be 
cautioned  accordingly 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  caution  should  be  exercised  when  VICODIN  is  used 
postoperolively  and  in  patients  with  pulmonary  disease. 

Drug  Inferacfions:  The  CNS-depressant  effects  of  VICODIN  moy  be  addifive  with  thot  of  other  CNS  depressonts 
When  combined  therapy  is  contemplated,  the  dose  of  one  or  both  agents  should  be  reduced  The  use  of  MAO 
inhibifors  or  tricyclic  antidepressants  with  hydrocodone  preporotions  may  increase  the  effect  of  either  the  antide- 
pressant or  hydrocodone  The  concurrent  use  of  onticholinergics  with  hydrocodone  may  praduce  paralytic  ileus 
Usage  in  Pregnancy:  Pregnancy  Category  C Hydrocodone  has  been  shown  to  be  teratogenic  in  hamsters  when 
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given  in  bases  700  times  the  human  dose  There  are  no  adequate  and  well-controlled  sludies  in  pregnont 
women,  VICODIN  should  be  used  during  pregnancy  aniy  it  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nonteratogenic  Effects:  Bobies  born  to  mothers  who  have  been  taking  opioids  regulorly  prior  to  delivery  will  be 
physically  dependent  The  intensity  of  the  syndrome  does  not  always  correlate  with  the  duration  of  maternol 
opioid  use  or  dose. 

Labor  and  Delivery:  Administration  ot  VICODIN  to  the  mother  shortly  before  delivery  may  result  in  some  degree  ot 
respiratory  depression  in  the  newborn,  especially  If  higher  doses  are  used 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk,  therefore,  o decision  should  be 
made  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  drug  to 
the  mother. 

Pediotric  Use:  Safety  and  effectiveness  in  children  have  not  been  estoblished 

ADVERSE  REACTIONS 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of  mentol  and  physical 
performance,  anxiety,  tear,  dyspharia,  dizziness,  psychic  dependence,  mood  chonges 
Gastrointestinal  System:  Nausea  and  vomiting  moy  occur,  they  ore  more  frequent  in  ambulatory  thon  in  recum- 
bent patients  Prolonged  odministration  of  VICODIN  may  produce  constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  ot  vesical  sphincters  and  urinary  retention  hove  been  reported 
Respiratory  Depression:  (See  WARNINGS ) 

DOSAGE  AND  ADMINISTRATION:  Dosoge  should  be  adjusted  according  to  the  severity  of  the  pom  and  the 
response  ot  the  patient  Hawever,  tolerance  to  hydrocodone  can  develop  with  continued  use,  ond  the  incidence  of  ■ 
untoward  effects  is  dose  related 

The  usual  dose  is  one  tablet  every  six  hours  as  needed  tor  pain,  (If  necessary,  this  dose  may  be  repented  at  four- 
hour  intervals.)  In  cases  of  more  severe  pain,  two  tablets  every  six  hours  (up  to  eight  tablets  in  24  hours)  maybe 
required  Revised,  April  1982, 
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the  fence  most  of  the  time.  Or  simply  apathetic.  Ask 
them  to  help  you.  It  is  often  that  simple. 

This  is  a vitally  important  primary  for  the  future  of 
your  profession  in  Alabama.  Nature  has  favored  all 
God’s  children  with  hindsight.  We  will  all  know  one, 
two,  three  and  four  years  hence  what  we  should  have 
done  in  1986. 

What  separates  the  sheep  from  the  goats  and  winners 
from  losers  is  foresight.  We  need  to  influence  the  elec- 
tion to  these  offices.  This  year,  this  month  — today. 

This  is  not  something  you  can  leave  to  others.  We 
have  been  doing  that  for  too  long.  You  must  do  it,  and 
you  must  nag  your  wife,  friends  and  associates  into 
supporting  our  candidates. 

It  is  not  unseemly  scutwork.  It  is  the  way  the  system 
works.  You  might  even  find  it  fun  to  participate  in  the 
democratic  process  on  which  our  present  and  future 
hopes  depend  so  heavily. 

This  must  take  absolute  priority  over  all  your  spare 
time  after  patient  care. 


Repeating:  Find  out  from  one  of  the  above  what 
candidates  to  support  in  the  run-off  for  the  offices  of 
Governor,  Lt.  Governor,  and  the  legislature. 

Write  your  check  to  ALAPAC  immediately.  Mail 
it. 

Ask  all  your  physician  colleagues  whether  they  have 
done  this.  If  not,  lean  on  them.  Lean  hard.  Don’t  be 
put  off  by  their  protestation  or  excuses.  That  is  a luxury 
no  American  physician  can  any  longer  indulge  in.  It 
is  also  a classic  cop-out.  Tell  them  so. 

Politicize  yourself.  Energize  yourself.  Get  involved 
today.  If  enough  of  you  respond,  we  may  be  able  to 
look  back  at  this  as  being  a landmark  political  year 
for  Alabama  physicians. 

But  that  year  turns  on  what  you  do  and  resolve  to 
do  TODAY. 


No  need  for  dosage  oaloulations... 
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For  faster  claims  payment, 
count  on  the  card^s  computer 

And  a terminal  in  your  office  that  com 
nects  you  to  Blue  Cross  and  Blue  Shield 
of  Alabama.  Your  claims  are  processed 
faster  and  more  efficiently  for  a better 
cash  flow.  There’s  nothing  to  sort,  sign 
or  mail.  Just  type  your  claims  into  the 
terminal.  Blue  Cross  and  Blue  Shield 
computer  claims  service  is  dependable, 
easy,  and  cost  effective.  Find  out  more 
about  Blue  Cross  and  Blue  Shield  daily 
^ ^ computer  claims  service.  In  Birmingham, 
call  988-2588.  Or  write  us  at  Provider 
Services,  Blue  Cross  and  Blue  Shield 
of  Alabama,  450  Riverchase  Parkway 
East,  Birmingham,  Alabama  35298. 

CARRY  THE  CARING  CARD: 


Blue  Cross 

and 

Blue  Shield 

of  Alabama 


Registered  Marks  Blue  Cross  and  Blue  Shield  Association 
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Meditations  on  Malpractice 

Claude  L.  Brown,  M.D.* 


For  where  is  the  man  that  has  uncontestable  evi- 
dence of  the  truth  of  all  that  he  holds,  or  of  the  false- 
hood of  all  he  condemns;  or  can  say  that  he  has  ex- 
amined to  the  bottom  all  his  own  or  other  mens’ 
opinions? 

—LOCKE 

During  one  of  the  plagues  that  devastated  France 
in  the  seventeenth  century  the  Parisian  doctors 
blamed  this  virulence  on  “a  corruption  of  the  atmos- 
phere.” We  twentieth  century  doctors  of  the  United 
States  see  a similar  plague,  a sinister  pollution  of  the 
economic  environment  that  threatens  professionalism 
on  all  levels.  Liability  ligation,  destructive  as  it  has 
become  in  many  other  facets  of  our  society,  perhaps 
finds  its  true  home  and  most  dramatic  operation  in 
medical  practice.  For  doctors  are  highly  vulnerable  to 


* Psychiatrist,  176  Louiselle  St..  Mobile,  Alabama  36607 


the  aggressive,  intelligent  plaintiffs  lawyer.  Needless 
to  say,  this  is  not  lost  upon  the  lawyer.  Medicine  (this 
is  unique  to  medicine)  deals  with  the  often  intangible, 
often  not  correctable  ills  of  mankind;  physicians  nec- 
essarily err,  unfortunate  events  occur  with  their  pa- 
tients, death  stands  in  many  a shadow.  1 can  think  of 
no  other  enterprise  or  occupation  in  which  untoward 
events  are  expected;  airplanes  collide  and  explode  but 
no  one  ever  really  expects  them  to  do  so. 

The  features  of  our  society  that  lead  to  this  plague 
are  not,  of  course,  clearly  understood  by  anyone.  Ero- 
sion of  personal  responsibility  due  to  increased  bu- 
reaucratization; more  technocracy  of  medicine  that  can 
vitiate  the  warmth  of  the  doctor-patient  relationship; 
liability  laws  that  favor  exploitation  by  the  avaricious; 
the  broad  commercialization  of  medicine  — all  the.se 
are  factors,  and  many  more  exist. 

It  is  inaccurate  to  blame  the  lawyers  too  strongly; 
they  are  by  training  and  definition  merchant-men  of 
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aggression.  They  are  the  vehicles,  sometimes  the  prom- 
ulgators, of  a ruinous  societal  impulse.  They  are  riding 
the  crest  of  the  wave.  Hopefully  this  aberration  of  our 
culture  is  a passing  one.  Perhaps  like  Viet  Nam  this 
will  be  a national  psychosis  that  flames  for  a decade 
or  so  and  then  subsides.  It  is  certain,  at  least  from  an 
economic  standpoint,  that  this  craziness  cannot  con- 
tinue indefinitely.  I believe  that  the  plague  is  highly 
destructive  — like  the  widespread  use  of  drugs,  vio- 
lence, or  the  increased  acceptance,  almost  to  the  point 
of  endorsement,  of  sexual  perversions  (AIDS  has 
brought  more  accurate  perceptions  to  opinions  about 
this  disorder)  — but  the  Visigoths  are  not  really  at  the 
gates;  sanity  will  prevail. 

Consider  our  mistakes  in  assessing  the  risks  broadly: 
we  were  told,  and  told  ourselves,  and  even  at  times 
believed,  that  if  we  constantly  upgraded  our  techniques 
that  we  would  be  in  direct  proportion  safeguarded 
against  malpractice  suits.  We  thought  often  that  if  we 
were  super-humanly  careful,  endlessly  diligent,  all- 
knowing and  caring  that  no  evil  could  befall  us.  No 
one  in  1986  swallows  this  pablum,  but  a decade  ago 
many  doctors  thought  that  any  approach  to  the  issue 
of  malpractice  that  was  not  a medical  approach  was 
wrong.  Various  items  would  be  focused  upon  as  crit- 
ical: warmth  with  patients,  truthfulness,  informed  con- 
sent, consultations,  no  promises  about  results  — in 
short,  all  the  features  that  any  good  doctor  tries  to 
incorporate  into  his  practice. 

The  issue  of  informed  consent  is  a paradigm;  it  is 
necessary  to  get  informed  consent  and  it  is  also  im- 
portant to  realize  that  it  can  never  be  exculpating.  But 
we  trusting  physicians  took  these  items  to  heart  and 
girded  ourselves  with  these  cheerful  delusions. 

The  lawyers  urge  us  and  the  public  to  “clean  up 
our  act”;  to  root  out  the  “bad”  doctors  and  punish 
the  careless  doctors;  and  assert  that  malpractice  liti- 
gation is  a salutary  means  of  accomplishing  this  desired 
end.  This  thesis  is  a travesty  that  the  intelligent  lawyers 
should  feel  guilty  about  disseminating;  it  is  a highly 
inaccurate  rationalization  for  a rapacious  process.  The 
lawyer  knows  this  and  must  (?)  be  hard  put  to  imple- 
ment such  a misconception.  Most  concerned  people 
know  that  the  quality  of  medical  care  has  no  direct 
relationship  to  suits.  Most  people  also  know,  or  at 
least  reasonably  suspect,  that  some  doctors  are  better 
than  others  and  that  few  are  truly  incompetent.  The 
lawyers  sanctimoniously  use  the  phrase  “sending  a 
message”;  this  is  an  inspired  device  aimed  at  reas- 
suring the  jury  that  it  has  perhaps  inadvertently  par- 
ticipated in  a noble  cause  and  that  it  is  to  be  congrat- 
ulated on  its  sagacity  and  public-spirited  judgment. 

The  doctor  especially  cannot  escape  from  suscep- 
tibility of  attack.  If  he  practices  he  will  make  mistakes, 
and  he  will  experience  bad  results  — but  it  is  urgently 
important  that  he  realize  that  mistakes  and  bad  results 


may  or  may  not  be  related.  The  mistakes  may  be  trivial 
or  grave. 

The  bad  results  may  vary  in  degree  of  damage,  but 
they  will  occur  and  are  the  hallmark  of  nothing  more 
culpable  than  the  fact  that  we  are  human.  Because  of 
his  relationship  with  patients  these  unfortunate  occur- 
rences will  probably  trouble  the  doctor  far  more  per- 
sonally than,  for  example,  will  the  grocer  be  troubled 
by  a customer  who  hurts  her  back  in  his  store,  or  the 
city  council  sued  for  failing  to  repair  a pothole  in  the 
street.  The  illness  of  his  patients,  and  his  involvement 
with  them,  inevitably  lead  the  doctor  into  a path  that 
brings  him  into  keen  appreciation  of  “the  tragic  sense 
of  reality.”  A suit  filed  against  him  challenges  a pre- 
carious balance.  The  physician  is  forced  to  think  in 
absolute  terms,  and  is  sometimes  confused  by  the  law- 
yer into  thinking  that  mistakes  and  bad  results  are  the 
same,  and  that  this  terrible  situation  is  his  (the  doctor’s) 
fault.  Every  good  strategist  has  the  guiding  aim  of 
convincing  his  opponent  of  the  soundness  of  the  strat- 
egist’s own  point  of  view;  every  good  lawyer  is  an 
expert  at  such  strategical  salesmanship. 

A doctor  may  have  viewed  himself  in  splendidly 
ego-aggrandizing  colors,  but  the  lawyer  will  spread 
before  him  the  scope  and  depth  of  his  depravities  and 
failings  in  a clarity  so  compelling  that  the  doctor  will 
question  his  own  soundness.  The  accusation  impairs 
the  human  ambivalence,  the  tolerance  of  uncertainty, 
the  respect  for  the  unknowable.  The  attack  involves 
the  essence  of  the  scientific  tradition  and  attitude  in 
which  physicians  have  been  trained  and  in  which  they 
practice. 

Physicians  tend  not  to  see  this  point,  or  to  deny  its 
relevance,  or  (which  is  worse  and  is  the  goal  of  the 
opposing  lawyer)  to  cooperate  in  their  own  bloodlet- 
ting. We  are  not  familiar  with  attacks  of  this  kind;  we 
are  prone  to  guilt  feelings;  and  we  tend  to  be  great 
followers-of-the-leader  — all  these  attributes  have 
helped  to  put  us  in  the  position  of  the  toad  beneath  the 
harrow.  In  order  to  understand  this  assault  we  must 
temporarily  abandon  our  customary  attitude  of  scien- 
tific curiosity,  of  tentativeness  and  broadmindedness. 
We  must  not  agree  with  the  opponent’s  viewpoint.  We 
must  remember  that  we  are  in  foreign  waters  for  which 
our  charts  are  inadequate.  The  opposing  lawyer  cares 
nothing  for  facts,  intricacies  of  technique,  niceties  of 
judgment  — all  the  processes  which  we  esteem  highly 
and  operate  by.  He  cares  for  and  is  focused  on  one 
single  course:  winning  the  case.  The  doctor  mistakenly 
thinks  and  hopes  that  if  he  explains  fully  the  complex 
medical  details  for  the  lawyer  that  somehow  the  lawyer 
will  be  understanding  and  thus  satisfied  (it’s  not  that 
simple,  naturally,  but  we  do  tend  to  use  this  fantasy 
unwisely).  The  lawyer  is  not  satisfied,  for  he  is  dis- 
interested in  these  matters. 

The  plaintiff’s  lawyer  wishes  the  public  and  spe- 
cifically the  jury  to  think  much  as  did  the  English  jurist. 
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Sir  Matthew  Hale.  By  1680  there  had  been  seventy 
thousand  witches  executed  in  England.  A populace 
which  found  entertainment  in  bear-baiting  and  be- 
headings was  becoming  slightly  concerned  at  the  loss 
of  so  many  witches;  most  of  the  latter  were  women, 
for  mankind  has  always  known  that  the  devil  works 
most  effectively  through  woman’s  wiles.  The  question 
was  thus  put  to  Sir  Hale;  Did  witches  really  exist? 

The  eminent  jurist,  whose  Pleas  to  the  Crown  was 
a bedrock  of  the  criminal  law,  was  Lord  Chief  Justice 
of  the  King’s  bench  under  both  Cromwell  and  Charles 
the  Second;  clearly  he  was  not  a man  slow  with  proper 
answers.  To  the  question  he  responded: 

A.  There  were  laws  pertaining  to  witches 

B.  Laws  would  not  be  made  about  non-existent  ob- 
jects 

C.  Therefore  witches  must  exist. 

The  modem  lawyer  sells  a similar  and  pernicious  syl- 
logism; 

A.  Here  is  a bad  medical  result 

B.  Dr.  X is  closely  involved  with  the  case 

C.  The  bad  result  is  the  fault  of  Dr.  X. 

If  a doctor  cannot  escape  this  contagion  what  must 
he  do,  other  than  practice  medicine  as  best  he  can? 


He  must  work  for  tort  and  judicial  reform  for  this  is 
the  sole  avenue  of  effective  defense.  When  personally 
involved  as  a defendant  he  must  abandon  his  typical 
professional  stance  and  become  a combatant.  Realiz- 
ing that  the  lawsuit  is  a dagger  at  one’s  throat  may 
motivate  appropriate  response;  your  career,  your  eco- 
nomic security  and  certainly  your  emotional  well-being 
are  sorely  jeopardized.  There  is  every  reason,  within 
requirements  of  civil  and  criminal  law,  to  treat  the 
opposing  lawyer  as  a brigand  who  is  direly  threatening 
you.  Gentlemanly  pussyfooting  did  not  advance  one’s 
cause  in  Caligula’s  Coliseum,  nor  will  behaving  like 
a victim  be  helpful  today.  Automatically  the  doctor  is 
forced  into  an  intellectual  and  emotional  role  foreign 
to  his  character  (usually),  and  absolutely  to  his  train- 
ing. Smollett  said  that  “a  whiff  of  malpractice”  ac- 
tually improved  a physician’s  practice;  maybe,  but 
improvement  from  such  a source  can  never  be  worth 
the  cost. 

I think  that  investigative  panels  would  be  helpful  in 
getting  an  objective  view  of  the  case  in  order  to  advise 
defensive  posture.  Whether  such  panels  have  any  legal 
stature  is  not  the  point.  Medicine  occasionally  makes 
a mistake  in  defending  the  almost  hopeless  case;  this 
does  no  service  to  anyone  except  the  plaintiff’s  lawyer. 
We  do  this  probably  as  defensive  over-compensation 


If  there  are  problems 
and  there  is  drinking, 
drinking  may  be  the  problem 
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for  the  dangers  we  see,  but  the  opposing  lawyers  cap- 
italize on  these  attempts  by  publicizing  the  “bad”  case 
that  should  be  “punished.”  A panel  of  experts  in  the 
involved  field  of  practice,  together  with  two  lawyers 
and  two  business  men,  will  probably  abort  such  ill- 
conceived  trials.  This  panel  should  be  paid  for  their 
time  and  should  consider  each  case  in  their  area.  Law- 
yers, to  be  sure,  attempt  such  evaluation  of  their  cases 
but  the  lawyer,  already  partisan,  is  apt  not  to  be  ob- 
jective any  more  than  the  doctor.  Further,  the  airing 
of  the  case  before  an  impartial  panel  will  be  therapeutic 
for  the  doctor  involved. 

And  the  doctor  needs  what  therapy  he  can  get,  for 
his  is  a painful  journey.  He  will  probably  experience 
the  usual  gamut  of  feelings:  anger,  anxiety,  guilt, 
depression  — in  varying  degrees  at  different  times. 
But  all  these  feelings  are  negative  and  the  whole 
miserable  process  has  nothing  whatsoever  to  do  with 
therapy,  with  being  a doctor.  Generally  the  dysphoria 
he  feels  comes  in  waves;  there  are  good  days  when  he 
almost  forgets  the  problem,  and  nights  when  all  the 
fears  gather  around  the  bed  and  curtail  sleep.  This  goes 
on  and  on,  for  there  is  no  definite  end  in  sight.  The 
repetitive  meetings  with  lawyers,  the  depositions,  and 
the  interrogatories  are  salt  in  the  wound.  He  becomes 
preoccupied  with  the  suit  and  his  unhappy  feelings, 
and  attention  to  professional  productive  matters  suf- 
fers; he  recognizes  this  occurrence  and  is  further  frus- 
trated. He  becomes  hostile,  embittered,  a bit  distrust- 
ful. If  the  case  goes  to  trial,  this  is  another  and  perhaps 
worse  ordeal  than  all  the  long  months  of  wrangling. 
Even  if  one  is  not  a defendant,  just  sitting  in  a court 
for  several  days  is  a grueling  experience;  one  feels  the 
palpable  animosities  that  sift  through  all  the  boring 
words.  The  courtroom  is  not  a shrine,  fragrant  with 
bonhomie. 

In  addition  to  the  grinding  matters  of  defense,  the 
assailed  doctor  needs  to  discuss  the  entire  situation 
with  someone  who  can  help  him  elaborate  his  turbulent 
feelings  and  develop  some  perspective.  Family  mem- 
bers and  close  friends  will  probably  hear  more  than 
they  wish  to  hear,  but  they  are  not  apt  to  be  the  best 


helpers.  They  lack  impartiality  and  are  usually  not 
trained.  The  doctor  does  not  want  sympathy  so  much 
as  he  wants  an  opportunity  to  explore  and  comprehend 
his  sentiments.  There  may  be  embarrassing  details  that 
he  painfully  squeezes  in  silence;  there  will  definitely 
be  issues  the  importance  of  which  he  cannot  assess. 

A common  example:  an  individual  whose  thought 
processes  are  given  to  much  conceptualizing  will  usu- 
ally envision  a set  of  ideals  that  are  far  beyond  his 
grasp.  Such  ideals,  shimmering  in  the  distance,  may 
give  the  person  fruitful  goals  to  strive  for;  such  ex- 
emplars may  also  produce  frustrations  by  not  being 
caught  in  one’s  finite  grasp.  Thus  the  aspiring  person 
frequently  feels  a measure  of  failure  at  beholding  his 
life’s  work.  This  feeling  of  a lack  of  self-fulfillment 
may  or  may  not  be  of  neurotic  proportions,  but  attack 
upon  the  vitals  of  one’s  professional  being  is  likely  to 
enhance  the  amount  of  self-criticism. 

There  exists  support  groups  for  almost  every  con- 
ceivable malady  and  behavioral  disturbance  that  af- 
flicts us.  Why  not  such  a group  for  the  sued  doctor? 
The  frequency  of  malpractice  litigation  makes  an  am- 
ple number  of  participants  in  any  metropolitan  setting. 
With  proper  group  management  the  doctor  could  prob- 
ably find  aid  for  his  personal  misery. 

Ultimately  the  great  endeavor  is  to  keep  faith  in 
oneself.  This  faith  will  be  sorely  tried,  shaken  by  the 
strife  and  anxiety,  dulled  and  distorted  by  anger  and 
bafflement.  But  the  belief,  incommunicable  but  totally 
significant,  of  who  and  what  you  are  should  stay  in- 
violate. The  very  best  tool  that  any  doctor  possesses 
is  himself.  This  instrument,  in  all  its  fragility  still  the 
most  powerful  force  on  earth,  must  remain  basically 
sound  under  the  smoke  and  thunder. 

You  realize  that  life  is  short  and  the  art  long;  that 
the  practice  of  medicine  is  a delicate  balancing  of 
probabilities,  half  of  which  you  do  not  consciously 
perceive  and  only  a few  of  which  can  be  articulated; 
and  that  at  the  time  of  the  disputed  event  you  were 
there,  and  no  one  else  was  — just  as  now,  you  are 
the  only  one,  ever,  in  your  own  skin.  0 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available,  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Plcaw  Prim) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

M.iil  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta.  Georfiia  f0345 


Transfusion  Therapy  in 
Sickle  Cell  Disease 

Sara  Jo  Daniel,  M.D.*t 
Richard  C.  Morris,  M.D.* 

Paul  I.  Liu,  M.D.,  Ph.D.*1: 


Introduction 

Sickle  cell  disease  is  world  wide  in  distribution  and 
is  the  most  common  genetic  disorder.  Most  het- 
erozygous individuals  (S-A)  or  “trait  carriers”  have 
relatively  mild  or  no  symptoms  and  generally  require 
no  special  therapy.  The  homozygous  state  (S-S)  and 
the  combinations  of  sickle/C  hemoglobin  (Hgb)  (S-C) 
or  sickle/beta-thalassemia  disease  (S-Thal)  belong  to 
the  general  category  of  sickle  cell  disease.  These  sickle 
cell  diseases  present  with  anemia  and  some  have  severe 
life-threatening  or  lethal  complications.  Individuals 
with  sickle  cell  disease  require  more  intensive  medical 
management  than  non-sickle  diseased  individuals.  The 
magnitude  of  this  problem  is  of  particular  concern  in 

* Department  of  Pathology.  University  of  South  Alabama  Medical  Center;  t Amer- 
ican Red  Cross  of  the  Gulf  Coast;  t Sickle  Cell  Association  of  the  Gulf  Coast, 
Mobile,  AL  36617. 

Correspondence  to  Dr.  Paul  I.  Liu,  M.D.,  Ph  D.,  Professor  and  Vice  Chairman, 
Department  of  Pathology,  University  of  South  Alabama  Medical  Center,  2451  Fil- 
lingim  Street,  Mobile,  AL  36617 


southern  states,  such  as  Alabama,  since  it  is  estimated 
that  sickle  cell  disease  occurs  once  in  every  300  black 
births.  Medical  management  is  specifically  targeted  at 
avoiding,  minimizing,  and/or  treating  the  host  of  com- 
plications encountered  in  sickle  cell  disease. 

Review  of  transfusion  indications  as  well  as  com- 
plications in  the  management  of  sickle  cell  disease  may 
help  clarify  the  role  of  transfusion  therapy.  Transfusion 
therapy  may  be  used  in  a variety  of  clinical  settings,'  - ^ 
as  short-term^- or  long-term^  therapy  and  in  some 
circumstances  as  prophylaxis.  Given  clear  medical  in- 
dications for  transfusion,  no  effort  to  approach  normal 
Hgb  values  should  be  made.  Hgb  values  of  7-8  gm/dl 
are  common  in  sickle  cell  disease  and  these  levels  are 
well  tolerated.  As  the  red  cell  mass  is  increased  with 
transfusion,  resistance  to  flow  increases  and  the  con- 
dition may  worsen.  Vascular  occlusion  may  result  from 
transfusion,®  therefore,  transfusion  values  of  greater 

Continued  on  page  23 
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“High 

blood  pressure 
should  be  a 
red  flag  to 
screen  for 
cholesterol...”' 


f 

j 


If  your  patients  have  hypertension,  they 
probably  have  high  cholesterol  too. 


The  Framingham  Heart  Study^  showed  that 
over  two  thirds  of  the  35  and  older  population 
in  that  study  with  systolic  blood  pressures 
over  145  mmHg  also  had  serum  cholesterol 
levels  of  225  mg/dL  or  more,  and  46%  had 
levels  above  250  mg/dL. 

While  many  clinical  laboratories  still 
report  250  mg/dL  as  "normal”  cholesterol, 
the  NIH  Consensus  Development  Conference 
Statement  on  Cholesterol  and  Heart  Disease^ 


stated  that  any  level  above  220  mg/dL  is 


associated  with  a significantly  increased 
risk  of  coronary  heart  disease.  ^ 


You  need  to  know,  because  high 
cholesterol  parallels  high  blood 
pressure  as  a CHD  risk  factor 


Epidemiological  studies  and  large-scale 
prevention  trials  have  indicated  that  as  with 
blood  pressure,  serum  cholesterol  levels 
are  proportionately  related  to  CHD  risk. 


Specifically,  “...for  every  10  mmHg  rise 
in  pressure,  there  appears  to  be  about  a 30% 
rise  in  cardiovascular  risk.  “...for  every  one 
percent  you  go  up  the  American  cholesterol 
scale,  your  subsequent  rate  of  heart  attack 
rises  two  to  three  percent.”^ 

And  although  the  specific  impact  on  CHD 
has  not  been  determined,  we  know  that  many 
of  the  principal  agents  used  to  lower  blood 
pressure  actually  increase  cholesterol. 


Wytensin®  lowers  blood  pressure 
effectively  without  raising  cholester 


While  Wytensin  is  not  a cholesterol-lowering 
agent  and  is  not  indicated  for  the  treatment 
of  hyperlipidemia,  in  controlled  clinical  trials® 
it  caused  a slight,  sustained  decrease  in  total  , 
cholesterol  without  reducing  the  HDL  fraction 
or  altering  serum  triglycerides. 

At  the  same  time,  Wytensin  lowered  blood 
pressure  as  effectively  as  hydrochlorothiazide, 
propranolol,  clonidine  or  methyidopa. 
Drowsiness  and/or  dry  mouth,  the  most  fre- 
quent side  effects  noted  with  Wytensin, 
usually  diminish  or  disappear  over  time.  In 
fact,  in  double-blind  studies  to  date,  dis- 
continuance of  therapy  for  all  side  effects 
occurred  in  about  13%  of  patients. 


PtotanncM:  1 GtuackCJ  Remarks  in  th«  tympoMim.  Siood  Pretturt.  DC  - 31.  1985  2 Tf>a  Frimingham 

Study.  An  tpidamiclogical  inuastigation  of  cardiovatcular  ditaasa.  Section  28,  U S Oept  ot  Health,  Education,  and  Wettare  3 National  kiatitutas  ol  Health  Consensus 
Davelooment  Conference  Statement,  1984  Vol  S,  No  7,  p 4 4 Chotianian  AV  The  influence  ol  hypertension  and  other  hemodynamic  factors  in  atherogenesis  Prograu  In 

Cardiovaacular  Oiseeaet,  XXVI  (3|  177,  Nov/Oec,  1 983  5 Caatelti  WP  Remarks  m the  symposium,  Btood  Pratsura.  Cholatlarol  and  Coronary  Haart  Ouease,  Washington,  D C . 
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Wmnsin. 

(guanabenz  acetate) 

Antihypertensive  therapy 
that  does  not  increase  cholesterol 

Brief  Sumoury 

Before  pre«crlblflg.  contull  the  cofn|rfete  packjge  circular, 
liidlcatiofu  and  I’aage : Trcatmeni  of  bypcnriuion.  alone  or  in  combination  with 
a thiazMk  diuretic 

CootraiodlcatloD:  Known  sensitivity  to  tbe  drug 

Precautions;  I Sedation  Causes  sedation  or  drowsiness  in  a large  fraction  of  pa- 
tients When  used  with  centrally  active  depressants,  e g.,  phenothiazincs.  barbitu- 
rates and  benzodiazepines,  consider  potential  for  additive  sedative  effects  2 
Patients  with  vascular  insufficiency  Like  other  antihypertensives  use  with  caution 
in  severe  coronary  insufficiency,  recent  myocardial  infarction,  cerebrovascular  dis- 
ease. or  severe  hepatic  or  renal  failure  3.  Rebound  Sudden  cessation  of  therapy 
with  central  alpha  agonists  like  Wyieosln  may  rarely  result  in  'overshoot'  hyper 
tension  and  more  commonly  produces  increase  in  serum  catecholamines  and  sub- 
lective  symptomatology 

INFORMATION  FOR  PATIENTS:  Advise  patients  on  Wytenslo  to  exercise  caution 
when  operating  dangerous  machinery  or  motor  vehicles  until  it  is  determined  they 
do  not  ^come  drowsy  or  dizzy  Warn  patients  that  tolerance  for  alcohol  and  other 
CNS  depressants  may  be  diminished  Advise  patients  not  to  discontinue  therapy 
abruptly 

LAB  TESTS  In  clinical  trials,  no  clinically  significant  lab  test  abnormalities  were 
identified  during  acute  or  chronic  therapy  Tests  included  CBC.  urinalysis,  electro- 
lytes. SOOT,  bilirubin,  alkaline  phosphatase,  uric  acid.  BUN.  creatinine,  glucose,  cal- 
cium. phosphorus,  total  protein,  and  Coombs'  test  During  long  term  use  there  was 
small  decrease  in  serum  cholesterol  and  total  triglycerides  without  change  in  high- 
density  lipoprotein  fraction  In  rare  instances  occasional  nonprogressive  increase 
in  liver  enzymes  was  observed,  but  no  clinical  evidence  of  hepatic  disease 
DRUG  INTERACTIONS  Wyieoslo  was  not  demonstrated  to  cause  drug  interactions 
when  given  with  other  drugs,  e g.,  digitalis,  diuretics,  analgesics,  anxiolytics,  and 
antiinflammatory  or  antiinfective  agents,  in  clinical  trials  However,  potential  for  in- 
creased sedation  when  given  concomitantly  with  CNS  depressants  should  be  noted 
DRUG'LAB  TEST  INTERACTIONS  No  lab  test  abnormalities  were  identified  with 
Wytenslo  use 

CARCINOGENESIS,  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  No  evidence  of 
carcinogenic  potential  emerged  in  rats  duringa  rwo-year  oral  study  with  Wytenslo 
at  up  to  9 Smg'kg'day.i.e  .about  10  times  maximum  recommended  human  dose  In 
the  Salmonella  microsome  mutagenicity  (Ames)test  system.  Wytenslo  at  2OO-SO0 
meg  per  plate  or  at  30-S0  mcg/ml  in  suspension  gave  dose-related  increases  in  num- 
ber of  mutants  in  one  (TA  IS3T)  of  five  Salmonella  typbtmurium  strains  with  or 
without  inclusion  of  rat  liver  microsomes  No  mutagenic  activity  was  seen  at  doses 
up  to  those  which  inhibit  growth  in  the  eukaryotic  microorganism.  5cbfzos<acchar- 
omyces  pombe.  or  in  Chinese  hamster  ovary  cells  at  doses  up  to  those  lethal  to  the 
cells  in  culture  In  another  eukaryotic  system.  Saccbaromyces  cerevisiae. 
Wytenslo  produced  no  activity  in  an  assay  measuring  induction  of  repairable  DNA 
damage  Reproductive  studies  showedadecreased  pregnancy  rate  in  rats  given  high 
oral  doses  ( 9.6  mg'kg).  suggesting  impairment  of  fertility  Fertility  of  treated  males 
(9  6 mgitg ) may  also  have  been  affected,  as  suggested  by  decreased  pregnancy  rate 
of  mates,  even  though  females  received  drug  only  during  last  third  of  pregnancy 
PREGNANCY  Pregnancy  Category  C WYTENSIN*  MAY  HAVE  ADVERSE  EFFECTS 
ON  FETVS  WHEN  ADMINISTERED  TO  PREGNANT  WOMEN  A teratology  study  in 
mice  indicated  possible  increase  in  skeletal  abnormalities  when  Wytenslo  is  given 
orally  at  doses  3 to  6 times  maximum  recommended  human  dose  of  I 0 mg^kg 
These  abnormalities,  principally  costal  and  vertebral,  were  not  noted  in  similar 
studies  in  rats  and  rabbits  However,  increased  fetal  loss  has  been  observed  after 
oral  Wytenslo  given  to  pregnant  rats  ( 14  mg'kg)  and  rabbits  (20  mg^kg).  Repro- 
ductive studies  in  rats  have  shown  slightly  decreased  live-birth  indices,  decreased 
fetal  survival  rate,  and  decreased  pup  body  weight  at  oral  doses  of  6 4 and  9 6 mg' 
kg  There  are  no  adequate,  well-controlled  studies  in  pregnant  women  Wytenslo 
should  be  used  during  pregnancy  only  if  potential  benefit  justifies  potential  risk  to 
fetus 

NURSING  MOTHERS  Because  no  information  is  available  on  Wytenslo  excretion 
in  human  milk,  it  should  not  be  given  to  nursing  mothers 
PEDIATRIC  USE.  Safety  and  effectiveness  in  children  less  than  12  years  of  age  have 
not  been  demonstrated,  use  in  this  age  group  cannot  be  recommended 
Adverse  Reactions:  Incidence  of  adverse  effects  was  ascertained  from  controlled 
clinical  studies  in  U S and  is  based  on  data  from  8S9  patients  on  Wytenslo  for  up 
to  3 years  There  is  some  evidence  that  side  effects  are  dose-related.  Following  table 
shows  incidence  of  adverse  effects  in  at  least  5%  of  patients  in  study  comparing 
Wytenslo  to  placebo,  at  starting  dose  of  8 mg  b i.d 


Adverse  Effect 

Placebo  (% ) 
n = 102 

Wytenslo  (% ) 
n = 109 

Dry  mouth 

7 

28 

Drowsiness  or 
sedation 

12 

39 

Dizziness 

7 

17 

Weakness 

7 

10 

Headache 

6 

5 

In  other  controlled  clinical  trials  at  starting  dose  of  16  mg^day  in  476  patients,  in- 
cidence of  dry  mouth  was  slightly  higher  ( 38%  ) and  dizziness  was  slightly  lower 
( 12% ).  but  incidence  of  most  frequent  adverse  effects  was  similar  to  placebo-con- 
trolled trial  Although  these  side  effects  were  not  serious,  they  led  to  discontinua- 
tion of  treatment  about  15%  of  the  time  In  more  recent  studies  using  an  initial  dose 
of  8 mg/day  in  274  patients,  incidence  of  drowsiness  or  sedation  was  lower,  about 
20%  Other  adverse  effects  reported  during  clinical  trials  but  not  clearly  distin- 
guishable from  placebo  effects  and  occurring  with  frequency  of  3%  or  less  Car- 
diovascular— chest  pain,  edema,  arrhythmias,  palpitations  Gastrointestinal — 
nausea,  epigastric  pain,  diarrhea,  vomiting,  constipation,  abdominal  discomfort 
Central  nervous  system—anxiety.  ataxia,  depression,  sleep  disturbances  ENT  dis- 
orders—nasal  congestion  Eye  disorders— blurring  of  vision  Musculoskeletal- 
aches  in  extremities,  muscle  aches  Respiratory — dyspnea.  Dermatologic— rash, 
pruritus  Urogenital— urinary  frequency,  disturbances  of  sexual  function  Other- 
gynecomastia.  taste  disorders 

Drug  Abuse  and  Depeudeace:  No  dependence  or  abuse  has  been  reported 
Overdosage:  Accidental  ingestion  caused  hypotension,  somnolence,  lethargy,  irrit- 
ability, miosis,  and  bradycardia  in  two  children  aged  one  and  three  years.  Gastric 
lavage  and  pressor  substances,  fluids,  and  oral  activated  charcoal  resulted  in  com- 
plete and  uneventful  recovery  within  12  hours  in  both.  Since  experience  with  ac- 
cidental overdosage  islimited,  suggested  treatment  israainly  supportive  while  drug 
is  being  eliminated  and  until  patient  is  no  longer  symptomatic  Vital  signs  and  fluid 
balance  should  be  carefully  monitored  Adequate  airway  should  be  maintained  and, 
if  indicated,  assisted  respiration  instituted  No  data  are  available  on  Wyieoslfi 
dialyzability 

Doaage  iiod  AdmlnlstratloD:  individualize  dosage  A starling  dose  of  4 mg  b i d 
is  recommended,  whether  used  alone  or  with  a thiazide  diuretic  Dosage  may  be 
increased  in  increments  of  4 to  8 rog/day  every  one  to  two  weeks,  depending  on 
response  Maximum  dose  studied  has  been  32  mg  b i d.,  but  doses  this  hi^  are 
rarely  needed. 

How  Supplied:  (guanabenz  acetate)  Tablets.  4 mg  bottles  of  100  and  500;  8 mg  and 
16  mg  bottles  of  100.  Revised  2/14/85 

Wyeth  Laboratories 


TWEIVE 


FORNOTGIVMG 


Ui  . I think  I have 
lumbago. 

2.  I’m  type  Z 
negative. 

3.  I’m  on  the 
grapefruit  diet. 

4.1  gave  six 
months  ago. 

5.1  just  got  back 
from  Monaco. 

6.  The  lines  are 
thirteen  blocks 
long. 

7.  My  mother  won’t 
let  me. 


8.1  didn’t  sign  up. 
9. I’m  going  out 
of  town. 


10. Asthma  runs  in 
my  family. 

1 1 . 1  forgot  to  eat 
this  morning. 

12.  I’m  allergic  to 
flowering 
magnolia. 


Each  one’s  a doozy, 
but  we’re  hoping  you 
won’t  use  any  of  them. 
Give  blood  through  the 
American  Red  Cross. 
Please,  don’t  chicken  out. 


EXCUSES  DON’T  SAVE  LIVES. 
BLOOD  DOES. 


American 
Red  Cross 


®1984.  Wyeth  Laboraioiies. 


Transfusion  Therapy  Continued  from  page  18 

than  12  gm/dl  Hgb  (Hct  35%)  should  not  be  attempted. 
In  general,  9 or  10  gm  Hgb  (27-30%  Hct)  should  be 
the  maximum  transfusion  level.  Each  approach  to 
transfusion  will  be  considered  in  greater  detail. 

Transfusion  For  Acute  Complications 

Short-term  transfusion  with  packed  red  blood  cells 
(RBC)  is  indicated  in  acute  complications  such  as 
threats  of  acute  organ  failure  which  includes  acute 
pulmonary  syndrome,  acute  cholestasis,  acute  renal 
insufficiency,  massive  splenic  infarction,  acute  cere- 
bral ischemia  and/or  stroke,  acute  retinal  artery  occlu- 
sion with  retinal  detachment,^  infections,  and  possibly 
pain  crises.  In  each  of  these  situations  the  objective 
of  therapy  is  improvement  of  oxygen  delivery  to  the 
threatened  organ  and  possible  improvement  of  the  blood 
flow.  Sickling  is  not  reversed  by  transfusion  but  the 
addition  of  normal  cells  mixed  in  the  circulatory  sys- 
tem decreases  blood  viscosity  thus  improving  flow. 
For  these  life  threatening  conditions,  transfusion  ther- 
apy should  be  sufficient  to  relieve  the  symptoms  for 
which  it  is  intended.  Therapy  may  range  from  one  to 
four  units  of  RBCs  in  an  adult  or  proportional  volumes 
in  a child  taking  care  not  to  transfuse  above  12  gm 
Hgb. 

Transfusion  for  pain  crises  alone  has  not  been  de- 
finitively accepted.  The  individual  experiencing  a pain 
crisis  does  not  generally  have  immediate  relief  of  pain 
after  transfusion,  however,  the  recurrence  of  pain  crises 
is  delayed  until  adult  Hgb  level  drops  and  the  majority 
of  circulating  cells  are  again  native  sickle  Hgb  con- 
taining RBCs.  Increasing  the  interval  between  pain 
crises  may  justify  transfusion  in  some  patients. 

Long-term  repeated  transfusion  therapy,  regardless 
of  the  indications,  has  been  accompanied  by  obser- 
vations that  individuals  so  managed  do  have  fewer 
complications  such  as  pain  crises,  acute  organ  crises, 
and  infections.  Children  have  better  growth  charac- 
teristics as  well  as  subjective  improvement  in  their 
learning  ability.  Improved  sense  of  well-being  is  also 
reported.  Perhaps  most  significant  is  the  documented 
decreased  frequency  with  which  bacterial  infections 
occur.  Transfusion  must  be  accompanied  by  adequate 
hydration  and  other  appropriate  therapeutic  measures. 
Significant  numbers  of  individuals  may  require  re- 
peated short-term  transfusion  with  progression  of  dis- 
ease. 

Transfusion  For  Chronic  Complications 

Although  long-term  transfusion  is  controversial,  it 
has  been  utilized  in  individuals  who  have  sustained 
strokes  or  other  chronic  organ  complications  with  var- 
iable success.  The  rationale  for  hypertransfusion  ther- 
apy is  the  long-term  suppression  of  native  sickled  red 
cell  production  and  substitution  of  normal  donor  red 


cells  with  normal  function.  When  long-term  transfu- 
sion therapy  is  instituted,  the  adult  Hgb  is  increased 
acutely  by  exchange  transfusion  or  repeated  frequent 
transfusions  to  achieve  50%  Hgb  A,  with  35%  or  less 
Hct.  Transfusion  is  then  repeated  as  necessary  to  main- 
tain these  parameters.  The  interval  between  transfu- 
sions has  been  reported  to  range  from  three  to  eight 
weeks  and  maintenance  duration  may  be  indefinite. 
Our  experience  suggests  that  four  week  intervals  are 
optimal  for  most  individuals.  The  quantity  of  blood 
required  for  each  transfusion  ranges  from  two  to  four 
units  for  adults.  Needs  are  best  determined  by  initial 
monitoring  of  Hgb  level  and  Hgb  A,  by  electropho- 
resis. Initial  adult  automated  exchanges  require  6 to  8 
units  of  RBC.  In  a child,  about  60%  of  the  estimated 
normal  red  cell  mass  is  needed  for  an  adequate  initial 
exchange. 

Transfusion  for  Prophylactic  Purposes 

Prophylactic  transfusion  therapy  is  the  most  contro- 
versial use  of  this  therapeutic  modality.  Although  good 
results  have  been  reported,  the  frequency  of  adverse 
effects  are  comparable  to  any  transfused  population 
and  are  not  acceptable  in  most  asymptomatic  patients. 
Controlled  studies  are  not  now  available  to  justify  pro- 
phylactic transfusion.  Those  conditions  in  which  pro- 
phylactic therapy  have  been  used  are  the  obstetric 
patient^  and  the  patient  who  is  to  undergo  a surgical 
procedure.  Clinical  experience  in  the  obstetric  patient 
suggests  that  prophylactic  transfusion  therapy  which 
is  begun  in  late  mid-trimester  to  early  third  trimester 
and  maintained  until  after  delivery  with  Hgb  A,  ^ 
50%  and  Hct  near  35%,  may  improve  the  outcome  for 
both  the  mother  and  the  fetus.  The  obstetric  patient 
may  have  more  complications  due  to  her  sickle  cell 
disease.  However,  current  aggressive  medical  man- 
agement seems  to  have  lessened  complications  and 
improved  outcome  without  transfusion.  The  fetus  may 
reflect  maternal  problems  by  manifesting  fetal  distress 
(hypoxia)  or  growth  retardation.  In  the  event  of  either 
maternal  or  fetal  hypoxic  complications,  transfusion 
management  is  no  longer  considered  prophylactic  but 
to  be  acute  interventional  therapy.  A National  Institute 
Of  Health  Consensus  Development  Conference  ad- 
dressed the  issue  of  prophylactic  versus  acute  inter- 
ventional transfusion  therapy  in  pregnancy. Subse- 
quent clinical  trials  now  in  progress  involving  multiple 
institutions  should  determine  the  appropriateness  ol 
prophylactic  versus  acute  interventional  transfusion  in 
pregnancy. 

Far  greater  controversies  surround  prophylactic 
transfusion  for  sickle  cell  disease  patients  who  are  to 
undergo  surgery.  Numerous  publications  suggest  that 
the  S-S,  S-C,  or  S-Thal  individual  who  is  to  undergo 
elective  surgery  may  be  properly  prepared  for  surgery 
by  optimal  hydration  and  oxygenation  before  and  dur- 
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ing  surgery  without  transfusion.  Operative  and  post- 
operative aggressive  pulmonary  toilet  lessens  risk  for 
respiratory  complications.  Anesthesiologists  in  this 
country  are  more  and  more  skeptical  of  such  conserv- 
ative management  and  are  indicating  that  any  individ- 
ual who  has  S-S,  S-C,  or  S-Thal  Hgb  should  be  trans- 
fused prior  to  any  elective  surgery.  Transfusion  for 
elective  surgery  if  done,  should  raise  the  Hgb  A,  to 
more  than  50%  with  Hct  30-35%.  This  can  be  done 
by  simple  transfusion  alone  over  one  to  four  days. 
Alternatively,  if  urgent,  one  can  do  a partial  manual 
(4  units  RBC)  or  an  automated  RBC  exchange  (4-6 
units  RBC)  accomplishing  the  same  objective  in  a few 
hours.  For  the  individual  who  requires  surgery  because 
of  complications  of  their  disease,  transfusion  therapy 
becomes  an  indicated  medical  management  tool.  An 
automated  RBC  exchange  of  four  to  six  units  of  RBCs 
can  be  accomplished  in  one  to  two  hours  after  vascular 
access  is  achieved,  thus  preparing  the  patient  for  sur- 
gery in  an  expeditious  manner. 

Complications  of  Transfusion 

Complications  of  transfusion  therapy  are  significant 
and  in  every  case  benefits  and  risks  must  be  carefully 
weighed.  The  patient,  as  well  as  the  physicians,  should 
understand  and  accept  the  risks.  For  repeated  trans- 
fused individuals,  the  risks  of  transfusion  therapy  are 
1)  alloimmunizations  sometimes  causing  hemolytic 
transfusion  reactions,  2)  transmission  of  infectious  dis- 
eases, and  3)  iron  overload  leading  to  transfusion- 
induced  hemochromatosis.  Alloimmunization  can 
largely  be  avoided  by  careful  genetic  matching  of  red 
cells  for  transfusion.  This  is  accomplished  by  patient 
red  cell  antigen  typing  (phenotyping)  prior  to  trans- 
fusion when  a diagnosis  of  sickle  cell  disease  is  made. 
If  it  is  not  possible  to  obtain  RBC  antigen  typing  prior 
to  transfusion,  then  it  can  be  done  three  months  or 
longer  after  transfusion.  Once  red  cell  phenotype  is 
established  it  should  become  a permanent  part  of  the 
patient’s  record.  RBCs  which  are  ABO  compatible, 
and  Rh  and  Kell  system-matched,  should  be  compat- 
ibility tested  prior  to  transfusion.  Should  phenotyping 
indicate  the  potential  for  stimulus  of  other  irregular 
red  cell  antibodies,  then  blood  which  is  antigen  neg- 
ative for  that  particular  antigen  system  should  also  be 
selected.  Irregular  red  cell  antibodies  stimulated  in  the 
repeatedly  transfused  patients  are  most  likely  to  be  in 
the  Rh,  Kell  or  rarely  the  Kidd  system.  Other  red  cell 
antibodies  for  the  most  part  are  not  clinically  signifi- 
cant although  a host  of  others  may  develop.  Once 
irregular  RBC  antibody  stimulus  has  occurred,  the  in- 
dividual is  far  more  likely  to  form  additional  irregular 
red  cell  antibodies.  Genetic  matching  of  red  cells  should 
be  considered  early  in  the  management  of  any  sickle 
cell  patient  to  avoid  this  stimulus  to  antibody  produc- 
tion. Genetic  matching  is  usually  done  by  regional 
blood  centers  since  most  community  hospitals  do  not 
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have  the  capability  for  such  testing.  The  University  of 
South  Alabama  Medical  Center  has  such  a program  in 
progress  and  this  will  be  described  in  the  near  future. 
Blood  should  always  be  sickle  cell  trait  negative  to 
avoid  transfusion  of  the  abnormal  Hgb  which  has  al- 
ready created  clinical  problems. 

Fears  of  infectious  disease  transmission  by  trans- 
fusion have  never  been  greater  than  at  the  present  time. 
The  greatest  fear  is  that  of  acquiring  AIDS  (Acquired 
Immuno-deficiency  Syndrome)  through  transfusion. 
With  the  careful  donor  health  history  and  the  test  for 
HTLV-III  antibody,  the  risk  is  low.  It  is  now  estimated 
that  since  screening  for  HTLV-III  antibody  has  been 
implemented  in  regional  blood  centers,  the  risk  of 
transmitting  AIDS  by  transfusion  is  about  one  in  one 
million  transfusions.  The  likelihood  of  transmitting 
non-A/non-B  hepatitis  is  ten  thousand  times  greater, 
or  one  in  one  hundred  transfusions.  Hepatitis  B trans- 
mission has  virtually  disappeared  since  testing  for  the 
hepatitis  B-surface  antigen  has  been  implemented. 
Hepatitis  A is  rarely  transmitted  by  transfusion.  Other 
viruses  which  rarely  can  be  transmitted  by  transfusion 
are  cytomegalovirus,  Epstein-Barr,  and  Herpes  sim- 
plex. Bacteria  are  virtually  never  transmitted  because 
the  potential  donor  with  bacteremia  will  most  likely 
be  deferred  as  clinically  ill  or  because  of  fever.  Bac- 
teria present  in  stored  donor  units  will  damage  red 
cells  altering  the  appearance  of  the  blood  leading  to 
its  removal  and  destruction.  Malaria  and  other  RBC 
parasites  can  also  be  transmitted  by  transfusion,  how- 
ever, with  predonation  history  screening,  most  carriers 
are  removed  from  the  donor  pool. 

Iron  overload,  which  can  develop  in  an  adult  after 
100  or  more  units  of  blood  have  been  transfused,  may 
not  be  a clinical  problem  for  most  patients.  Individuals 
who  are  repeatedly  transfused  should  have  iron  stores 
monitored  by  appropriate  measures  including  serum 
ferritin  levels  and  tissue  iron  stores  when  indicated 
biopsies  of  the  liver  or  other  organs  are  performed. 
Conservative  transfusion  management  is  not  likely  to 
create  iron  overload  conditions,  however,  should  it 
develop,  chelation  with  Deferoxamine  therapy  can  be 
used.  A variety  of  techniques  including  intermittent 
intravenous  therapy  and  continuous  subcutaneous  pump 
chelation  may  allow  continued  transfusion  therapy  when 
indicated. 

There  is  no  question  that  today  those  individuals 
with  sickle  cell  disease  are  better  managed  medically, 
and  can  expect  a better  quality,  longer  life.  This  man- 
agement may  include  appropriately  indicated  trans- 
fusion therapy. 

Summary 

Many  individuals  with  sickle  cell  disease  will  re- 
quire transfusion.  All  should  have  red  cell  phenotyping 
done  and  entered  into  their  permanent  records.  The 
indications  for  transfusion  may  include  stroke,  acute 


pulmonary  syndrome,  acute  cholestasis,  massive 
splenic  infarction,  acute  ischemic  renal  failure,  pria- 
pism, retinal  artery  occlusion,  infections,  pregnancy 
or  surgery.  The  decision  to  transfuse  should  be  based 
on  greater  benefit  expected  versus  the  risk  of  trans- 
fusion. Parameters  helpful  in  making  this  decision  are 
those  indicating  tissue  hypoxia  and  anemia  more  se- 
vere than  the  usual  baseline  or  Hgb  less  than  7 gm/dl 
(Hct  < 20%).  Depending  on  the  clinical  situation, 
transfusion  therapy  may  be  short-term  or  long-term 
with  the  utilization  of  ABO  compatible,  Rh,  Kell  and 
other  antigen  negative  cross-match  compatible  RBCs. 
The  patient  should  be  monitored  closely  for  transfusion 
related  complications  including  immunologically  me- 
diated reactions,  infectious  disease  transmission  and 
iron  overload. 


References 


1 . Lanzkowsky  P,  Shende  A,  Karayalcin  G,  Kim  YJ.  Aballi  AJ.  Partial  exchange 
transfusion  in  sickle  cell  anemia.  Am  J Dis  Child  132:1206-1208,  1978. 

2.  Schmalzer  E,  Chien  S,  Brown  AK.  Transfusion  therapy  in  sickle  cell  disease. 
Am  J Ped  Hem/Oncol  4:395-406,  1982. 

3.  Van  de  Pette  JEW,  Pearson  TC,  Slater  NGP.  Exchange  transfusion  in  life- 
threatening  sickling  crises.  J Royal  Soc  Med  75:777-780,  1982. 

4.  Sheehy  TW,  Law  DE,  Wade  BH.  Exchange  transfusion  for  sickle  cell  intra- 
hepatic  cholestasis.  Arch  Intern  Med  140:1364-1366,  1980. 

5.  Samaik  S,  Soorya  D,  Kim  J,  Ravindranath  Y,  Lusher  J.  Periotic  transfusions 
for  sickle  cell  anemia  and  CNS  infarction.  Am  J Dis  Child  133:1254-1257,  1979. 

6.  Anderson  R,  Cassell  M,  Mullinax  GL,  Chaplin  H.  Effect  of  Normal  Cells  on 
Viscosity  of  Sickle-Cell  Blood;  In  vitro  studies  and  report  of  six  years'  experience 
with  a prophylactic  program  of  “partial  exchange  transfusion.”  Arch  Int  Med  3:286- 
294,  1963. 

7.  Wilhelm  JL,  Zakov  ZN,  Hoeltge  GA.  Erythropheresis  in  treating  retinal  de- 
tachments secondary  to  sickle-cell  retinopathy.  Am  J Ophthal  92:582-583,  1981. 

8.  Miller  JM,  Horger,  III  EO,  Key  TC,  Walker  EM.  Management  of  sickle  hem- 
oglobinopathies in  pregnant  patients.  Am  J Ob  and  Gyn  141:237-241,  1981. 

9.  Symposium  sponsored  by  National  Heart,  Lung,  and  Blood  Institute:  Trans- 
fusion Therapy  in  Pregnant  Patients  with  Sickle-Cell  Disease:  A National  Institutes 
of  Health  Consensus  Development  Conference.  Ann  of  Int  Med  91:122-123,  1979. 

H 


AFFORDABLE  TERM  LIFE  INSURANCE  — 
FROM  COOK  & ASSOCIATES 

Compare  these  low  non-smoker  annual  rates  for  non-decreasing  graded 
premium  life: 


MALE  AGES 

$250,000 

$500,000 

$1,000,000 

25 

250.00 

455.00 

670.00 

30 

252.50 

460.00 

677.50 

35 

255.00 

465.00 

685.00 

40 

330.00 

595.00 

880.00 

45 

412.50 

760.00 

1,127.50 

50 

542.50 

1,015.00 

1,510.00 

55 

810.00 

1,520.00 

2,267.50 

60 

1,355.00 

2,535.00 

3,790.00 

65 

2,372.50 

4,385.00 

6,565.00 

(smoker’s  rates  slightly  higher) 


Renewable  to  age  100.  Female  rates  same  as  males  four  years  younger.  All  coverage 
provided  by  companies  rated  “A  Excellent”  by  A.M.  Best  Co. 

For  a written  quotation  and  policy  description  send  your  date  of  birth  and  amount 
of  coverage  desired  to: 

COOK  & ASSOCIATES 

2970  Cottage  Hill  Road  • Suite  201  • Mobile,  Al  36606  • (205)  476-1737 


June  1986  / 25 


The  Infant  Mortality  and 
Teen-age  Pregnancy  Rates 
Among  Alabamians 

Carla  Thomas,  M.D.* 


Conspicuous  as  one  of  the  last  stumbling  blocks  to 
the  pursuit  of  happiness  are  the  infant  mortality 
and  teen-age  pregnancy  rates  among  Alabamians. 

Infant  mortality  is  articulated  as  the  infant  death  rate. 
The  infant  death  rate  is  defined  as: 

1000  X the  number  of  deaths  in  persons  less  than  one  year  old 

the  number  of  live  births 

The  teenage  pregnancy  rate  is  articulated  as  the  age- 
specific  fertility  rate.  The  age-specific  fertility  rate  is 
defined  as: 

^ the  number  of  live  births  to  women  in  a specific  age  group 

the  estimated  female  population  in  that  age  group 

Among  Alabamians,  the  infant  mortality  rate  (IMR) 
has  improved  tremendously.  In  1940,'  the  IMR  was 
61%  compared  to  47%  for  the  national  rate.  Twenty 
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years  later  in  1960,  the  14  point  difference  had  been 
narrowed  to  6.  Alabama’s  IMR  was  32%  whereas  the 
national  IMR  was  26%.  The  1984  figures  reveal  a mere 
2 point  difference  between  Alabama  and  the  overall 
U.S.  rate.  The  1984  Alabama  IMR  is  13  whereas  the 
national  rate  is  11.  Yet,  despite  these  improvements, 
Alabama  ranks  a low  45th  in  the  U.S. 

A look  at  the  county  statistics  shows  that  the  1984 
IMR  of  13  is  somewhat  misleading.  Some  of  the  high- 
est IMR’s  are  Clay  at  41%,  Talladega  at  17%  and 
Jefferson  at  14%.  In  contrast,  some  of  the  lowest  IMR’s 
are  Calhoun  at  8.5%  and  Blount  at  4.3%.  Other  county 
IMR’s  of  interest  are  Tuscaloosa  at  15%,  Mobile  at 
12%,  Madison  at  11%  and  Montgomery  at  14%. 

The  national  difference  has  been  narrowed  because 
of  Alacaid  and  WIC  programs.  The  county  differences 
exist  because  of  varying  prenatal  care  delivery  meth- 

Continued  on  page  31 
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respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)— PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution,  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors. 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appearance  of 
certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute  hypo- 
glycemia in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to  adjust 
the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous  elevation  of 
blood  pressure 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease  In 
patients  with  renal  disease,  thiazides  may  precipitate  azotemia.  In  patients  with  impaired  renal 
function,  cumulative  effects  of  the  drug  may  develop. 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate 
hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs.  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs. 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asfhma 

The  possibilify  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported. 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL  Propranolol  should  be  used  with 
caution  in  patients  with  impaired  hepatic  or  renal  function.  Propranolol  is  not  indicated  for  the 
treatment  of  hyperfensive  emergencies 

Befa  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be 
told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS,  Patients  receiving  catecholamine-depleting  drugs,  such  as  reserpine 
should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamine-blocking 
action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity,  which  may 
result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic  hypotension 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  IS-month  studies,  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significanf 
drug-induced  foxicify.  There  were  no  drug-related  tumorigenic  effects  at  any  of  fhe  dosage  levels. 
Reproducf  ive  studies  in  animals  did  not  show  any  impairment  of  ferf  ility  f haf  was  attributable  to  the 
drug 

PREGNANCY  Pregnancy  Category  C.  Propranolol  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  Propranolol  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 


Each  capsule  contains  propranolol  HCI  (INDERAL"  LA), 

80  mg,  120  mg,  or  160  mg,  and  hydrochlorothiazide,  50  mg 


The  appearance  of  these  capsules 
IS  a registered  trademark 
of  Ayerst  Laboratories 


NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised  when 
propranolol  is  administered  to  a nursing  mother 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  Intervals 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or  electrolyte 
imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokalemia.  Serum  and  urine 
electrolyte  determinations  are  particularly  important  when  the  patient  is  vomiting  excessively  or 
receiving  parenteral  fluids  Medication  such  as  digitalis  may  also  influence  serum  electrolytes. 
Warning  signs  irrespective  of  cause  are  Dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and 
gastrointestinal  disturbances  such  as  nausea  and  vomiting 
Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present,  or 
during  concomitant  use  of  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia  Hypo- 
kalemia can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of  digitalis 
(eg,  increased  ventricular  irritability).  Hypokalemia  may  be  avoided  or  treated  by  use  of  potassium 
supplements,  such  as  foods  with  a high  potassium  content. 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment,  except 
under  extraordinary  circumstances  (as  in  liver  or  renal  disease).  Dilutional  hyponatremia  may  occur 
in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water  restriction,  rather  than  adminis- 
tration of  salt,  except  in  rare  instances  when  the  hyponatremia  is  life-threatening.  In  actual  salt 
depletion,  appropriate  replacement  is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving  thiazide 
therapy. 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged.  Diabetes 
mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration. 

If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing  diuretic 
therapy. 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance. 

Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid  gland  with 
hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  prolonged 
thiazide  therapy.  The  common  complications  of  hyperparathyroidism,  such  as  renal  lithiasis,  bone 
resorption,  and  peptic  ulceration,  have  not  been  seen  Thiazides  should  be  discontinued  before 
carrying  out  tests  for  parathyroid  function. 

DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine. 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy  patient 
Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine.  This  diminution  is  not  sufficient 
to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use. 

PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  in  cord 
blood.  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed  against 
possible  hazards  to  the  fetus.  These  hazards  include  fetal  or  neonatal  jaundice,  thrombocytopenia, 
and  possibly  other  adverse  reactions  which  have  occurred  In  the  adult 
NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed  essential, 
the  patient  should  stop  nursing. 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild  and 
transient  and  have  rarely  required  the  withdrawal  of  therapy 
Cardiovascular:  Bradycardia,  congestive  heart  failure;  intensification  of  AV  block;  hypotension; 
paresthesia  of  hands;  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the  Raynaud 
type 

Central  Nervous  System  Lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place;  short-term  memory  loss;  emotional  lability;  slightly  clouded  sensorium.  and 
decreased  performance  on  neuropsychometrics 
Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  consti- 
pation; mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic  Pharyngitis  and  agranulocytosis;  erythematous  rash,  fever  combined  with  aching  and 
sore  throat;  laryngospasm  and  respiratory  distress. 

Respiratory  Bronchospasm. 

Hematologic  Agranulocytosis;  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported 
Miscellaneous  Alopecia,  LE-like  reactions,  psoriasiform  rashes;  dry  eyes;  male  impotence;  and 
Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been 
associated  with  propranolol 
Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipation, 
jaundice  (intrahepatic  cholestatic  jaundice),  pancreatitis,  sialadenitis. 

Central  Nervous  System  Dizziness,  vertigo;  paresthesias;  headache;  xanthopsia. 
Hematologic  Leukopenia,  agranulocytosis;  thrombocytopenia;  aplastic  anemia. 
Cardiovascular:  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or 
narcotics). 

Hypersensitivity.  Purpura,  photosensitivity,  rash,  urticaria;  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis);  fever,  respiratory  distress,  including  pneumonitis,  anaphylactic  reactions. 

Other  Hyperglycemia;  glycosuria,  hyperuricemia;  muscle  spasm,  weakness:  restlessness; 
transient  blurred  vision. 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced  or 
therapy  withdrawn, 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 
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Infant  Mortality  Continued  from  page  26 

ods,  differences  in  per  capita  income,  physician  den- 
sity, illegitimacy  ratios,  teenage  pregnancy  rates  and 
other  factors.  In  Talladega  county  (IMR  17),  for  ex- 
ample, the  pregnant  woman  sees  a nurse  until  the  36th 
week,  after  which  she  is  seen  by  the  doctor.  In  Calhoun 
county  (IMR  8.5),  the  pregnant  woman  is  seen  by  a 
resident  family  practice  physician  with  obstetrical  su- 
pervision. The  per  capita  income  of  Talladega  county 
(IMR  17),  for  example  is  $5866  whereas  for  Blount 
county  (IMR  4),  it  is  $6108.  The  physician  density  in 
Talladega  county  is  6 per  10,000  as  compared  to  2 per 
10,000  for  Blount  county.  Thus,  physician  density  in 
this  case  is  not  as  important  as  other  factors.  The 
illegitimate  rate  in  Talladega  county  is  257/1000 
whereas  for  Blount  county  it  is  65/1000  pregnancies. 
In  summary,  the  differences  in  prenatal  care,  per  capita 
income,  physician  density  and  illegitimate  ratios  have 
impacted  significantly  upon  the  infant  mortality  rate. 
Yet  the  factor  with  perhaps  the  greatest  influence  on 
the  IMR  is  teenage  pregnancy. 

Teenage  pregnancy  is  the  societal  cancer  which 
threatens  to  destroy  the  quality  of  life  for  a major 
portion  of  impoverished  Americans  and  thus  America. 
In  Alabama,  there  are  about  14,000  illegitimate  births 
per  year  of  which  6,000  are  teens.  Of  these  6,000 
teens,  about  4700  are  black.  From  1940-1984,  the 
illegitimacy  rate  for  blacks  increased  60%  but  for  whites 
it  increased  76%.  From  1983-1984,  the  rate  for  blacks 
increased  3.2%  but  for  whites  it  was  2.3%.  In  general, 
82%  of  mothers  less  than  15  years  of  age  are  also 
daughters  of  mothers  who  are  less  than  18  years  of 
age  when  they  were  bom.  Furthermore,  25%  of  black 


children  have  mothers  who  are  less  than  20  years  old. 

The  challenge  for  America  and  especially  Alabam- 
ians is  to  provide  an  option  to  childbearing  for  these 
teens.  Five  possible  solutions  to  the  problem  are  the 
following.  Personal  efforts  by  those  Alabamians  who 
have  stable  homes  to  reach  out  to  these  teens  and  bring 
them  into  their  homes.  Contacts  can  be  made  through 
schools  or  churches.  “Adopt”  a grade  at  a school, 
meaning  provide  emotional  and  financial  support  to  a 
particular  class  using  one’s  unique  talents.  Support  an 
“inhouse”  nonprescription  contraceptive  center  at  the 
school.  Start  a big  brother/big  sister  program  at  the 
school.  Urge  one’s  representative  in  the  legislature  to 
fund  job  training  programs  at  schools.  These  are  just 
suggestions  based  on  the  author’s  experience  and  re- 
sources. The  bottom  line  is  to  provide  an  option  to 
childbearing  for  teenagers.  The  common  denominator 
to  all  solutions  will  be  personal  effort.  The  choice  is 
this;  put  forth  effort  now  to  salvage  the  American 
dream  or  put  forth  much  more  effort  later  to  recreate 
a new  social  fabric.  An  ounce  of  prevention  is  worth 
a pound  of  cure. 
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Introduction 

The  term  Collagen  Diseases  was  introduced  by 
Klemperer'  to  a group  of  clinicopathological  en- 
tities with  common  histologic  features  of  wide-spread 
inflammatory  damage  to  connective  tissues  and  blood 
vessels  with  deposition  of  fibrinoid  material  in  some 
cases.  Progressive  systemic  sclerosis  is  an  uncommon 
Collagen  disease  with  an  estimated  average  annual 
incidence  of  2.7  patients  per  million  with  a 3: 1 female 
to  male  ratio. ^ Even  though  visceral  malignancies  oc- 
cur with  increasing  frequency  in  some  Collagen  dis- 
eases, like  dermatomyositis,^  same  has  not  been  true 
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in  patients  with  progressive  systemic  sclerosis.''  The 
esophagus  is  involved  in  85%  of  patients  with  pro- 
gressive systemic  sclerosis,^  but  carcinoma  occurs  only 
rarely.  We  encountered  such  a patient  at  the  VA  Med- 
ical Center,  Tuskegee,  Alabama,  recently.  The  case 
is  presented  and  literature  is  briefly  reviewed. 

Case  Report 

This  55-year-old  Black,  male  was  diagnosed  to  have 
progressive  systemic  sclerosis  in  1981  based  on  typical 
skin  changes.  Raynaud’s  phenomenon,  sclerodactyly 
(Fig.  I)  and  pulmonary  fibrosis.  Since  that  time,  the 
patient  has  been  followed  in  the  Medical  Clinic  reg- 
ularly. Symptomatic  treatment  was  given.  In  March 
of  1985,  he  started  complaining  of  dysphagia  to  solid 
food  and  antacids  were  prescribed.  Symptoms  per- 
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sisted  and  the  patient  started  losing  weight.  He  was 
hospitalized  in  July  and  a Barium  Swallow  was  per- 
formed (Fig.  II)  which  showed  an  ulcerating  lesion  at 
the  middle  third  of  the  esophagus.  A subsequent  en- 
doscopy and  biopsy  confirmed  the  diagnosis  of  a squa- 
mous cell  carcinoma.  Radiation  therapy  was  started 
but  the  patient  went  downhill  very  fast  and  expired. 
An  autopsy  was  not  obtained.  A chromosomal  study 
done  prior  to  death  was  normal. 

Discussion 

Progressive  systemic  sclerosis  (PSS)  is  an  uncom- 
mon disease.  Its  annual  incidence  is  only  2.7  patients 
per  million.  It  is  three  times  more  common  in  females. 
It  occurs  with  equal  frequency  in  various  races. ^ Its 
onset  is  normally  in  the  fourth  decade  of  life  and  earlier 
in  women  than  in  men.  It  may  be  localized  (morphea, 
Giuttate,  morphea  or  linear  scleroderma)  or  systemic 
(Acrosclerosis,  diffuse  progressive  sclerosis,  Thi- 
bierge-Weissenbach  Syndrome,  or  CRST,  i.e.,  cal- 
cinosis, Raynaud’s  phenomenon,  sclerodactyly,  and 
telangiectasis  syndrome). 


Figure  /.  Sclerodactyly. 


Gastrointestinal  Tract  in  PSS 

Although  any  part  of  the  GI  tract  may  be  involved, 
esophagus  and  small  intestine  are  most  frequently  af- 
fected. Esophagus  is  involved  in  85%  of  cases. ^ While 
scleroderma  affects  the  lower  two-thirds  of  the  esoph- 
agus, the  dermatomyositis  involves  the  striated  mus- 
cles of  the  proximal  one-third  of  esophagus  and  phar- 
ynx. 

Autonomic  dysfunction  and  esophageal  hypomotil- 
ity  precede  the  sclerosis  of  submucosa  and  atrophy  of 
smooth  muscles  in  PSS.*  Subsequently,  progressive 
motor  failure  and  incompetence  of  lower  esophageal 
sphincter  result.  This,  in  turn,  leads  to  peptic  reflux 
esophagitis  and  stricture  formation  in  about  10%  of 
cases.  Dysphagia  is  the  most  common  presenting 
symptom  with  esophageal  scleroderma. 


Figure  2.  Esophagogram  showing  ulcerating  lesion  in  mid- 
dle 'A. 


Carcinoma  of  Esophagus  and  PSS 

The  incidence  of  carcinoma  of  esophagus  has  re- 
mained low  — 3.5  per  100,000  for  white  men  and  13 
per  100,000  for  Black  men  in  the  United  States.*  Re- 
lationship of  carcinoma  of  esophagus  to  alcohol  and 
tobacco,*  achalasia,’  Barrett’s  esophagus,”  Paterson- 
Kelly  (Plummer-Vinson)  Syndrome,"  and  caustic  in- 
jury to  the  esophagus'^  have  all  been  well  documented. 
On  the  other  hand,  relationship  between  carcinoma  of 
esophagus  and  PSS  has  only  been  suggested  but  never 
been  proven  — we  were  able  to  find  only  10  other 
cases  in  English  literature. (Table  1)  Dysphagia  is 
common  to  both  conditions.  Barium  Swallow  and  en- 
doscopy and  biopsy  will  clinch  the  diagnosis. 

The  aperiastalsis  in  the  body  of  esophagus  and  the 
incompetence  of  the  lower  esophageal  sphincter  lead 
to  gastro-esophageal  reflux,  esophagitis  and  stricture 
formation.  Obstruction  and/or  stasis  may  predispo.se 
the  squamous  cell  carcinoma  as  in  ca.ses  of  achalasia 
and  lye  induced  strictures.”  Barrett  mucosa  which  re- 
sults as  a complication  of  reflux  esophagitis  forms  the 
site  of  adenocarcinoma.-" 
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There  is  no  specific  treatment  for  PSS  and  treatment 
of  carcinoma  of  esophagus  in  PSS  is  essentially  the 
same  as  any  other  patients. 

TABLE  I 


Carcinoma  of  Esophagus  and 
Progressive  Systemic  Sclerosis 


Case  Author 

Pt.’s 

Age 

Sex 

Race 

Duration  of 
Diagnosis 
of  PSS 

A.  Squamous  Cell  Carcinoma 

1 Matzner,  1963 

54 

F 

Cane. 

11  yrs. 

2 Kilton,  1971 

44 

F 

Black 

1 yr. 

3 Johnson,  1973 

60 

F 

Cane. 

11  yrs. 

4 Whitaker,  1979 

48 

M 

Black 

y yrs. 

5 Talbott,  1979 

69 

M 

Cane. 

4 mos. 

6 Mattingly,  1979 

70 

F 

Unknown 

2 yrs. 

7 Nissenblatt,  1981 

58 

M 

Black 

14  mos. 

B.  Adenocarcinoma 

8 Halpert,  1983 

48 

F 

Unknown 

15  yrs. 

9 Halpert 

56 

M 

Unknown 

4 yrs. 

10  Halpert 

65 

F 

Unknown 

7 yrs. 

Conclusion 

A case  of  carcinoma  of  esophagus  and  progressive 
systemic  sclerosis  has  been  presented  and  the  pertinent 
literature  is  briefly  reviewed. 
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You  may  think  these  physicians 
are  working  alone*  a 


But  they  really  have  a team  behind  them 
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county,  state,  and  national  — have  certain  tasks  that 
the  individual  physician  couldn’t  possibly  assume  — 
and  shouldn’t  have  to. 

Tasks  such  as  keeping  government  regulations 
from  interfering  with  your  practice  by  representing 
your  interests  at  local  and  national  levels.  And  chal- 
lenging regulatory  measures  that  threaten  you  and 
your  patients’  interests  by  mounting  legal  campaigns 
to  defend  your  rights  — up  to  the  Supreme  Court  if 
necessary. 

Why  do  we  believe  that  teamwork  means  so  much 
to  all  physicians  — even  those  who  work  “alone”? 
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decisions  on  how  to  practice  medicine. 
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Abstract 

The  results  of  hemoglobin  electrophoreses 
on  1629  patients  performed  at  the  University 
of  South  Alabama  Medical  Center  are  re- 
viewed. 820  (50.3%)  were  classified  as  hemo- 
globinopathies, i.e.  AS  399  (24.5%),  SS  166 
(10.2%),  Beta-thalassemia  minor  74  (4.5%), 
AC  43  (2.6%),  SC  39  (2.4%),  EE/AE  19 
(1.2%),  etc.  The  high  percentages  of  abnormal 
hemoglobins  in  our  testing  results  are  due  to 
the  fact  that  the  majority  of  these  samples  are 
from  hospitalized  patients,  many  of  whom  are 
there  for  treatment  of  complications  of  hem- 

Departments  of  Pathology*  and  Internal  Medicine, t University  of  South  Alabama 
College  of  Medicine,  and  Sickle  Cell  Anemia  Association  of  the  Gulf  Coast,  t Mobile, 
Alabama 

Correspondence  to:  Paul  I.  Liu,  M.D.,  PhD.,  Department  of  Pathology,  University 
of  South  Alabama  Medical  Center,  2451  Fillingim  Street.  Mobile,  AL  36617 


oglobinopathies.  The  results  of  hemoglobin 
electrophoresis  on  6647  blacks  screened  at  the 
Sickle  Cell  Anemia  Association  of  the  Gulf 
Coast  were  AS  531  (8.0%),  SS  23  (0.35%), 
Beta-thalassemia  minor  17  (0.25%),  and  AC 
99  (1.5%),  etc.  These  results  approximate  those 
reported  from  other  screening  laboratories. 


Introduction 

Approximately  50,000  to  70,000  cases  of  Hb-SS 
disease,  or  sickle  cell  anemia  (SCA),  and  two 
million  cases  of  Hb-SA  disease,  or  sickle  cell  trait 
(SCT)  are  expected  in  the  United  States,  The  clinical 
features  of  SCA  are  variable,'  ^ Frequently,  the  patient 
suffers  from  a severe  hemolytic  anemia,  vascular  oc- 
clusion, infection,  numerous  painful  crises,  and  has  a 
considerably  shortened  life  span.  Others  have  much 
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milder  symptoms  and  fewer,  if  any,  painful  crises. 
The  latter  group  has  a relatively  normal  life,  with  a 
normal  life  expectancy.  Under  normal  conditions,  pa- 
tients with  SCT  are  asymptomatic,  although  symptoms 
similar  to  SCA  may  develop  under  deoxygenated  con- 
ditions. “ Some  of  the  sickle  cell  diseases  are  further 
complicated  by  their  genetic  combination  with  the  thal- 
assemia gene  (sickle  cell-thalassemia),  with  Hb-C  (sic- 
kle cell-hemoglobin-C  disease),  or  with  high  levels  of 
Hb-F  (sickle  cell  disease  with  hereditary  persistence 
of  Hb-F).  Their  clinical  severity  varies  from  very  mild 
to  moderately  severe.^- ^ Accurate  diagnosis  of  sickle 
cell  disease  may  require  the  combination  of  Hb  elec- 
trophoresis on  cellulose  acetate  at  an  alkaline  pH,^ 
citrate  agar  electrophoresis  at  an  acid  pH,^  Hb-A2  quan- 
titation by  mini-column,’  Hb-F  quantitation  by  radial 
immunodiffusion*  or  other  techniques.  The  incidence, 
mortality,  and  morbidity  of  sickle  cell  diseases  has 
been  reduced  by  improvement  in  diagnosis,  genetic 
counseling,  education,  and  effective  management  of 
complications. 

Subjects  and  Methods 

The  results  of  the  electrophoreses  on  1629  patients 
performed  at  the  Clinical  Laboratory  of  the  University 
of  South  Alabama  Medical  Center  (USAMC)  from 
1981-1985,  and  the  results  of  screening  from  6647 
black  Americans  at  the  Sickle  Cell  Anemia  Association 
of  the  Gulf  Coast  (SCAAGC)  were  reviewed.  The 
routine  procedure  for  the  diagnosis  of  hemoglobin- 
opathies involves  a drop  of  red  cell  hemolysate  which 
is  applied  to  a cellulose  acetate  plate  and  electro- 
phoresed  in  an  alkaline  buffer  at  a pH  of  8.6.  The 
electrophoretic  patterns  are  then  stained  with  Ponceau 
S before  being  scanned  on  a Helena  Quick  Scan  Den- 
sitometer with  Quick  Quant  Computer.  An  interpre- 
tation is  made  by  comparing  the  patient’s  hemoglobin 
to  that  of  a control  sample.  This  method  is  capable  of 
detecting  hemoglobins  such  as  Hb-A,  Hb-S,  and  Hb- 
C,  and  estimating  increased  levels  of  Hb-A2  and  Hb- 
F.®  Other  hemoglobins,  such  as  Hb-D,  migrate  with 
Hb-S,  and  hemoglobins  such  as  Hb-O  and  Hb-E  mi- 
grate with  Hb-C  under  alkaline  buffer  conditions.  Elec- 
trophoresis with  an  acid  buffer  (pH  6.0)  must  be  used 
to  identify  hemoglobins  such  as  Hb-D,  Hb-E,  or 
Hb-O.*  Hemoglobin  F is  quantitated  by  radial  im- 
munodiffusion* and  Hb-Aj  is  quantitated  by  mini  col- 
umn.’ If  the  Hgb  still  cannot  be  identified,  a sample 
is  sent  to  the  State  Laboratory  and/or  laboratory  at 
Communicable  Disease  Centers. 

Results 

Table  1 de.scribes  the  detailed  breakdown  of  the  data 
derived  from  the  clinical  laboratories  at  USAMC  and 
SCAAGC.  Approximately  50%  of  the  patient  samples 
from  USAMC  requested  for  hemoglobin  electropho- 
resis demonstrated  various  hemoglobinopathies.  The 


TABLE  I 

Hemoglobinopathies  Diagnosed  at  the 
University  of  South  Alabama  Medical  Center  and 
Gulf  Coast  Sickle  Cell  Anemia  Association 


HGB  Phenotype 

U.S.A,  Medical 
Center 

No.  of  pts.  % 

Sickle  Cell  Assoc, 
of  G.C. 

No.  of  cases  % 

AA 

809 

49.7 

5927 

89.2 

AS 

399 

24.5 

531 

8.0 

ss 

166 

10.2 

23 

0.35 

Thalassemia 

Minor 

74 

4.5 

17 

0.25 

AC 

43 

2.6 

99 

1.5 

SC 

39 

2.4 

16 

0.24 

HPFH 

27 

1.7 

17 

0.25 

S-Thal 

26 

1.6 

10 

0.15 

CC 

12 

0.7 

3 

0.05 

AE 

11 

0.7 

1 

0.02 

EE 

8 

0.5 

0 

0.0 

C-Thal 

6 

0.4 

0 

0.0 

Others 

9 

0.6 

3 

0.05 

Total 

1629 

100.0 

6647 

100.0 

most  frequent  hemoglobinopathy  seen  was  SCT,  fol- 
lowed by  SCA,  thalassemia  minor,  Hb-AC  and  Hb- 
SC.  Hb-E  disease,  including  homozygous  (EE)  and 
heteroxzygous  (AE),  was  diagnosed  in  19  patients  who 
immigrated  here  from  Southeast  Asia.  About  11%  of 
the  screening  tests  performed  at  SCAAGC  were  ab- 
normal, with  SCT  (8%)  and  A/C  (1.5%)  predominat- 
ing. 

Discussion 

As  disclosed  in  Table  1 , the  incidence  of  hemoglo- 
binopathies diagnosed  from  hemoglobin  electropho- 
resis reflects  the  varying  nature  of  sample  populations, 
such  as  mostly  hospital  patients  sample  in  USAMC 
and  a screening  ambulatory  sample  from  the  SCAAGC. 
The  USAMC  results  indicate  many  referred  patients 
with  high  incidence  of  hemoglobinopathies,  particu- 
larly those  patients  with  frequent  association  of  com- 
plications such  as  Hb-SS,  Hb-S-thalassemia,  and  Hb- 
SC  disease.  Hb-E  diseases  historically  have  been  rarely 
encountered  in  this  country,  however  with  the  recent 
influx  of  Southeast  Asians,  it  has  become  more  prev- 
alent.^ Most  of  the  heterozygous  E diseases  (Hb-A-E) 
are  usually  asymptomatic.  Microcytic  hypochromic 
anemia  with  prominent  leptocytes  (target  red  cells)  and 
mild  hepatosplenomegaly  may  be  seen  in  homozygous 
Hb-E  diseases.'”  The  result  of  ambulatory  screening 
performed  by  SCAAGC  approximate  that  incidence 
from  other  screening  laboratories.’-  ’ Many  of  the  hos- 
pitalized patients  with  hemoglobinopathies  are  treated 
for  their  complications  such  as  pain  crisis,  infection, 
and  severe  anemia. 

It  must  be  recognized  that  we  are  comparing  elec- 
trophoresis results  from  symptomatic,  hospitalized  pa- 
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tients  of  all  races  with  that  of  asymptomatic  black 
individuals  participating  in  a screening  program.  The 
significance  of  this  is  that  our  study  demonstrates  that 
abnormal  hemoglobin  variants  can  be  from  2 to  30 
times  more  prevalent  among  hospitalized  patients. 

A rapid,  simple  and  accurate  determination  of  per- 
centage of  Hb-S  for  an  optimal  transfusion  therapy  for 
sickle  cell  patients  has  been  established'*  and  a program 
in  minimizing  transfusion  complications  by  genetic 
matching  of  red  cell  antigens  is  in  progress  at  Uni- 
versity of  South  Alabama  Medical  Center. 
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Adefense 
gainst  cancer 
can  be  co<^d  up 
in  your  kitchen. 


There  is  evitdence 
that  (diet  and  cancer 
are  related.  Some 
foo(ds  may  promote 
cancer,  while  others 
protect  you  from  it. 

Foods  related  to  low- 
ering the  risk  of  cancer 
of  the  larynx  and  esoph 
agus  all  have  high 
amounts  of  carotene,  a 
form  of  Vitamin  A 
which  is  in  canta- 
loupes, peaches,  broc- 
coli, spinach,  all  dark 
green  leafy  vegeta- 
bles, sweet  potatoes, 
carrots,  pumpkin, 
winter  squash,  and 
tomatoes,  citrus  fruits 
brussels  sprouts. 

Foods  that  may  help  reduce 
risk  of  gastrointestinal  and  respira- 
tory tract  cancer  are  cabbage, 
broccoli,  brussels  sprouts,  kohl- 
rabi, cauliflower. 

Fruits,  vegetables  and  whole- 
grain  cereals  such  as  oat- 
meal, bran  and  wheat 
may  help  lower  the 
risk  of  colorectal 


cancer. 

Foods  high  in  fats, 
salt-  or  nitrite-cured 
foods  such  as  ham, 
and  fish  and  types  of 
sausages  smoked  by  traditional 
methods  should  be  eaten  in 
moderation. 

Be  moderate  in  consumption 
of  alcohol  also. 

A good  rule  of  thumb  is  cut 
down  on  fat  and  don’t  be  fat. 
Weight  reduction 
may  lower  cancer 
risk.  Our  12 -year 
study  of  nearly  a 
million  Americans 
uncovered  high 
cancer  risks  partic- 
ularly among  people 
40%  or  more  overweight. 

Now,  more  than  ever,  we 
know  you  can  cook  up  your 
own  defense  against  cancer.  So 
eat  healthy  and  ^ healthy. 
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No  one  faces 

cancer  alone. 
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Aftera  lutiBte, 

addlSOFnfC 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
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The  Trauma  Score: 

A Self-Assessment  Guide 
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Trauma  is  the  leading  cause  of  death  of  those  less 
than  40  years  old  and  the  third  leading  cause  of 
death  overall.  Each  year,  there  are  over  160,000  deaths, 
400,000  permanent  disabilities,  and  3.7  million  hos- 
pital admissions  from  trauma.'-^  Until  very  recently, 
trauma  care  in  the  USA  was  delivered  in  a nonorgan- 
ized,  nonintegrated  fashion.  In  1957,  Root  and 
Christensin^  first  questioned  the  adequacy  of  trauma 
care  delivery  in  this  country.  In  recent  years,  trauma 
centers  have  been  developed  in  an  attempt  to  improve 
care  of  the  .severely  injured  patient. * Two  prob- 
lems have  become  evident  with  this  approach.  First, 
studies  show  only  5-12%  of  injured  patients  require 

• From  the  Department  of  Trauma  Services  Carraway  Methtxiist  Medical  Center. 
Birmingham.  Alabama.  Address  for  reprints:  Henry  L Laws,  M.D.,  Director  of 
Surgical  Education,  Carraway  Methtxlist  Medical  Center,  I6(X)  North  26th  Street. 
Birmingham.  Alabama  352.t4 


the  care  of  a trauma  center.^'  A major  problem, 

however,  is  in  determining  whether  a particular  patient 
should  go  to  a trauma  center  or  could  be  cared  for 
adequately  at  a community  hospital.  Various  triage 
instruments,  to  be  discussed  below,  have  been  devel- 
oped to  try  to  solve  this  problem.  Second,  the  question 
arises  as  to  whether  trauma  centers  actually  do  result 
in  lower  mortality  and  morbidity  and  if  so,  how  can 
this  be  shown?  This  question  will  be  discussed  also. 

Triage  Instruments 

Triage  instruments,  as  tools  for  selecting  which  pa- 
tients would  benefit  from  referral  to  a trauma  center, 
are  based  on  four  categories:  mechanism  of  injury, 
anatomic  criteria,  physiologic  criteria,  and  comorbid 
factors. 
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Mechanism  of  injury,  such  as  falls  greater  than  15 
feet,  motor  vehicle  accident  with  ejection  from  the 
vehicle,  motor  vehicle  accident  with  death  of  person 
in  the  same  passenger  compartment,  eg,  are  based  on 
the  implication  of  high  energy  transfer.  Even  though 
the  patient  may  appear  stable,  he  has  been  subjected 
to  moderate  to  severe  energy  and  the  risk  of  occult, 
serious  injury  is  therefore  high. 

Anatomic  criteria,  such  as  fracture  of  proximal  long 
bones,  multiple  rib  fractures,  eg,  also  reflect  high  en- 
ergy transfer.  In  addition,  certain  injuries,  such  as 
penetrating  wounds  to  the  torso  or  neck,  major  am- 
putations, major  bums,  eg,  require  treatment  that  may 
not  be  readily  available  in  a community  hospital. 

Physiologic  criteria  are  based  on  derangements  in 
the  level  of  consciousness  and/or  the  cardiorespiratory 
sy stems. The  major  physiologic  scales  are  the 
Glascow  coma  scale,  trauma  score,  and  CRAMS^ 
as  shown  in  Tables  1,  2,  and  3 respectively.  There  is 
some  difference  of  opinion  on  the  score  value  requiring 
trauma  center  care.  Champion’'  first  recommended  re- 
ferral to  a trauma  center  if  the  trauma  score  was  1 2 or 
less  but  has  more  recently  used  a score  of  14  or  less 
as  a basis  for  trauma  center  care.^  Champion  also  rec- 
ommends those  with  a Glascow  coma  score  of  12  or 
less  go  to  a trauma  center^  while  others  use  a Glascow 
coma  score  of  10  or  less  as  the  determining  value.’'  In 
the  CRAMS  scale,  a score  of  6 or  less  is  an  indication 
for  trauma  center  care.  It  is  widely  appreciated  that 
physiologic  scores,  per  se,  are  not  highly  sensitive  or 
reliable  for  use  as  the  sole  criterion  for  trauma  center 
referral.^- The  trauma  score  has,  however,  been 
shown  to  be  an  effective  predictor  of  mortality'®  as 
will  be  discussed  later.  Another  attempt  to  develop  a 
simple,  rapid,  accurate  guideline  for  triage  to  a trauma 
center  is  the  Triage  Checklist  of  Kane  et  aP  as  shown 
in  Table  4.  The  checklist  actually  contains  elements 
of  all  four  (i.e.,  mechanism  of  injury,  anatomic  fac- 
tors, physiologic  criteria,  and  comorbidity)  triage  in- 
struments. 

Comorbidity  factors  reflect  the  realization  that  the 
risks  of  mortality  and  morbidity  for  a given  set  of 
injuries  are  higher  in  certain  patients,  such  as  the  very 
young  or  elderly,  or  those  with  underlying  cardiopul- 
monary disease.^  ®- 

Each  trauma  system  needs  to  evaluate  its  goals  and 
objectives  to  determine  what  levels  of  accuracy  and 
sensitivity  are  appropriate  in  use  of  its  trauma  center. 
There  is,  as  yet,  no  method  of  accurately  determining 
all  the  patients  needing  trauma  center  care  while  at  the 
same  time  detecting  all  of  the  patients  who  could  be 
adequately  treated  at  a community  hospital. 

Trauma  Centers 

The  major  value  of  a trauma  center  is  to  reduce 
death,  disability,  and  health  care  costs  of  trauma  vic- 
tims.’ Multiple  studies,  as  outlined  by  Cales  and 


Trunkey*  have  shown  a dramatic  decrease  in  prevent- 
able trauma  deaths  with  the  development  and  use  of 
trauma  centers.  The  determination  of  a “preventable 
death”  is  based  on  careful  review  of  the  hospital  course 
and  frequently  relies  on  autopsy  findings.  As  previ- 
ously stated,  the  trauma  score  has  been  shown  to  be 
a reliable  guide  for  predicting  mortality.'^  ''  ® '®  The 
survival  rate  for  each  score  is  based  on  experience  at 
a major  trauma  center"-  and  is  not  a pooled  regional 
or  national  value.  Thus,  the  experience  of  a particular 
hospital  can  be  compared  with  the  expected  results  to 
provide  a quick  estimate  of  the  level  of  care  achieved. 
Trauma  centers  are  also  important  for  education,  both 
for  health  care  personnel  and  the  lay  public  in  order 
to  raise  the  level  of  trauma  care  obtained.  Finally, 
trauma  centers  should  be  engaged  in  research  efforts 
on  prevention,  treatment,  and  rehabilitation  of  trauma 
victims. 

TABLE  1 

Glascow  Coma  Scale 


Eye  Opening  Response 

Spontaneous 

4 

To  Voice 

3 

To  Pain 

2 

None 

I 

Best  Motor  Response 

Obeys  Command 

6 

Localizes  Pain 

5 

Withdraws  from  Pain 

4 

Flexion  Response 

3 

Extension  Response 

2 

None 

I 

Best  Verbal  Response 

Oriented 

5 

Confused 

4 

Inappropriate  Words 

3 

Incomprehensible 

Sounds 

2 

None 

1 

Total 

3-15 

Carraway  Methodist  Medical  Center  j 

Carraway  Methodist  Medical  Center  is  a Level  I ’ 
trauma  center.  This  effort  to  strive  for  excellence  in  / 
trauma  care,  with  the  necessary  commitment  of  per- 
sonnel and  material  resources,  dates  from  1980.  As  a 
result  of  this  commitment,  an  organized,  highly  struc-  | 
tured  protocol  for  the  evaluation  and  resuscitation  of 
trauma  patients  has  been  developed  and  is  in  the  proc- 
ess of  being  published. Also,  a special  Shock/Trauma  ■ 
Resuscitation/Receiving  Room  has  been  established  i 

and  is  fully  equipped  for  the  evaluation,  resuscitation,  | 
and  emergency  treatment  of  the  severely  injured  pa-  ^ 
tient.  Since  its  opening  in  1983,  over  800  patients  have  i 
been  admitted  to  this  unit  as  shown  in  Figure  1 , rep- 
resenting 20%  of  the  total  trauma  admissions  at  Car- 
raway during  that  time  interval. 

Currently,  all  patients  admitted  to  the  trauma  room 
are  assigned  a trauma  score  at  the  time  of  arrival.  Thus 
far,  176  patients  have  been  scored  of  which  152  have 
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TABLE  2 
TRAUMA  SCORE 


Glascow  Coma  Scale 

14-15 

5 

11-13 

4 

A 

8-10 

3 

5-7 

2 

3-4 

1 

Respiratory  Rate 

10-24/min 

4 

25-35/min 

3 

B 

36/min  or  more 

2 

1-9/min 

1 

None 

0 

Respiratory  Expansion  Normal 

1 

C 

Retractive,  Shallow 

0 

Systolic  BP 

90mmHg  or  more 

4 

70-89mmHg 

3 

D 

50-69mmHg 

2 

0-49mmHg 

1 

No  Pulse 

0 

Capillary  Refill 

Normal 

2 

E 

Delayed 

1 

None 

0 

Total  Trauma  Score  (A-l-B-l-C-l-D-t-E) 

1-16 

TABLE  3 

CRAMS 

Circulation 

2 

Normal  cap. 

refill  & BP  over  100mm  systolic 

1 

Delayed  cap. 

refill  or  BP  85-99mm  systolic 

0 

No  cap.  refill  or  BP  less  than  85mm  systolic 

Respiration 

2 

Normal 

1 

Abnormal  (labored,  shallow,  or  rate  over  35) 

0 

Absent 

Abdomen 

2 

Abdomen  and  thorax  not  tender 

1 

Abdomen  or  thorax  tender 

0 

Abdomen  rigid,  thorax  fiail,  or  deep  penetrating  in 

jury  to  either  abdomen  or  thorax 

Motor 

2 

Normal  (obeys  commands) 

1 

Responds  only  to  pain  — no  posturing 

0 

Postures  or  no  response 

Speech 

2 

Normal  (oriented) 

1 

Confused  or 

inappropriate 

0 

No  or  unintelligible  sounds 

completed  their  hospital  course.  There  are  24  patients 
still  hospitalized  at  this  time.  Table  5 shows  the  num- 
ber of  patients  receiving  each  score  (N  Pts),  the  number 
of  survivors  (N  Surv),  the  expected  number  of  sur- 
vivors (Exp  Surv)  based  on  Champion’s  survival 
curve, and  the  difference  between  observed  and 
expected  survivors  (O-E)  for  each  score.  As  can  be 
seen,  61%  of  patients  had  a trauma  score  of  14  or 
more.  This  is  in  line  with  the  experience  in  Boston.'^ 
Those  patients  admitted  with  a trauma  score  of  14  or 


more,  reflecting  minimal  physiologic  derangements, 
include  patients  having  a ruptured  spleen,  ruptured 
diaphragm,  gun  shot  wounds  to  the  chest  and/or  ab- 
domen, and  a patient  with  a stab  wound  to  the  left 
ventricle.  Table  5 depicts  graphically  the  Carraway 
experience.  These  data  have  been  analyzed  by  the  chi 
squared  test  and  there  is  no  statistically  significant 
variation  of  the  Carraway  experience  from  that  of  the 
expected  results  of  a Level  I trauma  center  either  over- 
all or  by  individual  score.  These  results  are  based  on 
the  admission  trauma  score.  Baker suggests  that  a 
more  accurate  analysis  can  be  made  using  the  lowest 
trauma  score  obtained  within  one  hour  of  admission. 
If  the  Carraway  data  were  reanalyzed  under  this  sys- 
tem, the  results  would  be  even  more  favorable. 

TABLE  4 
Triage  Checklist 

1.  No  spontaneous  eye  opening 

2.  Abnormal  capillary  refill 

3.  Penetrating  cranial  injuries 

4.  Penetrating  neck  injuries 

5.  Penetrating  chest  injuries 

6.  Penetrating  abdominal  injuries 

7.  Blunt  thoracic  trauma  with  systolic  BP  less  than  90 

8.  Patient  is  pedestrian  hit  by  car,  abdominal  trauma 

9.  Flail  cbest 

10.  Motorcyclist  sustaining  blunt  abdominal  trauma 

11.  Fall  greater  than  15  feet 

12.  Age  less  than  5 or  greater  than  65 


TABLE  5 

Carraway  Trauma  Room  Experience 

TS 

N Pts 

N Surv 

Exp  Surv 

O-E 

1 

12 

0 

0 

0 

2 

0 

0 

0 

0 

3 

2 

0 

0.02 

-0.02 

4 

2 

0 

0.04 

-0.04 

5 

2 

0 

0.08 

-0.08 

6 

3 

0 

0.24 

-0.24 

7 

5 

1 

0.75 

0.25 

8 

6 

2 

1.56 

0.44 

9 

3 

2 

1.26 

0.74 

10 

4 

3 

2.4 

0.6 

11 

8 

6 

6.08 

-0.08 

12 

12 

8 

10.44 

-2.44 

13 

14 

12 

13.02 

-1.02 

14 

17 

17 

16.32 

0.68 

15 

27 

27 

26.46 

0.54 

16 

35 

35 

34.65 

0.35 

Total 

152 

113 

113.32 

-0.32 

A more  thorough  method  of  evaluating  results  of 
care  is  the  use  of  the  Injury  Severity  Score  (ISS).'”- 
The  ISS  is  calculated  after  all  injuries  are  determined 
and  values  for  the  three  most  severely  injured  body 
regions  are  added  together.  The  ISS  is  based,  there- 
fore, on  the  actual  injuries  sustained  and  not  on  the 
physiologic  response  to  these  injuries.  Carraway  is  in 
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TRAUMA  ROOM  PATIENTS 
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Figure  1.  Trauma  room  patients  1983-1986 

the  process  of  calculating  the  ISS  on  all  trauma  room 
patients  and  will  then  analyze  these  results  against  the 
norm. 

It  is  gratifying  to  show  analytically  that  the  Carra- 
way  results  are  those  expected  of  a Level  I trauma 
center.  These  results  are  not,  however,  being  accepted 
as  the  best  that  can  be  obtained.  Each  death  is  being 
carefully  examined  to  see  whether  some  preventable 
event  occurred  or  whether  some  improvement  can  be 
made  in  prehospital  care,  trauma  room  management. 


operating  room  management,  and/or  post  operative 
care.  In  order  to  improve  care,  one  must  first  have  a 
critical  appraisal  of  what  has  been  achieved  then  study 
those  areas  that  fall  short  of  the  goal. 

In  conclusion,  trauma  centers  have  been  shown  to 
reduce  mortality  and  morbidity  in  major  trauma.  Anal- 
ysis of  Carraway  Methodist  Medical  Center  data,  based 
on  admission  trauma  scores,  show  survival  rates  in 
keeping  with  a Level  I trauma  center.  While  these  data 
are  gratifying,  they  also  indicated  areas  for  potential 
improvement. 
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Consider  the 
causative  organisms... 


250-mg  Pulvules®  t.i.d. 
offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

Haemophilus  influenzae,  H influenzae,  Streptococcus  pneumoniae.  Streptococcus  pyogenes 

(ampicillln-susceptible)  (ampiclllln-resistant) 


Note:  Ceclor'^  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients. 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 


CdClOr*  (cvfoclorl 

Summary.  Consult  the  package  literature 
for  prescribing  information. 

Indications:  Lower  respiratory  infections, 
inciuding  pneumonia,  caused  by  sus- 
ceptible  strains  of  Streptococcus  pneu- 
moniae. Haemophilus  influenzae,  and 
S pyogenes  (group  A beta-hemolytic 
streptococci). 

Contraindications;  Known  allergy  to 
cephalosporins 

Warnings:  CECLOR  SHOULD  BE  ADMIN- 
ISTERS CAUTIOUSLY  TO  PENICILLIN- 
SENSITIVE  PATIENTS.  PENICILLINS 
AND  CEPHALDSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY  POSSIBLE 
REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic 
patients 

Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics  It  must  be  considered  in 
differential  diagnosis  of  antibiotic- 


associated  diarrhea.  Colon  flora  is  altered 
by  broad-spectrum  antibiotic  treatment, 
possibly  resulting  in  antibiotic-associated 
colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of 
allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms. 

• Positive  direct  Coombs'  tests  have 
been  reported  during  treatment  with 
cephalosporins 

• In  renal  impairment,  safe  dosage  of 
Ceclor  may  be  lower  than  that  usually 
recommended  Ceclor  should  be  admin- 
istered with  caution  in  such  patients 

• Broad-spectrum  antibiotics  should  be 
prescribed  with  caution  in  individuals 
with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

■ Safety  and  effectiveness  have  not  been 
determined  in  pregnancy,  lactation,  and 
infants  less  than  one  month  old.  Ceclor 


penetrates  mother's  milk.  Exercise 
caution  in  prescribing  for  these  patients. 

Adverse  Reactions:  (percentage  of 
patients) 

Therapy-related  adverse  reactions  are 
uncommon.  Those  reported  include: 

• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  of  pseudomembranous 
colitis  may  appear  either  during  or  after 
antibiotic  treatment. 

• Hypersensitivity  reactions  (including 
morbilliform  eruptions,  pruritus,  urticaria, 
erythema  multiforme,  serum-sickness- 
like reactions):  1.5%:  usually  subside 
within  a few  days  after  cessation  of 
therapy  These  reactions  have  been 
reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred 
during  or  following  a second  course  of 
therapy  with  Ceclor.  No  serious  sequelae 
have  been  reported  Antihistamines 
and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported, 
half  of  which  have  occurred  in  patients 
with  a history  of  penicillin  allergy. 

• Other:  eosinophilia,  2%;  genital  pruritus 
or  vaginitis,  less  than  1%. 

Abnormalities  in  laboratory  results  of 

uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes. 

■ Transient  fluctuations  in  leukocyte 
count  (especially  in  infants  and  children) 

• Abnormal  urinalysis:  elevations  in  GUN 
or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose 
with  Benedict's  or  Fehling's  solution  and 
Clinitest*  tablets  but  not  with  Tes-Tape* 
(glucose  enzymatic  test  strip.  Lilly) 
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Her  time  is 
too  valuable 
to  spend 
talking  to 
debtors. 


it 


Your  secretar}^  can  be  one  of  the  most  valuable  people  in  your  office. 
But  if  she’s  constantly  on  the  telephone  talking  to  people  who  haven’t 
paid  their  bills,  she  has  less  time  to  keep  your  operation  running 
efficiently. 

Let  I.C.  System — the  approved  collection  service — talk  to  the  people 
who  don’t  pay.  I.C.  is  firm,  but  understand-  ^ 

ing,  and  always  works  within  the  letter  and  I ll©  SVS10I11 
the  spirit  of  the  law.  MA 

Fill  out  this  card  and  mail  it  to  find  wYfJI 

out  how 


Tell  me  more  about  the  I.C.  System  program. 

I.C.  SYSTEM,  INC. 

ACCOUNTS  RECEIVABLE  CONTROL  SERVICE 

444  East  Highway  96 
P.O.  Box  43639 
St.  Paul,  MN  55164 

Name  (Firm) 

Address 

City State 


Form  No.  W1 
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Out  Patient 
Diagnostic  Radiology  Center 


Alabama's  Most  Modern  Facilities  Available 

CAT.  Scan 

Head  and  total  body  scan 

Ultrasonography 

Studies  during  pregnancy,  gallbladder,  etc. 

Mammography 

Low  level  radiation  cancer  survey 

General  Diagnostic  Radiology 

Certified  black  lung  survey,  G.l.  studies,  I.V.R,  tomography,  etc. 

Diagnostic  testing  and  report  within  24  hours 


Norwood  Clinic 

1 625  25th  Street  North 
Birmingham,  Alabama 

Appointments  call  (205)252-0261 

250-6837 
WATS  Une  1-800-272-6481 


NOTICE  OF  CLASS  ACTION,  PROPOSED  SEHLEMENT  AND  HEARING 

TO:  ALL  PERSONS,  FIRMS.  OR  CORPORATION  HAVING  CLAIMS  AGAINST  WILLIAM  HOUSEAL,  III,  STEPHENS  C PUCKETT  RAY  HUGHES 
HOUSEAL  AGENCY,  INC.,  HEALTH  PLAN  MARKETING,  INC.  AND  W.R.  MATHIS  ARISING  FROM  OR  RELATED  TO  THE  CREATION’ 
OPERATION,  SALES  OF  INTEREST  OR  MEMBERSHIP  IN,  OR  INSOLVENCY  OF  THE  PREFERRED  RISK  ASSOCIATION  TRUST  BY  SAID 
DEFENDANTS,  OR  BECAUSE  OF  ANY  RELATIONSHIP  BETWEEN  OR  AMONG  SAID  DEFENDANTS  AND  SAID  TRUST  INCLUDING  ALL 
EMPLOYER  MEMBERS  OR  PARTICIPANTS  IN  THE  PREFERRED  RISK  ASSOCIATION  TRUST,  EMPLOYEES  OF  SUCH  MEMBERS  OR 
PARTICIPANTS  IN  SAID  TRUST,  AND  ALL  HEALTH  CARE  FACILITIES,  ORGANIZATIONS,  OR  PROFESSIONALS,  WHO  HAVE  RENDERED 
MEDICAL  SERVICES  TO  EMPLOYEES  OF  EMPLOYER  PARTICIPANTS  IN  SAID  TRUST,  AND  WHO  PAID  OR  INCURRED  AMOUNTS  FOR 
HEALTH  CARE  SERVICES  OR  WHO  RENDERED  HEALTH  CARE  SERVICES,  AND  WHO  ARE  ENTITLED  TO  REIMBURSEMENT  OR 
RENUMERATION  FOR  SUCH  AMOUNTS  OR  SERVICES  FROM  PREFERRED  RISK  ASSOCIATION  TRUST  BY  OPERATION  OF  LAW  OR 
CONTRACT. 


Notice  IS  hereby  given  pursuant  to  Rule  23  ol  the  Federal  Rules  ot  Civil  Procedure  that  the  above  lawsuit  is  pending  in  the  United  States  Oistnct  Court  for  the  Northern  District  of  Alabama,  entitled  Preferred  Risk  Association,  debtor.  M Charles  Sterne, 
trustee  (plaintiff),  vs  William  Houseal  III.  Stephen  C Puckett,  Ray  Hughes,  Houseal  Agency,  Inc . Puckett  Insurance  Services.  Health  Plan  Marketing,  Inc.,  Ken  Bckhart.  and  W R.  Mathis  (defendants)  (collectively  the  Lawsuit)  Plaintiff  has  alleged  that 

(a)  Defendants,  as  fiduciaries  of  Preferred  Risk  Association,  a health  care  trust,  violated  various  fiduciary  duties  that  were  imposed  by  the  Employees  Retirement  Income  and  Security  Act  of  1974  (ERISA).  29  US.C.  §1001  et  seq..  and  that  defendants  owed 
to  Preferred  Risk  Association  and  vanous  members  of  the  class  described  herein,  and 

(b)  As  a result  of  such  violations.  Preferred  Risk  Association  was  unable  to  meet  its  obligations  to  pay  various  employee  and  employer  participants,  and  various  health  care  providers  for  amounts  paid  or  incurred  for  medical  services  for  employee  participants 
in  Preferred  Risk  Association,  and  for  medical  services  rendered  to  employee  participants  by  health  care  providers  who  have  not  been  paid. 

The  defendants  denied  the  alleged  violations  and  any  liability  and  contend  that,  at  all  times,  defendants  fully  and  fairly  disclosed  to  all  class  members  entitled  to  notice,  terms,  provisions,  and  conditions  of  Preferred  Risk  Association,  and  at  all  times 
operated  Preferred  Risk  Association  in  conformance  with  the  standards  imposed  by  law,  including  ERISA,  and  operated  Preferred  Risk  Association  in  a prudent  and  careful  manner.  Notwithstanding  the  foregoing,  defendants  have  agree  to  settle  the  claims  asserted, 
and  for  the  purpose  ot  effectuating  settlement  of  the  lawsuit  agreed  to  the  establishment  of  a settlement  class 

The  settlement  class  is  defined  as  follows 

All  persons,  firms,  or  corporations  having  claims  against  any  of  the  above  named  defendants  arising  from  or  related  to  the  creation,  operations,  sale  of  interest  or  membership  in,  or  insolvency  of  the  preferred  risk  association  trust  by  said  defendants,  or 
because  of  any  relationsNp  between  or  among  said  defendants  and  said  trust,  including  all  employer  members  or  participants  in  the  preferred  risk  association  trust,  employees  or  sucn  members  or  participants  in  said  trust,  and  all  health  care  facilities,  organizations, 
or  professionals,  who  have  rendered  medical  services  to  employees  of  employer  participants  in  said  trust,  and  who  paid  or  incurred  amounts  for  health  care  services  or  who  rendered  health  care  services,  and  who  are  entitled  to  reimbursement  or  remuneration 
for  such  amounts  or  services  from  preferred  risk  association  trust  by  operation  of  law  or  contract 

This  notice  is  being  sent  to  you  in  the  belief  that  you  may  be  a member  of  the  settlement  class  whose  rights  may  be  effected  by  this  lawsuit  This  notice  is  not  to  be  understood  as  an  expression  of  any  opinion  by  the  Court  as  to  the  merits  of  any  of 

the  claims  or  defenses  asserted  by  any  part  in  the  lawsuit  this  notice  is  being  sent  to  you  for  the  purpose  of  informing  you  of  the  proposed  settlement  described  herein  PLEASE  REAI)  THIS  NOTICE  CAREFULLY 

I  PROPOSED  SEHLEMENT  WITH  DEFENDANTS 

A settlement  has  been  proposed  under  which  defendants  will  pay  $100.00000  into  a fund  for  settlement  Each  person  presenting  a valid  claim  for  amounts  which  would  have  been  payable  by  Preferred  Risk  Association  under  the  terms  of  its  agreements, 

by  the  last  date  for  the  return  mailing  of  statement  of  claim  forms,  will  receive  a proportionate  amount  of  said  settlement  fund  equal  to  that  amount  which  bears  the  same  rato  to  the  total  fund  for  settlement,  as  reduced  in  Section  II  herein,  as  the  amount 

of  each  claimant's  alleged  claims  bears  to  the  total  of  all  claims  allowed  for  all  claimants  against  the  fund,  up  to  the  total  amount  claimed  for  or  incurred  by  the  claimant  In  no  event  shall  said  amount  exceed  the  total  amount  of  said  claim. 

II  TERMS  OF  THE  SEHLEMENT 

Under  the  terms  of  the  proposed  settlement,  defendants  have  agreed  to  pay  to  all  claimants  in  the  settlement  class  a uniform  percentage  of  all  valid  unreimbursed  amounts  which  would  have  been  payable  by  Preferred  Risk  Association.  For  purposes  of 

applying  the  uniform  percentage  in  determining  the  amount  to  be  paid  to  ariy  given  claimant  for  amounts  paid  or  incurred  or  services  rendered  to  any  covered  employee  participant  or  dependent,  all  amounts  paid  or  incurred  or  due  to  be  paid  for  ai^  single 

employee  participant  shall  be  cumulated  and  treated  as  one  claim.  Each  employee,  employer  or  health  care  provider  shall  receive  a pro  rata  part  ot  the  amount  paid  in  satisfaction  of  each  cumulated  claim  The  amount  paid  to  each  claimant  with  respect  to 
arry  single  cumulated  claim  shall  be  equal  to  that  amount  which  bears  the  same  ratio  to  tne  amount  each  employee  or  employer  or  health  care  provider  claims  with  regard  any  single  cumulated  claim  as  the  ration  of  the  amount  that  the  employee,  em^oyer 
or  health  care  provider  claims  bears  to  the  total  of  the  cumulated  claim  Where  duplicate  claims  are  made  by  a health  care  provider  and  an  employee  or  employer  for  amounts  due  and  owing  to  a health  care  provider  for  services  rendered  to  an  employee  participant, 
which  amounts  have  not  been  paid,  the  claim  of  the  health  care  provider  shall  be  considered  the  only  valid  claim  with  respect  to  such  amount  where  duplicate  claims  are  filed  by  an  em^oyer  and  employee  for  amounts  paid  on  behalf  of  an  employee  participant 
or  dependent  for  allowable  or  covered  expenses,  the  claim  of  the  employee  or  employer  who  actually  paid  the  expenses  and  was  not  reimbursed  shall  be  the  sole  valid  claim 

The  pro  rata  payment  of  any  amount  to  any  person,  firm  or  corporation  shall  effect  a complete  satisfaction  of  the  total  amount  claimed  by  said  person,  firm  or  corporation,  and  shall  release  any  other  person,  firm  or  corporation  from  liability  for  the  amount 

of  said  claim  in  whole  or  in  part 

In  order  to  qualify  for  a refund,  each  class  member  will  be  required  to  submit  a statement  of  claim  form  enclosed  herein,  no  later  than  July  31.  1986.  and  to  state  that  the  statement  of  claim  form  is  being  submitted  in  good  faith  based  upon  a review  of 

the  class  member's  own  available  records  and  other  papers  All  claims  are  subject  to  review  and  verification  by  defendants.  You  will  be  notified  if  any  or  all  or  your  claim  is  rejected,  and  you  will  be  allowed  in  those  circumstances  to  submit  additional  proof 

or  request  futher  review  by  the  Court. 

In  addition,  defendants  will  pay 

(a)  All  costs  and  disbursements  incurred  in  the  administration  of  the  proposed  settlement,  including  the  provision  of  notice  to  members  of  the  settlement  class,  the  processing  of  statements  of  claim  and  the  implementation  of  new  procedures,  and 

(b)  The  fees  and  disbursements  of  counsel  for  the  settlement  class,  including  costs  of  administration  and  the  implementation  of  the  settlement,  to  the  extent  approved  by  the  court 

The  amount  of  attorney’s  fees  and  costs  awarded  by  the  court  and  paid  by  defendants  will  not  reduce  the  $100,000.00  settlement  fund  for  payment  of  claims  of  class  members  purusant  to  their  statement  of  claim  forms,  as  described  above 

Upon  the  receipt  of  all  claims,  and  the  determination  of  all  valid  claims  by  defendants,  defendants  shall  notify  each  class  member  of  the  amount  to  be  paid  tor  each  claim  and  the  percentage  which  said  payment  represents.  Each  class  member  shall  have 
fourteen  (14)  days  from  the  date  of  mailing  of  said  notice  to  either  accept  or  reject  the  payment  amount  If  a class  member  rejects  the  payment  amount  and  can  shew  error  in  the  determination  of  the  amount  or  validity  of  the  class  member's  claim,  then  adjustment 
will  be  made  before  the  final  distribution  of  amounts  In  the  event  that  an  error  has  been  made,  then  at  the  defendants’  option,  defendants  may  recalculate  the  total  amount  of  claims  and  the  amount  to  be  paid  for  each  claim,  or  pay  the  uniform  percentage 
as  previously  determined  for  such  class  member's  entire  claim 

In  the  event  that  no  error  is  made,  or  a class  member  otherwise  refuses  to  accept  the  proposed  payment  amount,  then  the  class  member  may  appeal  the  determination  to  the  United  States  District  Court,  whose  decision  shall  be  final  and  without  appeal.  In 
the  event  that  the  United  States  District  Court  appoints  a Master  to  hear  such  claims,  the  decision  of  the  Master  shall  be  final  and  without  appeal 

Defendants  retain  the  right  to  modi^  the  plan  in  any  way  they  reasonably  deem  necessary  in  order  to  make  improvements  to  the  plan  In  the  event  that  the  aggregate  amount  of  the  claims  of  all  claimants  who  choose  to  be  excluded  from  this  settlement  or 
"opt  out"  from  this  lawsuit  exceed  S2IJ.000.  then  at  the  sole  discretion  of  the  defendants  and  at  the  option  of  any  defendant,  this  settlement  offer  and  the  stipulation  for  class  certification  may  be  withdrawn.  In  the  event  that  any  claimant  chooses  to  be  excluded 
from  the  class  certified  this  lawsuit,  then  the  total  amount  of  that  claimant's  valid  unpaid  claims  shall  be  added  back  into  the  total  of  all  claims  presented  tor  payment  from  the  settlement  fund  for  the  purpose  of  determining  the  percentage  to  be  paid  to 
any  claimant  The  $1(X).0(j0  settlement  fund  shall  be  reduced  by  the  pro  rate  amount  which  would  be  paid  to  any  claimant  who  chooses  to  be  excluded  from  this  class  but  for  that  claimant's  choice  to  be  excluded  For  purposes  of  this  notice  and  this  settlement, 
the  term  employee  participants  shall  be  deemed  to  include  qualified  covered  dependents  of  an  employee  participant 


III  SETTLEMENT  HEARING 

The  court  will  hold  a hearing  in  the  courtroom  of  the  Honorable  Robert  8 Propst,  United  States  Courthouse,  Birminoham,  Alabama,  at  4 00  o'clock  on  September  2.  1966  The  purpose  of  this  hearing  is  to  determine  whether  the  proposed  settlement  is  fair, 
reasonable  and  adequate  and,  therefore,  should  receive  final  approval  so  that  the  claims  against  defendants  can  be  dismissed 

You  may  appear  at  the  hearing  or  any  adjournment  thereof  and  show  cause,  if  any.  whether  the  settlement  should  not  be  approved  as  fair,  reasonable  and  adequate,  whether  and  in  what  amount,  attorneys  fees  and  costs  should  be  awarded  plaintiffs'  counsel 
and  why  the  final  judgments  of  dismissal  as  to  defendants  should  not  be  entered 

If  you  wish  to  be  heard  or  to  present  evidence  at  the  settlement  hearing,  you  must  file  a written  statement  by  August  19,  1966,  of  your  intention  to  do  so  with  the  Clerk,  United  States  District  Court,  United  States  Courthouse.  Birmingham.  Alabama  35203. 

and  send  copies  to  the  counsel  listed  belcw  in  the  "Please  take  further  notice"  section  of  this  notice. 

Class  members  who  approve  of  the  proposed  settlement  do  not  need  to  appear  at  the  hearing  or  take  any  other  action  to  indicate  their  approval  If  you  do  approve  of  the  settlement,  however,  YOU  MUST  FILE  THE  ENCLOSED  STATEMENT  OF  CLAIM  FORM 

IN  ORDER  TO  OBTAIN  A REFUND  in  accordance  with  the  procedure  set  forth  in  the  "Hew  to  file  a claim"  section  of  this  notice. 

IV  HOW  TO  RLE  A CLAIM 

In  order  to  receive  a refund  pursuant  to  the  settlement,  you  must  complete  and  return  the  enclosed  statement  of  claim  form  to  defendants,  postmarked  no  later  than  July  31.  1986  The  postmark  on  your  returned  statement  ot  claim  form  will  determine  whether 
your  claim  has  been  bmely  filed.  Instruction  for  completing  the  statement  of  claim  form  are  included  on  the  form. 

YOU  must  sign  the  statement  of  claim  form  and  state  that  the  information  contained  therein  was  filed  in  good  faith  and  is  accurate  to  the  best  of  your  knowledge,  information  and  belief. 

V  PLEASE  TAKE  FURTHER  NOTICE 

If  you  were  an  employer  participant,  or  an  employee  of  an  employer  participant,  or  provided  allowable  medical  services  to  an  employee  or  an  employer  participant  in  the  Preferred  Risk  Association  Trust  at  any  time  and  have  not  been  paid  or  reimbursed  for 
amounts  paid  for  allowable  medical  services  or  for  amounts  due  and  owing  for  medical  services  provided,  you  are  a member  of  the  class  and  m^  nave  a rignt  to  participate  in  the  proposed  settlement. 

If  you  are  a class  member,  you  may  elect  to  be  excluded  from  the  class,  provided  such  election  is  made  in  writing.  All  such  documents  must  be  postmarked  on  or  before  July  31.  1986  A request  for  exclusion  must  state  that  it  is  a request  for  exclusion, 

your  name,  your  state  of  residence,  your  employer  at  the  time  that  your  claim  arose,  and  the  name  of  any  health  care  provider  to  whom  amounts  were  paid  for  allowable  medical  services  or  if  the  claimant  is  a health  care  provider  the  name  of  the  employee 

to  whom  health  care  services  were  rendered,  and  the  employee's  employer  If  you  elect  to  be  excluded,  you  will  not  be  able  to  participate  in  the  settlement  and  you  cannot  receive  any  payment  pursuant  to  the  settlement.  Furthermore,  if  you  elect  to  be  excluded 
from  the  settlement  class,  vou  cannot  object  to  the  settlement,  and  will  be  bound  by  any  judgement.  If  you  do  not  elect  to  be  excluded,  you  will  be  included  in  the  proposed  settlement  and  will  be  bound  by  whatever  judgment  is  rendered  in  connection  with 
the  proposed  settlement,  if  final  approval  is  granted  by  the  Court. 


Your  election  to  be  excluded  should  be  mailed  to; 


Preferred  Risk  Association  Trust  Settlement 
1700  Financial  Center,  Birmingham,  AL  35203-2696 


If  you  do  not  elect  to  be  excluded,  you  may,  if  you  desire,  enter  an  appearance  through  counsel  of  your  own  choosing  at  your  own  cost  If  you  do  not  elect  to  be  excluded  and  do  not  enter  an  appearance  through  your  own  counsel,  your  interest  will  be 
represented  tv  the  class  representatives  and  counsel  for  the  class. 

Papers  relating  to  the  proposed  settlement  and  all  other  papers  filed  in  the  lawsuit  may  be  examined  and  copied  at  any  time  during  the  regular  office  hours,  at  the  offices  of  the  Clerk.  United  States  District  Court  for  the  Northern  Distnet  of  Alabama. 
United  States  Courthouse,  Birmingham,  Alabama 


VI  ADDITIONAL  INFORMATION 

If  you  have  any  questions  concerning  the  proposed  settlement  of  the  lawsuit,  you  may  contact  plaintiffs'  attorneys  by  writing  them  at. 

Max  C.  Pope 

2326  Highland  Avenue,  Birmingham,  AL  35205 

BY  ORDER  OF  THE  UNITED  STATES  DISTRICT  COURT  FOR  THE  NORTHERN  DISTRICT  OF  ALABAMA  ROBERT  B.  PROPST,  JUDGE. 
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Date  April  21.  1966 


ALABAMA 

MEDICINE 

CLASSIFIED 


Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Birming- 
ham. Faculty  appointment  with  Family  Practice  Center  at  Universi- 
ty of  Alabama  if  qualified.  Join  established  practice  or  work  indi- 
vidually. Salary  of  $50,000  to  $65,000  guaranteed  until  practice  is 
self-sufficient.  Generous  fringe  benefits  include  life,  disability, 
health,  retirement,  and  malpractice  insurance,  two  weeks  con- 
tinuing education,  and  three  weeks  annual  leave.  All  equipment, 
including  X-ray  and  lab,  furniture,  and  supplies  provided.  Manage- 
ment services  including  personnel,  payroll,  tax  reports,  and  billing 
provided.  If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation,  P.O. 
Box  1486,  Tuscaloosa,  Alabama  35403,  or  telephone  Frank 
Cochran,  collect  at  758-7545  for  more  information. 


FAMILY  PRACTITIONERS.  Largest  multispecialty  clinic  in  SE 
is  seeking  Board  Qualified  Family  Practitioners  to  staff  urban, 
suburban,  and  rural  satellite  clinics.  Send  CV  to  Debra  Zoeller, 
c/o  Norwood  Clinic,  Inc.,  PO  Box  C-230,  Birmingham,  AL  35283. 
Complete  details  on  first  inquiry. 


MONTGOMERY  — Prosperous  group  family  practice  offers  ex- 
cellent benefits,  salary  and  equity  growth  opportunity  for  the  right 
family  practitioner  or  internist.  Please  contact  Cameron  MacGuire, 
1 1 10  Mulberry  St.,  Montgomery,  AL  36194  or  phone  (W)  205/ 
834-2745  or  (H)  205/277-1249 


FOR  SALE;  Elisa  Reader;  Dynatech  Mini-reader  11  with  cartridge 
and  printer.  This  system  has  only  been  used  a few  times.  New 
costs  $6,000.  For  sale  for  $4, (XX).  Call  780-7544. 


FOR  RENT  — Fully  furnished  luxury  condominium  at  Perdido 
Key,  AL — 10  minutes  from  Gulf  Shores.  Enjoy  2 pools,  3 tennis 
courts,  Jacuzzi  and  gorgeous  beaches!  Sleeps  six.  Dr.  and  Mrs. 
John  Brandon,  Gordo,  AL  (205)  364-8558. 


Correctional  Medical  Systems,  Inc.,  the  nations  largest 
provider  of  contracted  health  care  in  the  field  of  correctional 
medicine  currently  has  full-time  and  part-time  primary  care 
practice  opportunities  available  in  the  Birmingham  and 
Montgomery  areas. 

As  a physician  associated  with  CMS  you’ll  enjoy: 

• Guaranteed  Income 

• Occurrence  malpractice  coverage 

• Career  potential 

• Full  complement  of  support  personnel 

• Regular  work  schedule 

For  further  information  on  these  opportunities,  please  call 
Greg  Shafer,  toll-free,  at  1-800-325-4809. 


TROY,  AL:  Friendly,  JCAH  accredited  hospital  is  looking  for 
physicians  to  work  in  Emergency  Department.  Competitive  com- 
pensation, professional  liability  insurance  procured.  Contact; 
B.  Reedy,  Coastal  Emergency  Services,  Inc.,  1900  Century  Place, 
Ste.  340,  Atlanta,  GA  30345. 


Primary  Care  Physicians  needed  to  staff  family  practice  and  minor 
emergency  center  in  central  Alabama.  Excellent  opportunity  — 
40  hr.  work  week,  guaranteed  salary,  no  night  call,  excellent  fringe 
benefits.  Send  CV  with  references  to;  Medical  Center  I,  P.O.  Box 
99,  Georgiana,  Ala.  36033. 


DANVILLE,  MARION,  AND  TIDEWATER,  VIRGINIA:  Emer- 
gency Department  staff  positions  and  Directorships  available. 
Compensation  $70, 000-$100, 000  -I-  per  year.  Attractive  locations 
with  low  and  high  volumes.  Professional  liability  insurance  pro- 
cured. For  further  information  contact:  Amy  O’Bryan,  Coastal 
Emergency  Services,  Inc.,  101  Buford  Rd.,  Ste.  205,  Richmond, 
VA  23235;  (804)  320-7549;  (800)  552-6638  in  VA,  (800)  551- 
1013  in  US. 


STAFF  POSITION  — Has  mounting  regulation  and  paperwork, 
long  daily  hours  wearied  you?  Consider  a salaried  position,  with 
regular  hours,  compatible  peers,  sunbelt  living  in  a beautiful  south- 
ern city  of  110,000.  Searching  for  an  M.D.  to  join  7 others  and 
a support  staff  of  50  who  care  for  15,000  co-ed  students.  Practice 
in  a full  service  24  hour  a day  facility  with  large  outpatient  de- 
partment (50,000  yearly  visits)  and  a 29  bed  acute  care  inpatient 
service.  This  is  a full-time  12  month  appointment,  and  requires 
an  active  Alabama  license,  D.E.A.  number,  and  eligibility  for 
unrestricted  malpractice  insurance.  Current  private  practice  in  a 
primary  care  specialty  will  add  additional  weight.  Salary  com- 
petitive with  other  university  health  services.  Closing  date  for 
inquiry  is  June  23,  1986.  For  more  information,  write:  Director, 
Russell  Student  Health  Center,  P.O.  Box  Y,  University,  Alabama 
35486  or  call  collect  (205)  348-6262.  The  University  of  Alabama 
is  an  equal  opportunity,  affirmative  action  employer. 


FAMILY  MEDICINE  POSITIONS  available.  Progressive  rural 
community  in  South  Mississippi  has  an  immediate  need  for  two 
physicians.  Physicians  will  be  employed  by  Jefferson  Davis  County 
Hospital  an  Extended  Care  Facility.  Jefferson  Davis  County  Hos- 
pital is  a 41  bed  acute  care  facility  with  a 60  bed  long  term  care 
unit.  Medical  Clinic  under  construction. 
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AUXILIARY 


Mrs.  Ronald  R.  DiNella 
A-MASA  President 


An  Investment  in 
Medicine’s  Future 
AMA-ERF 


Several  years  ago  when  I first  became  an  active 
auxilian  on  the  state  level,  my  first  committee 
chairmanship  was  of  the  AMA-ERF  Committee.  I ac- 
cepted this  appointment  because  I am  fully  convinced 
that  our  Research  and  Education  contributions  do  a 
great  deal  toward  supporting  quality  medical  education 
in  all  of  our  medical  schools. 

Each  year  the  Auxiliary  to  the  Medical  Association 
of  the  State  of  Alabama  raises  approximately  $30,000 
to  $40,000  for  our  four  Alabama  Medical  Schools. 
This  is  done  mainly  on  the  county  levels  through  fash- 
ion shows,  auctions,  memorials,  Christmas  cards,  phy- 


sician donations , raffles  and  a myriad  of  other  innovative 
ways.  The  total  contributions  of  the  National  Auxiliary 
last  year  were  $1,987,745.96.  The  check  was  pre- 
sented to  AMA-ERF  President  Rufus  Broadaway,  M.D. 
at  the  AMA  opening  session  of  the  House  of  Delegates 
in  Chicago.  This  is  quite  a contrast  to  the  $640,000 
which  was  raised  in  1950  when  the  program  was  es- 
tablished. 

Today  AMA-ERF  has  several  different  funds.  The 
Medical  School  Excellence  Fund  provides  grants  to 
medical  schools  to  use  as  they  see  fit.  The  Medical 
Student  Assistance  Fund  provides  funds  to  medical 
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schools  for  student  financial  aid.  The  Unrestricted  Fund 
is  used  at  the  discretion  of  the  Board  of  Directors  to 
support  pilot  and  experimental  health  and  medical  pro- 
grams. AMA-ERF  also  has  categorical  funds  for  spe- 
cific research  programs. 

The  Medical  School  Excellence  Fund  is  the  oldest 
and  largest  of  all  the  funds.  Since  its  beginning,  it  has 
given  in  excess  of  $40  million  to  medical  schools. 

The  newest  AMA-ERF  fund  is  the  Medical  Student 
Assistance  Fund.  This  was  begun  in  1983  to  provide 
funds  for  medical  schools  to  use  for  direct  financial 
assistance  to  students.  The  specific  financial  aid  pro- 
grams that  benefit  from  these  funds  varies  with  the 
individual  medical  schools.  The  only  requirement  is 
that  the  school  use  the  funds  to  help  support  educa- 
tional expenses  for  medical  students  recognized  as  being 
in  need  by  the  school.  In  every  case,  AMA-ERF  insists 
that  students  who  benefit  by  these  funds,  be  informed 
that  the  funds  are  provided  by  the  Foundation. 

The  AMA-ERF  role  in  financial  assistance  is  quite 
visible  at  the  medical  schools.  It  is  well  kno'wn  among 
the  students  which  benefit  both  the  Foundation  and  the 
medical  families  who  so  generously  and  unselfishly 
contribute  to  AMA-ERF. 

Any  donor  to  AMA-ERF  has  the  privilege  of  des- 
ignating to  which  fund  the  donation  is  made  or  which 
medical  school  will  receive  the  donation.  All  contri- 
butions are  tax  deductable  and  their  receipts  will  be 
acknowledged  by  the  schools.  These  donations  are 
used  by  the  schools  in  a variety  of  ways  — building 
improvements,  faculty  salaries,  library  books,  student 
loans  and  grants. 

Another  aspect  of  AMA-ERF  grant  activity  is  the 
Categorical  Research  Grant  Funds  which  award  grants 
from  contributions  designated  for  research  by  the  do- 
nors. In  the  past,  some  of  these  research  projects  have 
been  in  neuromuscular  diseases,  metabolic  and  en- 
docrine diseases,  neoplastic  diseases,  cardiovascular 


and  pulmonary  diseases,  arthritis  and  rheumatism.  All 
grant  requests  for  research  are  considered  and  ap- 
proved by  AMA-ERF’ s Board  of  Directors. 

In  the  beginning,  AMA-ERF  was  established  to  help 
assure  quality  medical  education  and  to  promote  and 
support  research  in  the  nation’s  medical  schools.  To- 
day, this  is  just  as  important  as  ever.  Not  only  that, 
but  due  to  spiraling  costs  and  diminishing  government 
assistance,  medical  schools  must  depend  on  private 
sources  to  help  meet  the  educational  needs  of  our  future 
physicians.  What  better  way  can  we  serve  the  cause 
of  medicine  than  to  support  our  own  medical  schools 
and  our  medical  students? 

The  American  Medical  Association  Education  and 
Research  Foundation  is  the  major  philanthropy  of  or- 
ganized medicine.  Of  all  the  worthy  causes  to  which 
you  can  contribute,  none  can  do  more  than  AMA-ERF 
in  providing  such  lasting  and  important  benefits  for 
the  people  of  our  country.  By  investing  in  our  own, 
we  also  improve  the  quality  of  health  care  for  every- 
one. Tomorrow’s  physicians  need  your  help  today. 

It  is  convenient  and  easy  to  contribute  to  AMA- 
ERF.  Your  local  Medical  Society  Auxiliary  can  assist 
you  or  you  may  send  your  contribution  to  our  state 
AMA-ERF  chairman,  Mrs.  Charles  Patterson  (Antoi- 
nette), 208  Druid  Hills  Road,  Anniston,  Alabama 
36201. 


June  1986  / 53 


PHYSKIANS, 

WE  SCHEDULE  OUR  TIME 

TOFITYOURTIML 

Were  very  flexible  in  the  Army  Reserve  about 
time.  We  take  into  account  your  practice,  your  time  and 
availability. 

Were  not  flexible  about  the  quality  of  medicine. 
We  demand  much  of  ourselves  and  of  every  member  of 
our  medical  team. 

If  you’d  like  to  learn  more  about  the  medical 
opportunities  in  a nearby  Army  Reserve  unit,  call  your 
Army  Medical  Personnel  Counselor: 


ARMY  RESERVE  MEDICINE 
255  WEST  OXMOOR  RD.  ROOM  R-105 
BIRMINGHAM,  AL  35209 
CALL  COLLECT:  (205)942-6570 

ARMY  RESERVE.  BEALLYOUCANBE. 


’ q 1 !•  0 0 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


\ . . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A ^ 


Psychiatrist 

California 


••  . . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  ff 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurozepom  HCI/ 
Roche).  If  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 

DALMANE 

brand  of 

flurazepam  HCI/Roche  € 

sleep  that  satisfies 

15-mg/30-mg 
capsules 


References:  1.  Kales  J,  etal:  Clin  Pharmacol  Ther  /2  691- 
697  Jul-Aug  1971  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
15:356-363,  Sep  1975  3.  Kales  A,  etal.  Clin  Pharmacol 
Ther  19.576-583,  May  1976  4.  Kales  A,  etal:  Clin  Pharma- 
col Ther  32:781-788.  Dec  1982  5.  Frost  JD  Jr,  DeLucchi  MR 
J Am  Geriatr  Sac  27:5i]-546,  Dec  1979  6.  Dement  WC, 
etat  BehavMed.  pp  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD;  J Clin  Psychopharmacol  3:\A0-]80.  Apr  1983 
8.  Tennant  FS,  et  at  Symposium  on  the  Treatment  ot  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21:355-36], 

Mar  1977 


brand  of 

flurazepam  HCI/Roche  (w 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequenf  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  tor  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropnofe  potient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
ot  the  potential  risks  to  the  fetus  should  the  possibility  ot  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
potions  requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving).  Potential  impairment  ot  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  tor  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  ot  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosoge 
Precautions:  In  elderly  and  debilitated  potients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sonts  Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  lenden- 
cies,  or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  tolling  have  occurred,  particulorly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nousea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkotiveness,  apprehension, 
irritability,  weakness,  palpitations,  chest  poms,  body  ond  joint 
poms  and  GU  complaints  There  have  also  been  rare  occur- 
rences ot  leukopenia,  gronulocytopenia,  sweating,  flushes, 
difficulty  m focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
notions,  ond  elevated  SGOT,  SGPT,  totol  ond  direct  bilirubins, 
and  alkoline  phosphatase,  and  paradoxical  reactions,  e g 
excitement,  stimulation  ond  hyperactivity 
Dosoge:  Individualize  lor  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  m some  patients 
Elderly  or  debilitated  patients  15  mg  recommended  inilially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurozepom 
HCI 
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FOR  SLEEP 

After  more  than  1 5 years  of  use,  ifs  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  fhey  fall  asleep  fast  and  stay 
asleep  till  morning.  ^ ^ And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.  As  always,  caution  patients  about 
driving  or  drinking  alcohol. 
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